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On July 7th, 2005 four British nationals brought what they deemed as a religious war to the United Kingdom’s capital motivated by the ideology of martyrdom (Richardson, 2006, pp.104-105). The unprecedented terrorist attack claimed by Al-Qaeda shook the lives of the nation and is perceived to be one of the most serious terrorist attacks on the UK to date (Walker, 2015). On this day 52 people lost their lives at the hands of the perpetrators, and 700 civilians were injured. The emergency services and partner agencies played an integral role in the emergency response, showing remarkable bravery and courage (Barnes, 2006). However, the maelstrom of extraordinary events also emphasised the inadequacies surrounding communication within and between the emergency services, and the challenging circumstances which highlighted possible failings amongst the emergency and partner agency’s training into major incidents (Cocking and Drury, 2015). 
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Mohammad Sidique Khan, Shehzad Tanweer, Jermaine Lindsay and Hasib Hussain are four names that have been etched onto the minds of the British public for over a decade (Home Office, 2006a). Their indiscriminate attacks unfolded at around 08:50 am by detonating four homemade peroxide-based explosive devices on public transport, targeting civilians and the critical national infrastructure (Redhe, 2016). Three of which were detonated simultaneously in the London underground system (LU) (Aldgate, Edgware Road, King’s Cross) and the fourth almost an hour later at 09:47 am on a busy London bus, an alternative target Hussain was forced into due to disruption on the Northern line; his original target (Tavistock Square) (Hewitt, 2008, pp.50-51). The devastation wrought by these individuals brought London to a standstill and emergency services to the forefront (Barnes, 2006).

Identifying and recording the essential facts to understand how the tragic events of the day unfolded is a matter of public interest and one of utmost importance (College of Policing, 2013). It is notable when reviewing the public and journalistic opinions that criticisms inevitably occur (Reid and Jowell, 2006). As a result, key questions were raised regarding the emergency services’ response and whether in fact, their response could have been more efficient and effective, leading to a suggestion that fatalities could have been avoided (Casciani, 2011). An observation which on 6th May 2011, the coroner; Lady Hallett under Rule 43 of the Coroner’s Rules 1984 refuted, concluding that no deaths were contributable to any organisational or individual failings. That said, areas of concern were highlighted (HM Government, 2012). To that end, evaluating the effectiveness of the emergency response will ascertain where lessons must be learnt or indeed commended, where improvements must be made, and to whether contributing factors affected the efficiency of the response (Hallett, 2011).
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Early actions in a critical incident are deemed the most crucial and referred to as the ‘Golden Hour’ (Gov.uk, 2013b). As ‘Category 1’ core responders established by the Civil Contingencies Act 2004 (CCA) the police response to 7/7 was immediate, confirming a ‘major incident’ at 09:29, albeit shrouded by confusion due to conflicting reports from the scenes, and communication errors from London Underground’s network control centre (London Assembly, 2006a). Initially responding to what was first reported as loud bangs, a power surge or a possible train derailment due to a body on the track, it took some time to establish the severity of the situation in that there were three simultaneous explosions within the tunnels (Bostock, 2015). 

Amidst the initial period of chaos, the communicative challenges became even more apparent (Redhe, 2016). The defective radio systems which failed to work underground posed an obstructive challenge hindering the effectiveness of the emergency response; a notable failing highlighted but not documented within the coroner’s recommendations (London Assembly, 2006a). A failing also evidenced in the King’s Cross fire 1987, and again during a staged training exercise in 2003 (Casciani, 2011). This known failing led to officers being used as information ‘runners’ taking valuable experience away from the scene, which could subsequently be argued as causing a delay in information sharing and also a misinterpretation of events (Home Office, 2018). 

In the immediate aftermath and shortly after the ‘Golden Hour’, the hierarchal command structure was deployed fortuitously in place due to the G8 summit, where the police ‘Gold commander’ took over operational functions, leading on security and response (Linge, 2015). However, a decision was made to move the Strategic Coordination Centre (SCC) from New Scotland Yard (NSY) to Hendon which proved inconvenient and caused delays with a separation of ‘Gold command’ from what was happening at the scene. Albeit, a decision supported by all strategic commanders involved (London Assembly, 2006b). 
In managing the emergency and communication challenges, the police ‘Gold’ commander invoked the Mobile Telecommunication Privileged Access Scheme Procedure (MTPAS) thus, prioritising emergency service calls. However, this also proved problematic as not all emergency service personnel had MTPAS-equipped mobiles (Linge, 2015). The communication challenges faced by the police inevitably contributed to the disorientation and chaos during the unprecedented attack, however, through adversity and faced with horrific circumstances the heroism, professionalism, courage, resilience and effectiveness of the police response was to be commended (Barnes, 2006). 

The London Ambulance Service (LAS) were not devoid of criticism, and in addition to the existing challenges with communication, the inquest criticised their effectiveness on a number of fronts (Topping, 2010). LAS suffered serious delays on 7/7 in dispatching ambulances to the scene of the bus bombing, and human error further complicated matters where those ambulances dispatched were sent to incorrect locations, confirming the poor state of affairs in terms of the communication that day (Casciani, 2011). Deemed as ‘unacceptable’, records show that despite the first paramedic crew arriving within minutes of the explosion at Tavistock Square, it was almost an hour later at 10:42 am that further ambulances were dispatched to treat the seriously injured (The Guardian, 2011). Furthermore, only half of the 201 ambulances available on 7/7 were sent to help victims which LAS were again criticised for. That decision, however, was recognised as the right decision on the day, given the unpredictability of the attacks and the high possibility of subsequent attacks (BBC, 2011b). 

Issues also arose concerning the LAS control room, where just one operator was assigned to two radio channels for the four scenes (Casciani, 2011). This in combination with managing the volume of incoming emergency calls and the relaying of vital information created a highly stressful environment within the control room (Hallett, 2011). This subsequently resulted in major organisational problems which resulted in missing, misplaced and delayed information between the control room and ‘Silver’ responders near the scene (London Assembly, 2006a). 
Confusion continued into the ‘Gold’ command room; specifically reserved for major incidents and the strategic coordination of the crisis (College of Policing, 2020). It was revealed that this room was inappropriately used for non-urgent activity which caused significant disruption as the individuals appointed to these crucial roles were unable to gain computer access in a timely manner. Furthermore, two of the individuals were not trained for ‘Gold command’ events (Addley, 2011). These delays had a huge impact on the effectiveness of the services’ ability to deploy vehicles, personnel, and much-needed supplies and equipment (BBC, 2011c). This mismanagement from LAS had a significant impact on the ‘Bronze’ officers’ operational decision making due to the indisputable breakdown in communication, and therefore failing frontline responders to a varying degree (London Assembly, 2006a).

Adding to the confusion, the use of jargon and acronyms between organisations posed challenges (Edwards, 2015a). Lady Hallett also recognised the inappropriateness of jargon, supporting the CCA 2004 which stipulates the need for further development into a ‘common frame of reference’ in regards to the terminology used, especially for those involved in responding to emergencies (Gov.UK, 2013a). 

A further area where the effectiveness of frontline response was inhibited was the utilisation of various medical professionals undertaking triage with no prior training, which led to the creation of more work and further delays for frontline responders (Casciani, 2011). A recommendation highlighted by Lady Hallett in the inquest on behalf of the London Air Ambulance, suggesting that the LAS together with Barts and London NHS Trust review training into multi-casualty triage, to gain an understanding of major incident procedures (HM Government, 2012).

The London Assembly (2006a) suggested that it is undeniable that the LAS emergency response was very difficult to manage systematically and effectively. However, the gravity of events must be appreciated, declaring that the members of LAS worked extremely hard through exceptionally difficult circumstances, split between four different scenes, three of which were underground (Redhe, 2016). Despite recommendations outlining deficiencies and areas of concern, faced with challenges the effective response of the LAS ‘cleared’ all four sites within three hours and across all sites almost 200 vehicles, and 400 staff and managers were deployed, seeing 404 patients transported to hospital (London Assembly, 2006a). The individual acts of courage, skill and initiative shown on the ground by front line staff undoubtedly led to the saving of many lives which otherwise may have been lost (Cocking and Drury, 2015). 

When evaluating the effectiveness of the emergency services response, the London Fire Brigade (LFB) were of no exception (BBC, 2010). Difficulties were encountered with reference to communication, the control room and the use of the computer mobilising system; ‘ProCad’, which incidentally proved problematic as it included forty-four possible addresses for King’s Cross (London Assembly, 2006b). Consequently, ‘ProCad’ and human communication errors between the Network Control Center (NCC) and LFB meant that Euston Square was mistakenly categorised as a primary location, therefore issuing a split attendance with King’s Cross the actual primary location (Hallett, 2011). 
Driven by their own safety rules, protocols and procedures, an unacceptable delay of almost thirty minutes ensued at King’s Cross Station, whilst firefighters waited for a second crew to arrive as protocol demands a backup team be available (Casciani, 2011). Reports also claimed that firefighters delayed their rescue mission at Edgware Road due to health and safety concerns pertaining to the possibility of a chemical, biological, radiological, or nuclear incident (CBRN) despite police officers and paramedics having already entered the tunnel before specialist officers could confirm (BBC, 2011c). Evidence of bureaucracy was further witnessed at Aldgate Station where survivors told the inquest that the LFB were ‘standing around’ and refused to step onto the rail track without confirmation from LU staff that the power was off, irrespective of the fact that British Transport Police (BTP) were already stood on the track (London Assembly, 2006b). The police described the scene as resembling a volcanic eruption however, on hearing the possibility of a secondary device the police recognised the urgency and were quick to take their rescue mission to another level, an act of bravery commended by Lady Hallett (BBC, 2010).  
Although the NCC were prompt to call the LFB, they were criticised for their slow response and overreliance on the BTP (Hallett, 2011). To that end, Lady Hallett recommended the Transport for London (TfL) and the London Resilience Team (LRT) review procedures on disseminating information to all emergency services pertaining to the traction current being off (HM Government, 2012). Following the inquest, Lady Hallett advised LFB to review their protocols, procedures and training to ensure operational lessons are learned (Casciani, 2011). 

The effectiveness of the emergency service response was indeed compromised by the inadequate communication within and between ‘blue light’ services (Linge, 2015). This was evidenced at Aldgate where two members of the LAS declared a ‘major incident’. Incidentally, this was repeated at Edgware by the Metropolitan police (London Assembly, 2006b). Confusion also arose regarding the misunderstanding of responder roles, for example, it was noted that the first LAS responder treated the casualties rather than assume the role of Ambulance Incident Officer, and at Aldgate, it was unclear as to who the initial fire incident commander officer was (Hallett, 2011). 
These unfathomable findings led to recommendations by the coroner suggesting the LRT review inter-agency major incident training, with particular reference to the LU to create a ‘training outline’ providing a common understanding of what is required in the immediate response phase (HM Government, 2012). Focusing on front line emergency response, and ensuring greater awareness of the London Emergency Services Liaison Panel (LESLP) command and control structure (London Assembly, 2006b). In respect of these errors, it must be reiterated that 7/7 was a scenario that the emergency services had not previously experienced, which when presented with horrific scenes and amidst the chaos would have undoubtedly affected their response (Henwood, 2006). 

Evaluating the effectiveness of the emergency response, the valiant efforts of the ‘Category 2’ LU staff did not go unrecognised (Hallett, 2011). Demonstrating great courage in providing immediate assistance, their rapid response and rigorous training proved invaluable in the effectiveness of their emergency response prior to the Metropolitan police taking control, and coordinating the multi-agency response of what was categorised as a crime scene in London. Additionally, TfL staff were commended for their tremendous service, using their initiative in volunteering to transport many of the injured (London Assembly, 2006b).

In light of the coroner’s inquest, the majority of recommendations were directed at London organisations (Edwards, 2015b). Recommendations for TfL and LRT were to review the processes in communicating emergencies on its network, based on a ‘Code amber’ or ‘Code red’ evacuation order and to establish a common initial rendezvous point (London Assembly, 2006b). The coroner also recommended that TfL reconsider the decision as to the practicality of providing first aid equipment on underground trains, such as first aid boxes and specialist stretchers (HM Government, 2012). 

On the evaluation of the effectiveness of the emergency services response, there was much criticism surrounding the involvement of MI5 as to whether 7/7 could have been prevented (Porter, 2006). Following the atrocities of that day, investigative information and personal identification documents revealed both Khan and Tanweer had been previously identified by MI5 on the periphery of another investigation codenamed ‘Operation Crevice’ (Home Office, 2006a). Despite information pertaining to the Crevice trial and information discovered post 7/7, the judgements and decisions made by MI5 pre-7/7 were described as ‘reasonable and understandable’, thus depicting that at that time they were of no threat to the UK (Howells, 2009). A conclusion corroborated and accepted by Lady Hallett in the Coroner’s Inquest stipulating that she was satisfied with the public scrutiny of MI5’s limitations and judgements (BBC, 2011a). However, Lady Hallett acknowledged an area of review outlining recommendations for future procedures in the sharing of photographs as well as a review on the recording of decisions relating to the assessments of targets (HM Government, 2012).
Despite the many criticisms towards the Security Service, they professed that Islamist extremism was not the same as planning a terrorist attack, and as a result, the information on Khan and Tanweer was not followed up for good operational reasons (BBC, 2011). The MI5 however acknowledged that at the time with limited resources and based on the information they had they were forced to ruthlessly prioritise (The Independent, 2012).

[bookmark: _Toc71226370]Conclusion

In evaluating the response of the emergency services, it is evident that there is a need to improve on many fronts, particularly regarding communication which is arguably the most important aspect in managing a ‘major incident’, along with training. As with any major incident, there is always an element of chaos and confusion involving hundreds of emergency responders, partner agencies as well as individuals at the scene. This undoubtedly leads to reviews, inquests, and recommendations, encouraging services to reflect, develop, improve and learn from mistakes. However, the most poignant word that persistently arises when evaluating the effectiveness of the emergency services response is ‘unprecedented’. Given the nature of the circumstances, the emergency services and partner agencies reacted to the situation with immense courage, bravery and solidarity. Their remarkable response to 7/7 can only be described as extraordinary.

[bookmark: _Toc71226371]Recommendations

It is evident that communication has undoubtedly been the overarching reason for the majority of failings encountered on 7/7. Therefore, further emphasis must be placed on inter-agency communication, collaboration and training to improve and learn from past experiences. Policies should be reviewed regularly to ensure that they are up to date and reflect emergency preparedness frameworks. Additionally, resources must be made available to support intelligence-based strategies and planning as these are key to the success of counter-terrorism.
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