Critical analysis of the response to a critical incident



On the 7th of March 2020, an accredited mountain leader (ML) took up a singular hillwalker (P1) of ambiguous experience to traverse Crib Goch, as part of the Snowdon horseshoe. Whilst on the arête ML and P1 encountered two other walkers (P2 and P3 respectively). The environmental conditions were not favourable with strong winds and poor visibility with snow and ice still on the ground making the conditions less than ideal to take on Crib Goch. Crib Goch, according to the BMC (British Mountaineering Council) is 923mtr in height with a prominence 65 meters and is classified as a grade 1 scramble under the BMC (Lindon, 2015). Whilst executing an unplanned escape from the ridge, P3 slipped and fell a considerable distance, which ultimately required the assistance of the Llanberis Mountain Rescue Team to resolve. This paper will critically analyse and discuss the decisions made, actions taken, and behaviours displayed throughout the incident depiction after watching the video recording which was made by the ML (Dave, 2020). 

Based upon my own experience and knowledge in adventurous outdoor activities, my initial impressions of the incident are as follows. I believe that ML could have been better prepared for the day itself. It states in the subtitles of the video that ML was aware that the weather was poor, especially the wind, and likely to get worse throughout the day but he still decided to attempt the Snowdon Horseshoe with client of unknown capability. In terms of the incident itself I consider that it was handled reasonably well and that P3’s chances of survival were definitely increased by ML’s actions. However, his approach to the incident, for example rushing down the same hill he had just seen P3 slip down and not remaining calm and collected whilst trying to deal with the casualty suggest he could have improved in some ways.  I will now critically explore the decisions made, the actions taken, and the behaviours displayed from the moment the casualty fell until the mountain rescue team recovered the casualty to the vehicle. 

The ML is a qualified mountain leader which would indicate that he would have knowledge and appropriate skills to lead a group on a mountain walk (Hardy, Roberts & Hardy, 2019). However, decisions he made on the day would suggest that he showed poor judgements in decision making. For example, his bad discernment of the weather conditions, the equipment he chose to take with him and the way he stored it within his small daypack as well as choosing to impede his dexterity by continuing to hold an action camera in the immediacy after the casualty fell. 
 
These deficits echo the findings of Collins et al (2017) who identified that despite its importance, mountain leadership training does not teach decision making which highlights a discrepancy between training and practice (Collins et al, 2017).

However according to Sharpe (2001) who conducted one of the UK's most comprehensive studies into mountain accidents and their prevention concluded that 'very few incidents are the result of wilful negligence, lack of skill or awareness or poor equipment' (Sharpe, 2001).   To determine this, data was collated from over 1000 Scottish mountain incidents and two surveys of approximately 400 agencies/individuals involved in the promotion of mountain safety and from this Sharpe (2001) concluded that the 'great majority' of accidents appear to be 'genuine accidents'. This is confirmed as P3 did in fact slip and as such the fall could not be deemed directly related to ML’s decision making. The choice to descend the grassy slope at that juncture, which had previously used by most members of the group, was unanimous.    

Regardless of the findings by Sharpe, (2001) it is arguable that ML should have taken better note of the weather and perhaps reassess his decision to go ahead with the excursion.  According to Lindon (2015) dynamic factors such as weather should be of uppermost importance with regards to decision making.   

Upon watching the video Dave (2020) there does not appear to be any signs that a risk assessment has taken place, nor does ML appear to be following any dynamic form of risk assessment. His attitude appears quite blasé to the weather and the initial focus was on speed and not safety. A map or compass was not evident in the footage. ML does decide to utilise an “escape route” (Dave, 2020) but it remains unclear if this was preidentified or out of necessity. However, this option only appears to have been taken because the two new walkers voiced opinions to head back and as such this may have swayed ML’ thought process. 

During the descent it is evident that ML is not particularly focused on the positioning of his group, as a few moments before the incident occurs, P3 is seen rather far back, almost not visible due to the fog. This may have been a contributing factor to his fall, as the path the others had taken may not have been obvious to follow, resulting in P3 slipping and falling.  
According to Collins et al (2017), the ability to make good judgements and decisions is valued highly by mountain leaders, as shown by its peak position above procedural technical skills in the conducted survey. However, despite its top ranking, its not overtly taught within the syllabus of mountain leadership training (Hardy, Roberts & Hardy, 2019). This discrepancy could possibly be seen to signify disjoin between training and practice. ML was shown to display good judgment within the situation by attempting to get the casualty off of the ground and carrying out a primary medical assessment, increasing P3’s chances of survival. However, this was then contrasted by his decision to leave the casualty and run back and forth to the Pyg track in an attempt to find people to help when mountain rescue was already on their way. This in my opinion was subpar decision making as it could have caused himself to get injured, leading to another casualty having to be dealt with. Furthermore, ML also then introduced more people with unknown experience levels to the dangerous environment in which the incident occurred in an endeavour to support, which although in this instance improved the situation overall, it could have increased the risk of adding to the casualty list.  As a point of interest, a nurse was approached by ML who recognised the risk of ascending the slope and chose not to join the group, offering instead medical supplies.

In considering deficits between training and practice Collins et al (2016) recommended that training/assessment be more aligned with practice, with the need for a mixed assessment of both declarative technical skill and decision-making (particularly in higher awards) and concluded that looking to the future, important questions for mountaineering training bodies could include What does it mean to be a mountain leader?  and What are the essential skills required by mountain leaders?

In evaluating how the casualty was dealt with the incident, arguably no-one knows how they will act in a pressured emergency. However, this again highlights the findings of Collins et al (2017) who point to the importance of decision making and how this is lacking in Mountain Training. In terms of this incident, I believe that ML did well. He performed a primary medical survey, during which the casualty was conscious, making it clear that he was still breathing and responsive. He did however fail to check pulse although the casualty would not have been responsive for the amount of time that he was if there were issues with his heart.  Before performing a secondary medical assessment, he then proceeded to try and insulate P3 from the ground. This is good practice as it slows down the onset of hypothermia (Havercamp, Giesbrecht, Tan, 2017)

The secondary assessment was not particularly thorough although it did enable the identification of an upper leg injury, a wrist injury and a head injury. Once in the hospital it was discovered that there was also a neck and spine trauma which could have been made worse buy the way ML propped P3’s head up with a bag but fortunately did not.  Throughout the casualty care procedure, ML made sure P3 was conscious and responsive. In addition to keeping the casualty awake, this is considered to be of upmost importance to enable the victim to inform the Mountain Rescue team of their ailments themselves as it may allow for focused and immediate treatment Ashish (2023).

 
From the beginning of the video (Dave, 2020) to roughly the point where the incident occurred, ML seemed to convey a rather blasé and indifferent attitude to the weather conditions. He was even making jokes about how his jacket was going to rip because of how strong the wind was.  Another observed behaviour was his fixation with the action camera in which he continues to speak to and hold in his right hand, even during his initial response to P3 falling. This suggests that ML’s focus was not entirely on the task at hand and as such could have increased risk to himself and the group during the incident response. This is affirmed as ML was able to swap camera positioning from a handheld to a head mount before he began locating the casualty.  

I am of the opinion that ML’s initial response lacked composure as instead of ascertaining the status and well-being of the remaining group and communicating a plan of intent, he proceeded to rush down the slope, sliding as he went, which encouraged similar behaviour from P1 and P2. In addition to the accelerated decent, ML’s tone and the language used conveyed a sense of panic and fear, doing little to reassure and calm the rest of the group. According to Collister (2002) controlling our own demeanour and behaviour can help to remove anxiety and stress in a pressurised and dangerous environment. It could be construed that ML’s behaviour is related to increased self-efficacy whereby “self-efficacy beliefs can be over inflated and result in inappropriate selection of behaviours, acceptance of risk and decreased performance” (Schumann, Sibthorp, Hacker, 2014). 

Hickman and Stokes (2015) considered learning through experience and identified several common themes in relation to critical incident management and its facilitation thereof. The first being the ability to identify a critical incident and really understanding the key word “critical”. The paper made reference confusion between the words dangerous and critical, as the paper states there to be a common misconception that the two mean the same.  

Furthermore, Hickman and Stokes (2015) suggested there is a correlation between technical proficiency and interpersonal relationships whereby an individual can be a highly skilled practitioner but may suffer from inferior soft skills and thereby may fall short when faced with a critical incident as they cannot control the people requirements of the incident.

The authors have also identified that an important quality to manage outdoor incidents is the ability to make professional /technical skill interchangeable with soft skills and people management, alongside the ability to connect theory to practice and this links back to Collins et al., (2016) who also researched this. 

In terms of my own experience, my recent trip to Eryri National Park has drastically improved my theoretical competence in the context of dealing with critical incidents. However, I am fully aware that I would require significantly more experience in order to manage a critical incident effectively. I have learnt more efficient ways to pack a bag in order to have equipment placed appropriately to make items of higher importance, such as a first aid kit, more readily available in an emergency situation. I have learnt what equipment I should be carrying and how vital it is that carrying particular equipment, even something as simple as a piece of paracord, can be useful in a first aid situation. 

Anyone who chooses to go mountain walking is technically responsible for the safety and well-being of themselves and the people around them. However, it is not compulsory to have any accredited competence to access the outdoors, and as such this can lead to ill equipped and ill prepared people facing the dangers and challenges of a dynamic outdoor environment. In this scenario, ML was the recognised professional and as such had a duty of care to advocate safety proficiently within this critical incident (Hardy, Roberts & Hardy, 2019).  A constant message of safety should have been inherent through out his training to become a Mountain Leader, and as such his actions should have been intuitive when called upon in this time of need. I feel that the best practitioners should lead by example, however in this instance ML’s initial response was less than ideal with reference to the fore mentioned behaviours, actions and decisions discussed.  

I feel that those most at risk at coming to harm in an outdoor environment are those individuals not well informed on risks or outdoor safety. Conversely, it is these individuals who are not well-versed that are also the ones who will not seek well published guidance in order to become knowledgeable. Therefore, it is particularly difficult to teach those who are not willing to learn and as such it is very difficult to promote safety in the outdoors to a diverse target group (Fruchart, and Rulence-Paques, 2022).  
 
Upon reflection of ML’s video of the Crib Goch critical incident, and in accordance with Gibbs’ Reflective Cycle (1988), I have developed knowledge which has enhanced my practice through the evaluation of ML’s decisions, actions and the behaviours displayed. I have come to the realisation that my use of language, tone and demeanour can be my biggest strength but equally my biggest weakness if not controlled and appropriate, and as such I will aim to remain calm by employing techniques such as deep breathing and visualisation during times of stress (Collister, 2002; Gibbs, 1988). 

In addition to Gibbs, I have considered further reflective models including Schön’s (1991) Reflection in action/Reflection on action and how I can use his solution to remain dynamic and make good decisions in a demanding environment and be reactive to situations in the moment (Hunt, 2021). For example, ML’s decision, although somewhat forced, to come down off of the ridge and take an escape route can be seen as reflection during the learning experience, in an attempt to determine a better outcome.   Overall, I believe that ML responded well during the incident, but there are definitely practices and decisions I have been critical of in this assignment. However, the casualty did survive, in part because of ML’s actions during the incident. Moving forward I will use these critiques to hone my own practice.   
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