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Introduction

“While some survival situations are simply unavoidable, many are entered into because basic techniques relevant to a particular mode of transport have not been followed correctly. This could be due to a lack of knowledge, a loss of concentration, an individual’s over confident belief in his or her own equipment or skills, or as a result of sheer recklessness.” (Towell, 2012) 
 
 Early last year on the descent from Snowdon, a critical incident occurred which led to mountain rescue being called and a man being stretchered off the mountain. This essay is a reflection on that critical incident, how the crisis might have been averted and how the leader may need to improve his practice to prevent such accidents happening in the future. 

Why is reflecting on critical incidents important?
Hickman and Stokes (2015) highlight the importance of reflecting on critical incidents so that practitioners can learn through their own and others experiences and potentially be better equipped to deal with these situations if they arise. Hickman and Stokes suggest that practitioners should adopt the theory of reflective practice. Reflective Practice originated with ‘Gibbs’ Reflective Cycle’ (University of Edinburgh, 2020) which is a six stage model aimed at exploring an experience and how you can be better equipped to deal with it in the future. The six stages of Gibbs’ reflective cycle are as follows
1) Description of the experience
2) Feelings about the experience
3) Evaluation of the experience
4) Analysis of the situation
5) Conclude what you have learned and what could have been done differently
6) Create and action plan to deal with future situations

The first three steps of Gibbs’ reflective cycle are focused of reflecting on the situation, which is what I hope to do in this article. The last three steps are the crucial steps as they focus on how a person can learn from the particular experience and improve their performance. If reflecting on situations is important to improve their handling in the future, then reflecting on critical incidents is extremely important because it could potentially save lives.

Reflecting on the incident and its handling                                                                                                  The incident in question started with a mountain leader and his friend climbing Crib Goch in extremely unfavourable conditions. Crib Goch is a knife edge ridge classed as a grade one scramble (Lindon, 2016). According to UK Hill Walking (2017), in winter Crib Goch is a “committing mountaineering route requiring full winter hardware and the experience to match”. Upon reaching the end of the infamous ridge, the pair come across another duo who are also struggling to complete the Snowdon horse shoe due to the conditions. The two groups met at the curve between the end of Crib Goch and the start of Garnedd Ugain (Grid Ref: SH 62151 55131) (Red X, Figure 1).
[image: ]
(Figure 1) (OS Maps, 2021)


Conditions on the day
The leader in question claims to have checked the forecast for the day and come to the conclusion that the conditions were suitable until later on in the day. The Mountain Weather Information Service (MWIS) however provided a more unfavourable summary of the weather for Snowdonia national park on the day of the incident. The MWIS stated that the conditions were “deteriorating across all mountain areas” and forecasted “upland gales and severe gales from the northwest” (Mountain Weather Information Service, 2020). The main headline points for the area on the day were “increasingly windy… Rain and drizzle on and off… Very extensive fog” (Mountain Weather Information Service, 2020). The leader pointed out that the curve of Cwm Uchaf (Orange Curve, figure 1) channels wind from below the mountain. The MWIS show the winds on the day were blowing south, west (Orange arrows, figure 1) which then funnelled up the curve, making the winds on the ridge far stronger. These are not conditions to take on a scramble with polished rocky surfaces, let alone the sheer drop of Crib Goch. The MWIS forecasted a real feel temperature of -11°C  (Mountain Weather Information Service, 2020) which will make the threat of hypothermia even greater in the event of a critical incident. Speaking to the North Wales Live, a spokesperson for the Llanberis Mountain Rescue Team stated that the conditions were “horrendous” and that visibility was “only 20 metres” (Jones, 2020). The accumulation of these conditions resulted in the leader changing his route and dropping of the side of the ridge as an unplanned shortcut to the Pyg track (Green arrow, figure 1).

The decision to change route
The leader claims to have used the route off of the mountain ‘several times’. These words are extremely important because they indicate a familiarity and comfort with the route, potentially causing the leader to become complacent and therefore negligent. Lange (2007) talks about how instructors who have become too familiar with an activity may become complacent and lose focus of relevant safety issues. Dickson, Chapman and Hurrell (2000) complement this by illustrating that statistically, new participants to ‘high risk’ activities are far less likely to get into accidents than in other ‘low risk’ activities. This is because the less complacent you are in an environment the more conscious you are of relevant safety issues. White’s (2019) theory of “distraction, deception and perception” is particularly relevant for this case. White (2019) talks about how getting past difficult and dangerous terrain can give the group a feeling of ease as the ‘difficult’ part is behind them. The groups on Crib Goch had just completed one of the most difficult ridges in the uk. Perhaps that made them feel the dangerous part was over and they could relax and become complacent heading into seemingly less technical terrain. It is too easy in this situation to put all of the blame on the leader who made the choice. Dickson and Gray (2012) however accentuate the importance of ‘Whole of organisation’ risk management. ‘Whole of organisation’ is a term used to highlight the fact that risk management should be the responsibility of the whole group including participants (Dickson and Gray, 2012). The choice was originally the leaders, however the other group members lack of awareness or perception of the dangers entailed with the route only exacerbated the situation. This highlights the importance of considering heuristics. Heuristics are, according to Dan Lockton (2012), “simple short cut strategies” your brain uses to influence a decision. A culmination of these can lead to cognitive bias (Lockton, 2012) which can lead to dangerous situations. A heuristic that applies in this situation is the “Anchoring bias” (Epley and Gilovich, 2006). The anchoring bias is the tendency for the brain to choose the first bit of information it learns. Consider this in relation to the second group. Once the second group heard there was a faster route out of the wind their brain would have been automatically biased to this idea and may not have even considered alternate routes off of the mountain. This solidified their fate, they proceeded down the edge of the ridge. One of them loses footing on the wet and icy grass, slides 150 metres down steep rocky terrain, and out of sight. 

The moment the casualty fell
The moment the group member fell out of sight he became a casualty and the accident and illness protocol should have been followed (Duff and Anderson, 2016). This starts with “take control” (Duff and Anderson, 2016). This means take a few seconds to calm down and regain composure, and do not rush in potentially resulting in yourself becoming a casualty. In the Crib Goch situation however, the mountain leader instinctively begins to rush down to the casualty sliding as he goes. This could have resulted in an extra casualty and the loss of another able body to help the initial casualty. Miraculously, the leader manages to control his descent and a response is obtained from the casualty. In this situation the rest of the primary survey is mute and the leader proceeds to get the casualty as insulated as possible. With real feel temperatures of -13° (Mountain Weather Information Service, 2020) this was a very important move but could have been executed a lot quicker had the mountain leader had adequate knowledge of where all the emergency equipment in his bag might have been. Once insulated, a head to toe survey should have been performed to assess if there was any bleeds that need to be taken care of or broken bones that need securing (Duff and Anderson, 2016). This was not performed and the casualty is visibly bloodied the entire time. Once insulated, the only first-aid treatment visibly performed was the propping of the casualties head incase of a head injury. Here the leader failed to follow any real first-aid protocols and even failed to recall what was in his bag, failing one of mountain leaders responsibilities; “Knowledge of packing and carrying personal and communal equipment and suitable food” (Mountain Training UK, 2018)


The groups collective resources
It is worth taking into account the resources the group had at hand to acknowledge whether that might have had an effect on the outcome. 

Proactive Resources:
These are resources that are used to prevent an emergency situation (Emma, 2021)
The footwear used on the mountain were approach shoes. Taylor (2021) states that approach shoes have soft rubber that is good for rocky terrain. This would have been suitable for the rocky ridge of Crib Goch however would lack in grip on grass because the sole isn’t firm enough to cut into the grass and create a platform to stand on. The weather forecast itself was a proactive resource and had it been understood properly would have stopped the groups attempting Crib Goch in the first place. There is very little evidence of other proactive resources such as walking poles and crampons. 

Reactive Resources:
These are the resources a group should have incase an emergency situation did arise (Emma, 2021). 
The leader had at hand a 2-3 man group shelter which is critical for keeping a group out of the elements in a situation like this. The shelter however was not properly utilised and only used to cover the casualties legs, leaving the rest of the group to get colder and colder waiting for Mountain Rescue to arrive. Most of the group when asked for spare layers to help insulate the casualty gave little to none. This shows a complete disregard for the danger of hypothermia and perhaps a lack of thorough planning on every member of the groups behalf. The leader’s lack of knowledge of his own bag led to a potentially crucial foil blanket being overlooked in his kit. This highlights the fact that efficiently packing your own bag could be the difference between life and death in a critical incident and proper care should be taken. The leader points out that he did not realise how hungry he was until after the incident, suggesting that he did not pack adequate food which is vital for energy and to keep warm. The contents of the leaders bag was not at all tailored to the weather conditions.

Leader Experience:
The leader claims he is a qualified mountain Leader. The mountain leader National Governing body award was established to train and assess individuals on their technical and group management skills at leading groups through the mountains, hills and moorlands of the United Kingdom (Mountain Training UK, 2018). The Handbook for the mountain leader award states that the course will teach leaders “technical skills, wide experience and personal leadership qualities” (Mountain Training UK, 2018 p.5). The mountain leader syllabus has a range of responsibilities that need to be maintained by a mountain leader (Mountain Training UK, 2018) . In relation to the following incident the leader failed to “make suitable route choices” (Mountain Training UK, 2018 p.11), he did not “intemperate and evaluate terrain and revise route when necessary” (Mountain Training UK, 2018 p.11) and failed at “Performing ongoing risk assessments” (Mountain Training UK, 2018 p.10). Hickman and Stokes (2015 p.63-64) argue that outdoor education and training is centred on developing “procedural skills” and perhaps over looks “non-technical skills” such as reflection, perception and emotional management. Hickman and stokes highlight the need for reflection on critical incidents to improve a practitioners awareness and perception of potential dangers in his own practice. Perhaps this is a flaw in the leader’s education that could have helped prevent the accident. However even if the mountain leader award was to implement some non technical skills, the leader may not even follow them because as shown he does not follow the technical ones. Perhaps if these technical responsibilities were followed, the incident may have been averted.


Measures to prevent such a situation arising
With the conditions as they were, the first and foremost preventative measure would be to not attempt the climb at all. However the casualty was not a part of the leader’s group and depending on their choices, they could have ended up in the same situation but with two less people to help and far less resources at hand to keep the casualty warm. The second most obvious preventative measure is to stick to the track and follow it around to the summit of Crib Goch and then down onto the Miners track (Blue Route, Figure 1). This would have avoided the steep slope and the terrain is far better for the footwear being worn within the group. If the forecast was checked and the grassy slope was always a preplanned escape route then micro-spikes or crampons should have been packed as a way to deal with the risk of slipping. The fact they were not, highlights the fact that the grassy slope was never thought of as an escape route. This displays poor planning and a lack of foresight in terms of identifying risks and putting in a procedure to mitigate them. Although the leader is a Qualified Mountain Leader this lack of foresight contradicts the first operational responsibility of a mountain leader of “performing ongoing risk assessments” (Mountain Training UK, 2018 p.10) in the field.  In this respect, maybe if the leader had identified the escape routes before hand or done a risk assessment before adapting the route then perhaps they would have identified the need for crampons or crossed out the route as a whole.  

The leader’s reflection
The leader in question posted a follow-up video where he reflected on the incident and what he could do to next time to ensure it doesn’t happen again. He acknowledges his poorly packed bag, the need for micro-spikes and the need for more in-depth first aid training. He reflected on his own experience of a Critical Incident and he learned from it and this highlights the importance of reflective practice in outdoor adventure. Perhaps the mountain leader NGB could shift their focus to developing leaders in holistic terms and implement reflective practice. This may have given the leader the foresight to understand the risks of his route change. The blame does not solely lay on the Mountain leader syllabus. The leaders choices and actions on the day do not fully align with the Mountain leader NGB award and the culmination of these negligent choices lead to a disaster. However, post-incident the leader reflected on his actions and identified a need for personal development.

Conclusion
Luckily nobody died that day even though there were significant failings in all aspects of the incident and the choices that lead to it. Upon reflection I have realised that there is a significant gap in my preparation for critical incidents that needs to be addressed.  Personally in my own practice I will ensure to pack ample spare layers and food for me and the rest of the group I am travelling with. I will ensure that my first aid is always up to date in the event an incident does occur. Where needed specific and technical kit will always be carried even if the possibility of using it is 1% because it is always ‘better safe than sorry’. I have always been on the safe side if the conditions look unfavourable but upon review of this incident it has solidified this outlook. The most important lesson learned is that no matter how qualified you are, if you become complacent with the real and perceived dangers of outdoor adventure you cannot safely operate within the industry. This is why reflective practice is important to remind leaders that a disaster is only a few bad choices away.
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