BMOE6001 - With reference to high quality technical and academic literature, produce a critical account analysing the response to the incident portrayed in the video “An intense day on Crib Goch”

By Joseph Barthorpe

In this essay, I will be writing an account, critically analysing the response to a critical incident that was caused by an unnecessary risk take. The outcome of being in a critical incident unfolds from the risk that took place prior to the situation, parallel to the ‘recognition of the limitations to what can be reasonably attempted together with a proportionate scaling of one’s plans.’ (Barton 2007 p.24). The incident’s response I am analysing is portrayed in the video “An Intense Day on Crib Goch”. The following account will justify how certain aspects of the response could have been executed more efficiently as ‘In any emergency situation, there will almost always be a need for leadership and for an ability to remain calm and objective in the face of the huge pressures and distractions that build with every passing second.’ (Barton 2007, p.25). Which in this case the groups self-delegated leader falls short on.

The incident was caused by a group decision to risk heading down a rock-spersed, grassy and wet slope, south down Crib Goch towards the Pyg track. Group 1 met Group 2 at Bwlch Coch saddle, both with the intention of wanting to complete the horseshoe (which covers a horseshoe formation from Crib Goch past Snowdon’s peak and through Y Liliwedd) and were two separate groups to begin with, which after considering the weather conditions/ visibility, decided to head down from Bwlch Coch together towards the Pyg track, roughly 350 metres away. This decision was made before assessing the weather conditions impact on the route they wanted to take instead of the main track through Crib Goch. Subject 1A as a mountain leader, took the leadership role within the group of 4, knowing this area well and being the most qualified of the group, therefore, following his lead down. However, 1A lacked the acknowledgement of the conditions of favourability, not taking in to account the team competence or environmental risk before setting off. With temperatures at ‘3C feeling as cold as minus 11C’ adjacent to the ‘South-westerly 30mph winds which were progressively strengthening to 45mph-55mph at the higher tops of Snowdon’s range.’ (MWIS 2020 p.1), the decision to lead the group down this slope portrayed a lack of experience in leading, Barton suggests ‘The leader is the person most able to manage the participant’s interaction with the activity and has to tread a delicate path between acceptance and rejection of the challenge.’ (Barton 2007, p.28). In my own personal experience at the Bwlch Coch saddle, our instructors discussed the safety of the same route 1A took. Even with much healthier conditions, our instructors still made the decision not to go down the slope. In 1A’s case, I believe that choice between acceptance and rejection of the risk, was not considered enough by the group whilst discussing the route plan. Initial realisation of the situation could have led to no risk all together, and as a mountain leader knowing the area well, they should have known the dangers accounted for would far outweigh the positives for going down towards the Pyg track. 

Although 1A was a qualified leader, the three other participants were much less qualified. Within the video no considerations to the abilities were made in relation to the risk that was about to be attempted. In result of the route choice, thorough checks should have been made to be certain on the decision’s consequences as well as keeping all group members cohesive, ‘risks will be minimised if leaders are familiar with members of their group, their strengths, weaknesses, personalities and previous experience’ (Long 2018 p.9), 1A made no attempt to find out the experience 2A and 2B had, but instead began to descend without initial technique or route planning. With the knowledge of 2A and 2B’s strengths/weaknesses a better judgment call could have been made before the risk took place. When essential judgement is necessary Groves and Varley suggest that risk is ‘the probability of loss or harm occurring, and the severity of that loss.’ (Groves & Varley, 2020) in this case being very high, if 1A had examined the dangers of the risk about to be taken, the severity of potential harm would have been much lower and the incident resulting in severe injuries could have been prevented. The probability of an incident occurring is easily overlooked, in comparison to the goal wanting to be achieved, and because of this the group member’s abilities were failed to be observed, ‘the probability of a successful outcome (risk of gain, as opposed to loss) is not normally considered.’ (Groves & Varley, 2020) However, in this case risk of loss was not recognised by the mountain leader or the rest of the group. Instead, the key focus was set on getting down quickly instead of cautiously. When I visited the same route 1A took, the instructors showed us various safety techniques when walking up and down a grassy, wet slop. A simple discussion of technique before the risk took place, could have prevented any incident from occurring to the group.

Having to lead the small group down towards the Pyg track changed 1A’s approach immediately once participant 2A began to slide down the sloped surface, from a laissez-faire style of leadership to a much more panicked and emotional autocratic leadership attempt. Although not a leader of the group initially, when taking that role upon themselves, they need to take on composure and responsibility as ‘Leaders owe a duty of care to others who are closely and directly affected by their actions’ (Long, 2018 p.9) The immediate response of the group was to follow the general direction 2B was falling, without discussion of safety to stop the risk of the same situation happening to them. The emotional response of the group caused panic and rushing behaviours whilst still moving in the direction 2a fell. Therefore, because of this reaction, concentration depleted causing them to slip, risking their own well-being as well as the potential of finding 2A. The ability to stay calm in these situations benefits both; 1A the qualified mountain leader and the groups morale as Barton suggests ‘In any emergency situation, there will almost always be a need for leadership and for an ability to remain calm and objective’ (Barton 2007 p.25), without that emotional control, normal thought processes become larger struggles to comprehend. At this point 1A asks 2B to call for mountain rescue by first asking for police, showing good knowledge for emergency contacts. In the video, the group becomes even more disorganised, panic searching as they travel further down. The search response for 2A became an individual scan of the area, rather than a searching formation. Although only three strong, a line search (people formed in a straight line, usually one to two arm’s length away stepping in synchronized formation) could have been a more efficient method to finding the participant, as the tight formation confirms exactly where your steps were taken. The three wide line search would also cover a more accurate width to where 2A fell, having each member scan around the rough direction of the incident, whilst being support for one another in case any participant slips. I have tested this searching method prior to my analysis after being given a grid reference to where a fellow student was hiding for practice. We were unsuccessful in finding them due to a mixture of less experience, a disorganised formation and rough terrain to cover. However, upon reflection, I realised for the incident within the video, a small line search with the 3 group members, would have a greater chance to succeed in finding participant 2A quicker, as they have a more restricted direction 2A could have fallen. The mixture of panic and lack of visibility made for a far more complicated search before finding his location.

Initially once finding 2A, 1A’s immediate reaction was to get 2A off the ground to avoid hypothermia (a ‘body core temperature of less than 35C’ (Haverkamp, Giesbrecht, Tan 2017 p.1)), this was a good initial action to take as (St Johns Ambulance,2021) suggests ‘Move the casualty out of the cold environment. If you cannot move indoors, protect the casualty from the wind.’ 1A does well to use his 3-man shelter as well as extra layers to attempt in restoring his core body temperature. On the other hand, quickly realising the absence of equipment as well as placement of the equipment, this led to more distress between the group. Equipment organisation plays a vital part to any member of an adventure-based activity, pre-empting unpredictable weather and incidents of all possibilities before the activity takes place, shows a much higher standard of leadership in comparison to a leader not attaining the right quantity or quality of equipment. 1A asks 1B and 2B to grab all spare layers from their bags to add to the warmth. The importance of warmth was an essential observation made by 1A and in doing so ‘reduced heat loss, promoting cardiovascular stability, restoring fluid volumes and reversing core cooling’ (Haverkamp, Giesbrecht, Tan 2017 p.2). Knowing this information before the activity took place kept participant 2A alive, although they achieved stabilizing 2A’s core body temperature, 2A continued to mention that they were “freezing” yet had run out of available layers. 1A did however bring out a hat when emptying their bags searching for extra layers, yet never used it. The hat could have supplied warmth for 2A’s hands, feet or head if the wound was cleaned. Again, the panic and rush to get 2A warm, negatively affected 1A’s thought process similar to before as well as his equipment organisation. It was later discovered that 1A had also misplaced a thermal blanket within his first aid bag; stronger equipment management would have led to a less discomforted participant with a lower chance of becoming hypothermic. Any emergency equipment should be placed in their bags with ease of access. The overall equipment bought with 1A was appropriate for the initial 2-man activity correlating well with suggested Winter kit lists such as (Costwold Outdoor, 2020), therefore 1A’s kit was adequate for two, but wasn’t for four members.

The use of adding layers was essential to bringing back 2A’s core body temperature. However, similar to before, 1A rushed the entire process and no plan was formed within the group to efficiently check whether first aid training was necessary. After such a severe fall, checks should be made before any kind of movement is given to the casualty, ‘No matter what the injury, severity or reason to move the casualty you must always consider the safest and simplest method to move them before commencing.’ (St John Ambulance, 2021). Although this is commonly known within a mountain leaders’ qualification, 1A moved 2A’s body around when placing layers, even after hearing 2A complain about his leg being injured, which unknowingly at the time, was confirmed later to be a shattered femur. In spite of visible injuries to the head, back and leg (because of the pain), 1A continues to move 2A around without the estimation of any other injuries. He asks 2A to “roll over onto your back” in order to place more layer’s underneath. A thorough secondary survey should’ve taken place to ‘identify any bleeding or fractures. This system starts at the head and works down to the legs’ (First aid response, 2021). In not doing so, 1A risked further injuries to 2A’s body, and caused more distress to their current state.

Seeing the severity of the fall, 1A should have automatically presumed that there would be a spinal injury (2A had two broken bones in their back and one in their neck) sticking to the health and safety procedures from the beginning ‘Do not diagnose the casualty’s condition’ (St John Ambulance, 2021).  In this case the body should have remained still as it was seen in the video, but with constant support at the head, to ensure there is no movement or more risk of injury. The initial use of the 3-man shelter could have been carefully tucked under the body and distributed more wildly, in order to increase core body temperature whilst still securing the head and not moving any part of the body. 1A could have caused further damage when moving the casualty in the way they did. Risking moving 2A’s head and back with no support could have dramatically increased 2A’s injuries. Spreading extra layers around a larger area would’ve made for a safer result if the movement of 2A was necessary. With previous practice doing critical incident responses. Distributing the shelter equally under the body, resulted in more practical movement and could act as a temporary stretcher if necessary. Granted the body used in practice was a 60kg dummy, which likely weighed less than 2A, however this practice did help distribute all essential first aid needed, as well as keeping the body warm efficiently.

Although 1A’s attempt to keep 2A’s head lifted showed some positive understanding of first aid, during A1’s quick secondary checks, they did not seem to assess the head carefully, looking out for ‘Unequal size of pupils’ (St John Ambulance, 2021), or fluids from the ears which are strong signs of concussion/compression. 2A had lost a glove on the fall down and complained about their hands being both injured and cold. 1A decided to unzip the only full layer of protection from the warmth, in order to place the hand inside. Again, if 1A took a step back to assess their decision making, they may have realised that cold air was being sent back in towards 2A’s core. The equipment in 1A’s bag could have simply resolved this through the use of their hat that was placed back inside the bag once emptied. This could’ve been used as a secondary glove, resulting in both a warm hand and chest altogether.

After both the first aid checks and layers were distributed, it had been 15 minutes since the group first found 2A. Whilst waiting for the mountain rescue to arrive, 1A decides to continue heading down the slope, 150 metres to the Pyg track in order to find either mountain rescue or any other help. 1A makes a rash decision to leave on his own with nothing but his camera, a compass and whistle. Once again, as the only mountain leader, 1A decides on something without a safe consideration, instead adrenaline from the situation takes over. ‘When you are under moderate pressure, you function optimally. This “pressure” is perceived by your brain as something you can deal with, therefore you feel confident that you can control the situation you are in.’ (Herman, 2020) 1A’s belief in his self-efficacy out shined the potential risks of venturing alone. Their constant risk-taking decisions never lead to critical reflections. After making it to the Pyg track, 1A is given ibuprofen from the first group found, as well as foil blankets from the second group. The second group came back up the route following 1A for more support, showing A1’s previous experience in these areas and conditions. Although 1A successfully found help, leaving a small group in these incidents is not suggested in case any other incidents occurred especially as the only qualified mountain leader, whether it be 1A or either of the other 3 in the group. 

1A yet again left on their own in search of the mountain rescue. They used a whistle to direct anyone nearby to their location, although this may be helpful in certain situations, the lack of visibility alongside the whistle, could have led the mountain rescue support into dangerous environments e.g., another slope. Once at the location of the body mountain rescue took over, immediately applying support for the head keeping ‘elbows on the ground to keep arms steady’ and ‘firmly holding the head with fingers along the line of the jaw’ (St John Ambulance, 2021), this procedure should have been carried out from the initial sighting of 2A, however all together, 1A did do a good enough job to keep 2A alive.

Overall, 1A took ownership of leading the group, successfully keeping 2A alive and ultimately getting him rescued. The analysis helped me to learn that scenarios can affect the more qualified people, to make questionable judgement calls. Staying calm in critical scenarios allows for more efficient decision making, and in doing so creates opportunities for reflection.
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