Glenriding & Stainforth


MUCH NEEDED WORDS OF REASSURANCE TO OUTDOOR PRACTITIONERS.

THE GLENRIDDING DROWNING INCIDENT

[The Court proceedings contained the following points made by David Croall, Solicitor for Lancashire County Council, and are thus in the public domain. A lot of misreporting occurred in the media causing unnecessary alarm and despondency. Members may find these statements heartening and an encouragement to keep taking groups outdoors on trips - Ed]

1. Paul Ellis was not made a scapegoat, as some appear to believe. He is not in prison just because it was his name on any risk assessment form, or because he was the leader

of the trip. It is most certainly NOT a case of "There but for the grace of God go I."

2. He was prosecuted, he pleaded guilty, and he has been imprisoned for one reason, and one reason only – he acted with criminal recklessness. He didn't just make a mistake, he didn't simply make a 'bad call', he wasn't simply unlucky. As he himself admitted (through his barrister) "his actions amounted to gross negligence". He also admitted that "his conduct may properly be considered as criminal".  In the words of the Judge, he was "unbelievably foolhardy". He went on, “To allow any boy to plunge into that water was a very, very, high degree of gross

negligence” {Note - more than gross negligence - “very, very, high degree of gross negligence”}

3. He may be considered fortunate to only have been sentenced to 12 months' imprisonment. The Judge made it plain that he had been considering a sentence of 3 years - such was his concern at what Mr Ellis had done.

4. A few of the actual facts might help put this in perspective.

• The experienced mountain rescue team who arrived to recover the body of the poor boy described the beck as " a raging torrent ". One of them got into difficulty after he was

swept off his feet by the force of the water, in spite of all his training, experience and safety equipment.

• A team from RAF Conningsby had been there that morning. They were fully trained mountain leaders on a training course. They had full equipment with them. They took the view that it was not even safe to attempt to try and cross the stream - such was its ferocity (never mind jumping into it!)

• A party from Lancaster Grammar School was next at the plunge pool that morning. Their leader

immediately decided it was ‘manifestly unsafe’, and they started to walk back down the mountain. They met the party from Fleetwood coming up, and the Lancaster leader asked Paul Ellis what his plans were. When Paul Ellis said they were proposing to go plunge pooling, he told Ellis that it was ‘too dangerous’'. Ellis replied “It's alright, we have safety equipment. We have a rope”. In fact he didn’t have any safety equipment, he didn’t have a rope.

5. There appears to be a widely-held misconception among EVC's [Educational Visits

Coordinators] and Heads what the true situation is.

6. All need the reassurance that, as long as they act in good faith, to the best of their ability, they will not be prosecuted, and they will not be sued. The law does not require people to be perfect, it does not expect that they are 100% right, 100% of the time. All it requires is that they do their best. If they do something, with the best of intentions, to the best of their ability, then they are 'bombproof' - even if it turns out that they got it wrong, or made the wrong choice. As long as they can show that what they did was not unreasonable, then that is all they need to do.

7. One point on risk assessments which seems to be a big concern with some EVC’s who seem to have the impression that there is only one right type or form of risk assessment - almost that they have to use one particular piece of paper, and that the right words or ‘jargon’ have to be on it.

There is, in fact, no one right way of doing risk assessments. A dozen different risk assessments could be conducted for any one activity, and all could be equally valid.

Extracts from HSE

Press Release 23/9/03

TEACHER PLEADS GUILTY FOLLOWING

GLENRIDDING DROWNING.

Mr Ellis led an activity which was to jump into a natural rock pool in Glenridding Beck. Max Palmer (10 years old) got into difficulties in cold and turbulent water, and was swept out of the pool and down the beck. Mr Ellis was also charged under Section 7 of the Health and Safety at Work Act. It was alleged that he had not taken reasonable care of other people who entered the pool...

HSE Head of Operations, Janet Wilson, said:“Outdoor adventure trips have great value in

developing young people, and offer an excellent opportunity for risk education. The

vast majority take place without serious incident.“HSE would not want to see school trips

stopped, or teachers refuse to lead them, as a result of this prosecution. But it is essential

that they are planned properly and carried out safely. We know that most teachers put the safety of their pupils at the top of their agenda, and follow good practice.

“HSE and the police have worked together on the investigation that led to this case. We are still

considering whether health and safety charges should be brought against any other parties. We

have also been active in ensuring that schools and education authorities learn the lessons from

this tragic event.

“The Department for Education and Skills and the Health and Safety Commission have produced

comprehensive guidance for organisations that conduct adventure activities. This guidance is to

assist them in setting up systems and procedures that better support teachers and others leading

adventure trips. This information can be found on the DfES and HSE websites.”

Advice on the planning and organisation of visits can be found on the DfES website at:

www.teachernet.gov.uk/visits

A condensed summary of the main points of ‘Lessons Learned from Stainforth Beck’ is displayed below. Members are urged to read the full version of this in the next (December) issue of Horizons or now on the IOL website. It is written by Marcus Bailie, Head of Inspection for the Adventure Activity Licensing Authority and is Marcus’ personal viewpoint rather than that of

the Authority - Ed.

LESSONS LEARNED FROM STAINFORTH BECK?

The Background.

Two young schoolgirls were swept away by a stream whilst ‘river walking’ near the village of Stainforth, in Yorkshire as part of an annual visit with their school.

The river started to rise and by the time it had reached an obviously dangerous level the two girls had been swept to their deaths. Most people, however, still do not know what happened on that fateful day, nor what lessons we can take away to try to prevent a similar occurrence.

There are 7 - 10 million pupil/days of out-of-school activities every year, and to prevent a similar tragedy there are many people who need to know why that day in Yorkshire went so badly wrong.

The Process

Investigations carried out by the employer and by other agencies generally focus on three basic issues:

1. Was the accident foreseeable?

2. If it was, why was it not prevented?

3. If it was not, does hindsight now help us to understand how a similar accident could be prevented in the future?

The Coroner’s Court determines, the first and the second of these. The jury determined that the death was not foreseeable and so their verdict could only be accidental death. In other words no one was to blame.

The Role of the Outdoors in Education

People wonder why teachers, employed principally to teach classroom subjects, should be leading a river-walk.  The explanation is that we expect our children to grow up with certain non-academic characteristics, yet seldom question where within their education these qualities are

developed? Where do children learn to cope with the pressures, hazards and interactions of modern living?

Many educators believe that standards of self-esteem, of self-confidence, of fitness and health need to be placed alongside standards of numeracy and literacy.

Residentials and adventure activities are widely recognised as an important and memorable part of every child’s education.

The circumstances

see IOL website

Contributory factors

There was not just one but many contributory factors. The unpredictable nature of this cocktail proved to be lethal. This is commonly the case in accidents of this type, thus there are many lessons we can learn.

The Lessons

The following conclusions are my own. The lessons may prevent a similar tragedy. Most importantly none of the conclusions are unique to Stainforth Beck or to this incident.

• Moving water is frequently much more powerful than we think.

The teachers and children in both groups, one in the morning and one in the afternoon, were surprised at the power of the water. Even when some in the water were knocked off their feet the children still thought it was all part of the fun.

• It is important also to recognise that water courses can change substantially, rapidly and unpredictably.

• In the catchment area for Stainforth Beck are underground caverns which act like reservoirs. This beck is prone to rapid and irregular fluctuations in level over a time scale of only a couple of minutes.  • It’s hard to beat local knowledge. If you don’t have it you should seek it out. Conducting an activity once a year for seven years is not seven year’s of experience -

it’s seven days. • If you don’t use a venue often, talk to someone who does.

• Knowing who is in charge of an activity session is important. There are however inherent practical weaknesses with joint leadership. Each leader may have anxieties about the unfolding events but take confidence from the apparent confidence of the other. Anxieties borne alone, may have led a sole leader to abandon the venture.

• Every session should have a Plan B thought through in advance and the group forewarned.

• No-one likes reporting that they have had a ‘nearmiss’(or a ‘near-accident’ as perhaps we should be calling it). The morning group had experienced at least one of their group briefly swept off his feet and carried by the current for a few yards. However they were staying in different accommodation some miles apart, were operating as separate units, and were not in communication with each other. Consequently, the experiences of the morning group were never conveyed to the afternoon group.

• Monitoring. Getting out there and seeing what is actually happening. If I was to reduce safety in the outdoors to just two functions they would be monitoring, and using this to identify further training needs.

The Coroner wrote, ‘paperwork is an agent to, and can never be a substitute for, pro-active approaches to training and monitoring’.

Monitoring should be thought of as simple ‘quality control’. The need is for managers to sample sessions periodically to check that they are being run as envisaged.

• It is not what you write which drives safety, but what you do. Doing the right thing by unusual means is acceptable, whereas doing the wrong thing ‘by the book’ is not. Merely writing a risk assessment will not protect people from harm. Instead of line managers asking ‘Have you done a risk assessment?’ the question is, ‘Are you competent?’

• The limits of a risk assessment lie in the experience of the authors, and none of the people involved that day had experience of the unusual circumstances before them.

CONCLUSION

• Most accidents occur on the activities which are considered to be the lowest risk. Time and again evidence suggests that even common sense measures were not followed, largely because those involved believed there was no risk. Every teacher and youth leader who leads groups of young people should realise that

• NO outing is risk free. Society expects party leaders to fulfil their responsibilities as conscientiously as a professional instructor.

Marcus Bailie, Head of Inspection, The Adventure

Activities Licensing Authority. 20/8/ 2003.
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