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Executive Summary 
This report outlines the importance of how the emergencies services responded to one of the biggest attacks to happen in the UK. On 22nd May 2017, a suicide bomber set of an explosion at the Manchester arena, where there was a concert taking place with thousands of innocent individuals including numerous of children. The results of the emergencies service the night of the attack were Horribly inadequate due to the lack of communication between organisations, for instance they did not have the full report providing how serious the attack truly was. There were major incidents in each department which could have been improved and prevented the aftermath of the attack. Each one of the emergency services had a fault in the rescue of the civilians from the bombing, as the ambulance services was not informed quick enough this resulted in them turning up late and not having their full equipment and staff with them, the police force did not provide the correct information and did not specify how serious it was, finally the fire department was not informed quick enough resulting in them being two hours late to the incident leaving may casualties unattended to.

Introduction 
On the evening of Monday 22nd May 2017, Salman Abedi a suicide bomber, set to attack the Manchester Arena, where Ariana Grande was performing to thousands of innocent people including thousands of children (Anderson, 2017). The extent of such an act left 22 people dead and 120 injured including a number of children, in addition to this it left more than 800 individuals receiving physical or psychological injuries due to the blast at the concert (Coyle, 2017). This paper will seek to analyse how the emergency services responded to the incident, due to how big the attack was and the location it was in the emergency services had never experienced how much of a large scale and awful incident it was. It would appear that there were not enough emergency services to cope with the amount of pressure and the aftermath of the Manchester Attack. Essentially, there was huge backlash against the emergency services as they worked at a slower pace then what it should have been and they did not inform and work well with each emergency services, resulting in major faults to the rescue of this attack (Halliday, 2017).
Main Findings 
The Manchester attack had an immense impression on the emergency services due to the scale and impact it caused that day. Although the emergency services had some sort of planning exercise and knowledge of how to handle a situation like this, they could never really predict the true effects. As this attack was a real-world test for the services it came with some good, organised planning and some miss communication. The Greater Manchester resilience forum acted with high level of confidence and reassurance to the public that they could resolve the situation. It clearly shows that there training, and experience helped them deal with this situation to an extent, as they managed to recue to save as many individuals as possible (Kerslake report, 2017). Furthermore, the police and ambulance services were very rapidly on the scene and there followed the fast deployment of armed officers to secure the area, whereas the ambulance staff started to attend to the wounded. By having the armed response team on site, it allowed them to secure the area so no one could enter the building apart from the emergency services team. Shortly after, 19 member of the British transport police (BTP) officers attended the arenas foyer where the suicide bomber was. Therefore, as the emergencies services responded quickly, they were able to establish a casualty clearing station which allowed the emergency staff and members of the public to remain out of danger. This was an important judgment that significantly influenced the course of events that occurred that night (BBC news, 2018).  For instance, the nature of the emergency services quick responses and the decisions they made that night had a high-level affect which helped them to protect and contain the situation quickly, insuring no one else was harmed and getting the situation back to normality. In order for the emergency services to have a rapid response there needs to have good communication with each organisation, where everything is organised for a good collaboration, co-ordination, and communication in vital for a rapid response and a successful one (HM Government, 2013).
The role of the emergency services the night of the arena attack, lacked in major communication which hindered in them not being prepared for the amount of pressure they would receive that night. The BTP was first on the scene thinking it was a train which has crashed, to their knowledge they later learnt it was an explosion on the arena. A member from the BTP who was first on the scene declared it was a major incident and required the ambulance services and police. Following then in good time GMP was called in order to report the incident. Whereas the ambulance arrived at the scene much slower than what they should have, taking them 11 minutes to arrive at the incident (BBC News, 2018). This is due to the lack of communication given at the time which made their response to the incident much slower than what a usual rapid response should have been. This attack was not handled in the correct manor as there was a lot of miss communication, due to the police not making it clear of how big the attack was and that it was in fact a suicide bomber (BBC News, 2017). Whilst BTP and GMP was on the scene first it was their responsibility as police officers to take lead of the situation and to make sure it was organised professionally insuring no one else got hurt and that they were prepared for the challenges ahead, for example the number of casualties they were about to attend to and dealing with the large scale of events that has just occurred. Therefore, as It was not organised correctly there was a lack of communication between them and another organisation, who should have been there earlier then when they eventually attended the scene. Instead, there was poor communication and poor procedures in place. Which in turn varied the way of how quickly and safely the emergency services handled the situation. The result from the lack of crucial parts of the information and details about the attack resulted in other emergency services not realising how serious the attack was and how many innocent individuals where injured (Moore, 2018).
In addition, the lack of communication and decision making between the police, ambulance services and firefighters was therefore inadequate, there were still many problems with this night which could have been delt with in a more professional manor. In spite of the rapid response from some of the ambulance services and the BTP officers, there still was not enough support on the scene to assist and control the attack and the injured individuals from the impact on the arena. As A Result, there were 75 ambulances on duty that night and only eight ambulances where available to provide their assistance, due to this is took them longer to support and assist the injured and get them to hospital (Dearden, 2020). The North west ambulance services were the team assisting at the arena, who were at fault due to only allowing one paramedic on the scene in the first couple of minutes of the attack and then two finally join them minutes after. Due to them having limited number of staff on that night it took longer than it should have to rescue the injured casualties and get them to a hospital. If they had more staff and prioritized the attack more, they could have helped a lot more people and got them help sooner, this was due to the ambulance simply not knowing of how bug the attack was, which resulting in them not being prepared for the amount of pressure they had to deal with (Britton, 2021).
One of the biggest mistakes that the public services made was not notifying the firefighters about the attack on the arena, after the attack there was an inquiry which took place about the poor effort from the public services. The major criticism they had was for the firefighters as they did not arrive on the scene until two hours after the explosion. The results from the firefighters being two hours late left many more casualties at the scene and the ambulance services and police Struggling with the amount of pressure they had to deal with due to them not having the support from the firefighter when they needed it (Mistlin, A, (2021). Therefore, not only did they arrive two hours late, but they went to a wrong location due to the lack of information provided by the police department, this led them to wasting more crucial time where they could be helping the individuals who were injured (BBC News, 2017). The Greater Manchester fire and rescue services (GMFRS) should have arrived on the scene within matters of six minutes, instead they were two hours late, the effect of this was that a key part of the assisting team was not available to have full involvement until later on, particularly with the movement of those who where injured from the exposition in the foyer to the casualty clearing station (Welch, 2021).
A key lesson that was learnt from the Manchester arena attack is that the emergency services need to have the ability to respond quicker and more rapidly to an emergency, the results of them responding quicker will allow them to have more time to secure the area and to be able to assist to any casualties who are injured. It also taught them that they need to be able to response to a high number of call outs and if there is a major incident and have many causalities, such as the arena attack that they need to priorities the more urgent call outs. Furthermore, if there was a better and clearer communication between each organisation, they could have reached the event quicker and each service knew what has happened and how to resolve the situation (Carrol & Batt,2017).  Despite the fact that there was a lack of communication between the different services which caused the late responses from the ambulance services, there was also matters brought up with not having enough equipment for the casualties, which resulted in a back log of individuals who could have been seen quicker if they had the right equipment. This could have been delt with by having the right training and knowledge on an event which has a high number of casualties (Parveen, 2020). In addition, to the emergency services having major faults that night, it was not all down to them. Security at the venue was commented upon “as being inconsistent” as not all bags where checked and there was also limited security on the exit points. Upon reflection, the things they could have improved on for future events are, having tighter security inside the venue making sure bags are checked so no one gets in with anything suspicious. Whereas the emergency services need to have better communication and make it clear of what events are happening and how serious the incident are (Kerslake Report, 2017). Following the events that took place on May 2017 a survivor has proposed a new legislation to provide a better protection from terrorism so nothing like this happens again, the law is Martyn’s Law. The result from this law is to prevent terrorist attack from happening in the future and if they did, they would be delt with in a better manor and learn from past mistakes (Murray 2017).












Conclusion 
To summarise, the events that occurred on the night of May 2017 left many people devastated and horrified by the horrific attack on the arena. It would appear that there were major issue facing the emergency services as there was a lack of communication and revealing the correct information of the attack. All three of the emergencies’ services had their own problems when it came to that night. Even though the police service was on the scene first and at the fasted rate, the problem later occurred when they did not communicate how serious the attack was and did not inform the ambulance and fire services immediately. The ambulance later arrived on the scene, however there were only eight ambulance which responded to the attack as all the others were responding to other emergency. Due to this they had less staff there and a lot of casualties to attend to (Kerslake report, 2017). Similarly, the fire services also did not react the scene till two hours after the attack. Essentially, they didn’t receive any information about the attack and wasn’t aware of how serious it was. This means that they were not there to attend to the casualties and help when the attack happened leaving it a stressful and unorganised response (BBC News, 2017). However, theses emergency services did respond to the incident, even though there were some major problems they did it to the best of their ability at the time and had to work with the staff and equipment they have. Looking back at the incident there is room for improvement and if anything were to happen in the future, they would have the experience and knowledge of how to handle a situation like the arena attack (BBC news, 2018). Furthermore, if there has been better communication between the organisation the situation could have been handled more professional and had the ambulance and fire service on the scene more rapidly. The paper considers both side of how the emergency services responded, that things were done incorrectly but have been learnt from if a terrorist attack would happen in the future.




Recommendation 
The extent of such attack needs to be able to have the correct response and measures in place to be able to overcome a terrorist attack. Things that could have been improved when it came down to the emergency services was the communication between each organisation. The first police officer on the scene, should have informed the ambulance and fire services straight away with the correct information, and how serious the attack was and that the results from the explosion left many innocent casualties injured and many killed from the blast. To overcome this problem in the future to avoid the mistakes from happening again, there should be more training and information that the emergency services should receive so they are full prepared for how high level and intense the aftermath could be, so the response teams will know what to expect and how to handle it in a more improved way.
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