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On 12 July 2009 at 00.38hrs Lothian and Borders Fire and Rescue Service received a call to a fire in a public 
bar at 178 Dalry Road, Edinburgh. The original seat of the fire was within the basement, in a room used as 
an office, with fire and smoke spreading upwards towards the flatted properties above.

The initial firefighting tactical plan prioritised the rescue of residents from those flats and locating and 
extinguishing of the fire. During the firefighting operations firefighter Ewan Williamson, while attempting 
to exit the ground floor, entered a room off the public bar area and became trapped due to the door 
becoming jammed.

While trapped in the room Ewan was instructed to activate his distress signal unit and a breathing apparatus 
emergency was declared by the sector commander. The attending firefighting crews made strenuous 
efforts to affect his rescue, at times placing their own lives at risk in an attempt to rescue Ewan. Tragically 
they were unable to reach him in sufficient time to save his life.

This report seeks to establish the key lessons from that morning in support of the Scottish Fire and Rescue 
Service’s strategic aim of reducing the risk to our firefighters. Careful consideration has been given to the 
measures required to improve firefighter safety and reduce the likelihood of a similar event occurring. The 
report provides a focus from an operational perspective to ensure lessons identified become lessons learnt. 

However, consideration is also given to the subsequent investigations and reporting that was undertaken 
post incident. In this way we can ensure that future lessons from incidents are cascaded throughout our 
organisation effectively and efficiently so that a learning culture to promote firefighter safety is embedded.

Ewan Williamson was a proud firefighter, much liked and respected by his colleagues, who lost his life while 
in his prime. It is therefore right that this report should start by remembering him. 

Alasdair Hay 
Chief Officer 
Scottish Fire and Rescue Service

Chief Officer’s Foreword
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Ewan Williamson’s death in the line of duty, at a fire in the Balmoral Bar in Edinburgh was tragic, avoidable 
and unacceptable.  

The investigation and subsequent court proceedings delayed the embedding of any significant changes 
throughout Scotland in response to the events surrounding Ewan’s death. However, we are pleased that 
the Scottish Fire and Rescue Service has identified the significant challenges that this incident highlighted. 

We welcome the lessons and recommendations in this report and the Fire Brigades Union is committed to 
working with the Scottish Fire and Rescue Service to ensure the report is implemented in full. Together with 
continual review of training and procedures, this will enable us to deliver lasting improvements to firefighter 
safety.

The Scottish Fire and Rescue Service has introduced a safer firefighter project and the Chief Officer has 
committed to embed this within the structures of the Service. We are confident that when implemented 
and properly supported, this project will promote lasting improvements.  In order to ensure its success, it is 
imperative that the implementation of improvements in training and procedures, along with changes to the 
culture of the Fire and Rescue Service are managed correctly.

From the outset, the Fire Brigades Union investigation was focussed on achieving lasting improvements to 
firefighter safety. We believe that this report can be the start of that journey.

Chris McGlone
Fire Brigades Union 
Executive Council Member
Scotland (Region 1)   

Fire Brigades Union Foreword
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05/03/1974 – 12/07/2009

A loving son to Linda and the late David

A loving brother to Rachel and Rebecca

And a loving partner to Lynsey

Joined Lothian and Borders Fire and 
Rescue Service 14 July 2003

Served at Tollcross Fire Station on 
Green Watch

Remembered

3

Firefighter 
Ewan Williamson



Lessons identified from the Balmoral Bar Incident at Dalry Road, Edinburgh,12 July 2009

4

This report establishes the identification and confirmation of key lessons from the incident that took place 
on 12 July 2009 at the Balmoral Bar, 178 Dalry Road, Edinburgh, where firefighter Williamson lost his life and 
from the subsequent investigation process. 

The report is in three parts, each with a different focus on how the Scottish Fire and Rescue Service (SFRS) 
can progress as a learning organisation so that we improve the safety of our firefighters from the inherent 
hazards they face.

Part 1 Firefighting Operations focuses on the incident and includes a detailed description of the premises 
and a summarised timeline of events. The timeline provides context to the 16 rescues that took place and 
the steps undertaken to recover a trapped firefighter. Further clarity on the events of that morning are 
provided by a description of the movements of firefighter Williamson and the extensive efforts firefighting 
crews made to reach him. 

Part 1 also describes the six operational lessons that have been identified from the incident. These are 
grouped into three topics: Breathing Apparatus, Tactical Ventilation and Incident Command. The lessons 
are underpinned by a series of recommendations.

Part 2 Post Incident covers the joint investigation following on from the incident, undertaken by Lothian 
and Borders Police (LBP) and the Health and Safety Executive (HSE). The role played in this by Lothian 
and Borders Fire and Rescue Service (LBFRS) and Strathclyde Fire and Rescue Service is set out, as is the 
investigation undertaken by the Fire Brigades Union. This part of the report also provides three lessons 
and four recommendations that have been set out with a view to improving the incident investigation 
and organisational processes in the Service. This involves the development of investigation teams and 
supporting welfare arrangements.

Part 3 Lessons is the lessons summary section that sets out the rationale for the prioritisation criteria for the 
recommendations. This is intended to assist in ensuring that the lessons identified within this report are 
developed and embedded in SFRS culture, policy and procedures. In this way we will reduce the risk to our 
firefighters and the communities we serve, enhance performance and reduce organisational risk.

Executive Summary
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This report concerns the identification and confirmation of key lessons from the incident in the Balmoral 
Bar, 178 Dalry Road, Edinburgh on 12 July 2009, which resulted in the tragic death of firefighter Williamson. 
It requires to be made clear that the lessons set out in this report are not a reflection on the performance 
of any individual or their contribution that morning. The commitment and dedication demonstrated by 
those who attended the incident are rightly recognised by the SFRS. The lessons identified and supporting 
recommendations are primarily concerned with those arising from the Balmoral Bar. The lessons process 
has been supplemented by reflecting on a number of other incidents that have occurred throughout the 
UK. 

Firefighter Williamson and his colleagues tackled the fire in the basement and ground floor levels. This 
enabled others to carry out multiple rescues of occupants from flatted properties in the three floors above, 
whose lives were endangered by the smoke and flames. These types of incident are complex in their 
nature, requiring a high level of competency in firefighting and incident command skills while operating in 
an evolving high risk environment. 

The incident occurred at a time when LBFRS still provided fire and rescue services in Edinburgh. LBP and 
the HSE jointly investigated the incident. To assist in their investigation LBP secured expert advice and 
direction from Strathclyde Fire and Rescue Service, one of LBFRS’s neighbouring fire and rescue services. 

By the time the investigation and subsequent criminal prosecution had been completed, almost six years 
had passed. By then police and fire reform in Scotland had progressed to such an extent that the merger of 
the eight antecedent police and fire and rescue services had taken place. LBFRS is no longer in existence 
and the SFRS has taken on its corporate and legislative responsibilities and liabilities.

The focus of this report for the SFRS is to look forward as to how we can reduce the risk to our firefighters to 
as low as reasonably practicable. The painstaking process required to ensure the accuracy of the sequence 
of events on 12 July 2009 has been a challenging and telling process for all those involved. The SFRS are 
grateful to all who participated in this process, for their honesty, integrity and commitment, so that the 
lessons of this incident are captured, shared and can be learnt from.

Introduction and Context 
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The incident summary provides an overview and mobilisation timeline of the first attending fire 
appliance until firefighter Williamson is recovered:
 
•	 Date:	12	July	2009.
•	 Time	of	call:	00:38hrs.
•	 Incident	No:	10161	(2009),	Lothian	and	Borders	Fire	and	Rescue	Service.	
•	 Location:	The	Balmoral	Bar,	178-182	Dalry	Road,	Edinburgh,	EH11	2EG.
•	 Building	description:	This	was	a	traditionally	built	sandstone	tenement	building	with	a	 
 pitched timber roof and slated cover. The building occupied a corner site at the junction of  
 Dalry Road and Downfield Place, Edinburgh.  
•	 Fire	in	basement	spreading	to	ground,	first	and	second	floors.
•	 Rescue	of	16	members	of	the	public.
•	 Fatality:	Firefighter	Williamson	became	trapped	in	a	room	on	the	ground	floor	and	died.	The		
 precise cause of his death is unknown.

The premises comprised of a public bar on the ground floor and a basement. The layout of the 
public bar included fixed seating areas, bar area, fast food preparation area and toilets to the rear. 
Access to the bar was via a door from Dalry Road. There were two emergency exits from the bar, 
one to the rear of the premises to the common drying green and one to the communal stairwell 
off Downfield Place. To the left of the bar was a stairway leading to the basement.

The basement was used to store beer kegs, carbon dioxide cylinders, coolers and other supplies 
used in the licenced trade. There was also general storage of seasonal items, furnishings and 
promotional materials.

Located at the rear of the basement was a room used as an office where the administration of the 
business was undertaken. There were various electrical items such as a computer, CCTV systems, 
and safes used to store cash. There was also a fitted, lockable timber cupboard used to store 
bottles of spirits.

The	floor	above	the	office	was	multi-layered	consisting	of	a	concrete	slab	reinforced	with	steel	
bars. This rested on timber joists that spanned from the back wall onto a steel beam. All other 
floors throughout the building were constructed of timber boards over timber joists. The internal 
sub-division	was	created	by	a	combination	of	brick	or	thermalite	block	walls	with	a	plastered	finish	
and also timber stud partitions lined with plasterboard.

Part 1: Firefighting Operations

1.1.1

1.1.2

1.1.3

1.1.4

1.1.5

Section 1: Incident Summary
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Flatted properties were located on three floors over the ground floor. Access to these dwellings 
was by way of a common stair on Downfield Place. Access to the rear of the building leading to 
the common garden was achieved by use of the common stair on Dalry Road or Downfield Place.

1.1.6

7

The following summarised timeline provides the sequence of events that took place from the time 
of the 999 call until firefighter Williamson was recovered from the premises.

1.1.7

Figure 1
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Highlights a make-up message from the incident ground

Highlights the various incident commanders taking charge

Highlights the rescues that took place

Breathing apparatus (BA) emergency declared

Incident Timeline

Time Descriptor Duration

00:38hrs

00:39hrs

00:42hrs

00:43hrs

00:43hrs

00:44hrs

00:45hrs

00:45hrs

00:46hrs

00:46hrs

00:46hrs

A 999 call is received stating there is a fire in the Balmoral Bar, Dalry Road, 
Edinburgh.

Three fire pumps and a turntable ladder (TTL) are mobilised to the incident. 

The first two pumps and TTL are in attendance. Thick smoke is observed 
issuing from the front door of the Balmoral Bar. The front door is open. The 
weather conditions at this time are dry with a light wind.

A breathing apparatus entry control board (BAECB) is established at 
the front of the building. This becomes entry control point 1 (ECP1).

The incident commander (IC) gathers information on the location of the 
fire from the landlady’s husband.

The IC instructs the crews to change from a hosereel to a line of 45mm 
hose due to the location of the fire being in the basement.

The third fire appliance arrives at the incident.
 
The IC provides BA team 1 (BAT1) with a route to the basement and briefs 
them to locate and extinguish the fire with a line of 45mm hose. BAT1 
consists of a team leader and firefighter (FF) Williamson who is the BA team 
member.

A watch manager (WM) approaches the IC to advise him that people are 
at tenement windows in Downfield Place. These are the flats above the bar 
and smoke from the fire was affecting the residents of these flats. The IC 
tasks the WM with the evacuation of the flats in Downfield Place.

BAT1 are committed to fight the fire with a charged line of 45mm hose. 
There is almost zero visibility within the bar area. The temperature is 
moderate but increases as they progress behind the bar to the basement.

BAT2 are committed to assist BAT1 to manoeuvre the line of hose to the 
basement. They also take a thermal imaging camera (TIC).

+ 1 minute

+ 4 mins

+ 5 mins

+ 5 mins

+ 6 mins

+ 7 mins

+ 7 mins

+ 8 mins

+ 8 mins

+ 8 mins
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Incident Timeline

Time Descriptor Duration

00:47hrs

00:47hrs

00:47hrs

00:48hrs

00:49hrs

00:50hrs

00:50hrs

00:50hrs

00:51hrs

00:52hrs

00:52hrs

00:53hrs

00:54hrs

00:54hrs

00:55hrs

00:55hrs

BAT3 are briefed to rescue any persons trapped within the flats in 
Downfield Place. 

An informative message is sent stating that there is a fire in a basement, 
one line of hose and six BA, tactical mode offensive.

Control mobilise the first group manager A (GMA) to the incident. 

A further informative message is sent stating stage two entry control now 
in operation, one line of hose, six BA and one TTL in use.

A child is rescued from the first floor of Downfield Place via a short 
extension ladder. Rescue No. 1 

The IC instructs that a cordon is established around Dalry Road and 
Downfield Place.

The first assistance message is sent to make pumps four.

A male and a female are rescued from a flat in Downfield Place by the TTL 
and	are	re-united	with	their	child.	Rescues No. 2 and 3 

Control	mobilise	a	group	manager	B	(GMB)	as	the	4-5	pump	command	
officer.

BAT2 exit the Balmoral Bar to obtain more information on how to access 
the stairs leading to the basement. BAT2 go back into the building and 
pass this information to BAT1.

A further informative message is sent requesting an ambulance for one 
child, under the age of one, conscious and breathing but suffering from 
the effects of smoke inhalation.

BAT3 enter the common stair in Downfield Place to commence a search.

A female is rescued from a flat in Downfield Place via the TTL. Rescue No. 4

A male and a female are rescued from a flat in Downfield Place via a short 
extension ladder. Rescues No. 5 and 6

BAT1 and BAT2 locate the stair to the basement. BAT2 remain on the 
ground floor to assist with feeding the hose to BAT1. 

A second assistance message to make pumps five is sent.

+ 9 mins

+ 9 mins

+ 9 mins

+ 10 mins

+ 11 mins

+ 12 mins

+ 12 mins

+ 12 mins

+ 13 mins

+ 14 mins

+ 14 mins

+ 15 mins

+ 16 mins

+ 16 mins

+ 17 mins

+ 17 mins

9
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Incident Timeline

Time Descriptor Duration

00:56hrs

00:57hrs

00:58hrs

00:58hrs

00:59hrs

00:59hrs

00:59hrs

00:59hrs

01:00hrs

01:00hrs

01:01hrs

01:02hrs

01:02hrs

An incident (logistics) support unit (ISU) is mobilised.

Control mobilise a second GMA as the fire investigation officer (FIO). 

BAT1 locate the basement and commence gas cooling at the bottom of 
the stairs. The conditions are very warm with almost zero visibility. BAT1 
carry out a gauge check and withdraw due to low cylinder contents.  

Control mobilise a third GMA as the safety officer (SO).

A male and a female are rescued from a flat in Downfield Place via the TTL. 
Rescues No. 7 and 8

One male is rescued from a flat at the rear of Downfield Place via a short 
extension ladder. This male had been positioned outside the window 
preparing to jump from the building. Rescue No. 9 

A fourth GMA is informed of the incident and proceeds to Control to 
ascertain whether to set up the logistical support centre (LSC).

The fourth fire appliance arrives at the incident. 

A further informative message is sent stating one line of hose, six BA and 
one TTL, six persons rescued from building, tactical mode offensive.
The IC requested this message is sent before he is made aware of the 
successful rescues 7, 8 and 9 so only six persons are reported to Control as 
rescued at this time.

An area manager (AM) is informed of the incident. He proceeds and 
requests that Control keep him updated.

The IC makes the decision to open the pavement delivery hatch in 
Downfield Place to determine if it is an alternative access route to the 
basement. 

An assistant chief fire officer (ACFO) is informed of the incident. 
He requests Control to keep him updated.

A	further	informative	message	is	sent	stating	this	is	a	four-storey	building,	
approximately 20 metres by 20 metres, fire within basement and ground 
floor.

+ 18 mins

+ 19 mins

+ 20 mins

+ 20 mins

+ 21 mins

+ 21 mins

+ 21 mins

+ 21 mins

+ 22 mins

+ 22 mins

+ 23 mins

+ 24 mins

+ 24 mins

10
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Incident Timeline

Time Descriptor Duration

01:03hrs

01:03hrs

01:05hrs

01:05hrs

01:07hrs

01:07hrs

01:07hrs

01:09hrs

01:09hrs

01:09hrs

01:12hrs

01:12hrs

01:13hrs

The following appliances arrive at the incident:
•	 Command	support	unit	(CSU)
•	 The	fifth	fire	pump
•	 A	breathing	apparatus	van

A further informative message is sent stating that the incident has been 
sectorised into three sectors and names the sector commanders.

A crew proceed to force open the pavement delivery hatch in Downfield 
Place. 

The major incident support unit (MISU) arrives at the incident.

BAT3 exit the common stair in Downfield Place and report to ECP2 in 
Sector 2.

BAT1 and BAT2 follow the hose and exit the building then report to ECP1 
in Sector 1. 

The ISU arrives at the incident.

The pavement delivery hatch in Downfield Place is forced open.

The	GMB	mobilised	as	the	4-5	pump	officer	arrives	at	the	incident,	
and receives a brief from the IC. The initial IC is appointed as Sector 1 
commander. The new IC then proceeds to the CSU to formally take charge 
of the incident. Control is informed and a message relayed to the incident 
ground.

The Sector 1 commander and BAT4 investigate the pavement delivery 
hatch in Downfield Place and discount it as a viable means of alternative 
access. BAT4 are then briefed to follow the line of hose to the bottom of 
the stair and continue with firefighting. The team enter the building taking 
a hosereel with them for protection.

Control inform the Scottish Environment Protection Agency of the 
incident.

A male and a female are rescued from a flat in Downfield Place by the TTL 
in sector 2. Rescues No. 10 and 11

BAT1	report	to	ECP1	to	be	re-committed	into	the	incident.	The	sector	
1 commander asks if the team are ok to go back in, to which the team 
members	give	a	thumbs-up	sign.	The	sector	1	commander	briefs	BAT1	to	
proceed to the basement to continue firefighting.

+ 25 mins

+ 25 mins

+ 27 mins

+ 27 mins

+ 29 mins

+ 29 mins

+ 29 mins

+ 31 mins

+ 31 mins

+ 31 mins

+ 34 mins

+ 34 mins

+ 35 mins
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Incident Timeline

Time Descriptor Duration

01:14hrs

01:14hrs

01:16hrs

01:17hrs

01:18hrs

01:18hrs

01:19hrs

01:20hrs

01:20hrs

01:20hrs

01:21hrs

01:21hrs

01:22hrs

Control is informed that the GMB is now in charge of the incident and a 
message is relayed to the incident ground. 

BAT4 progress down the basement stair and commence gas cooling for 
three to four minutes. The team leader of BAT4 observes an orange glow 
from his position. 

BAT1 enter the building on their second BA wear. They are briefed to 
follow the line of 45mm hose to the basement and locate and extinguish 
the fire. 

A further informative message is sent stating ten persons rescued from flats 
above. The IC requests this message is sent before he is made aware of the 
successful rescue of the 11th person. Also can the Red Cross (RC) attend 
this incident?

The second GMA mobilised arrives at the incident as the FIO.

The sector 1 commander and BAT2 proceed to the delivery hatch in 
Downfield Place to reassess its potential for use as a means of access. They 
are unable to ascertain the depth of the hatch as it is obscured by smoke, 
and reject it as a possible access point.  

The sector 1 commander instructs a crew manager (CM) to break windows 
at the front of the bar in an attempt to improve conditions inside the 
building. 

The sector 1 commander sends a message to all crews within the Balmoral 
Bar to ensure that they are on a branch as venting of the bar is going to 
begin.

Two BA teams are in the premises. The BAT1 leader hears and 
acknowledges the message of venting. BAT4 also receive the message of 
venting, but do not acknowledge it.

The CM asks the sector 1 commander to confirm that no one is working 
near to the windows before he begins to break them. He then breaks the 
windows on either side of the main door to the premises.

BAT5 are briefed to commence a search of the flats in Downfield Place. 

BAT2 are briefed to proceed to the basement and continue firefighting.

The second GMA to arrive (first mobilised flexi duty officer) is briefed by 
the IC and allocated the role of command support officer.
 

+ 36 mins

+ 36 mins

+ 39 mins

+ 39 mins

+ 40 mins

+ 40 mins

+ 41 mins

+ 42 mins

+ 42 mins

+ 42 mins

+ 43 mins

+ 43 mins

+ 44 mins
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Incident Timeline

Time Descriptor Duration

01:22hrs

01:23hrs

01:25hrs

01:25hrs

01:27hrs

01:27hrs

01:29hrs
 
01:29hrs

01:29hrs

01:29hrs

BAT1 reach BAT4 in the basement. BAT4 inform BAT1 that the fire has not 
been located and decide to exit due to low cylinder contents.

BAT3 are briefed to proceed to the pavement delivery hatch and deliver 
water into the basement with a line of hose. They do this for approximately 
ten minutes despite the seat of fire not being located.

Control contact the AM to provide him with an update of the situation. The 
AM confirms that he is in close proximity and will proceed to the incident.

BAT4 exit the building and report to ECP1.

The IC reviews the resources available and decides to send a third 
assistance message and make pumps seven for BA teams due to the 
volume of smoke emitting from the bar and concern for the trapped 
residents.

BAT1 withdraw from the basement stating that the heat was getting 
unbearable. They meet BAT2 on the ground floor at the end of the bar and 
reiterate that they are withdrawing due to the effects of the heat.
Visibility on the ground floor at this time is almost zero. 
BAT1 then pass BAT2 and the BAT2 team leader shouts to BAT1 to follow 
the hose out.
Team leader of BAT1 has the 45 mm hose in his left hand. When he reaches 
the hatch in the bar, and as he turns right he is aware that his team member 
is behind him. As they reach the hatch in the bar there are now three lines 
of hosereel and one line of 45mm hose laid out there.

The third assistance message to make pumps seven for BA wearers is sent.

The third GMA arrives at the incident as the safety officer (SO) and 
proceeds to the CSU.

BAT2 commence gas cooling prior to descending the stairs to the 
basement but it becomes too hot and they make their way back out due to 
the heat.

The BAT1 team leader exits the building and sees the sector 1 commander 
making his way over to him. The sector 1 commander asks the team leader 
where his team member (FF Williamson) is. The team leader says that he 
is right behind him. The sector 1 commander states that he is not and 
instructs the team leader to pop his head back in to get him. The sector 1 
commander then makes contact with FF Williamson via fire ground radio. 
He replies: “I will be there in a minute Boss, I’m just coming, I’m stuck.  
I think I’m stuck in a toilet.”

+ 44 mins

+ 45 mins

+ 47 mins

+ 47 mins

+ 49 mins

+ 49 mins

+ 51 mins

+ 51 mins

+ 51 mins

+ 51 mins
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Incident Timeline

Time Descriptor Duration

01:30hrs

01:30hrs

01:31hrs

01:31hrs

01:32hrs 

01:32hrs

01:33hrs

01:33hrs

01:33hrs

The sector 1 commander observes the BAT1 team leader proceeding back 
into the building alone and attempts to stop him then shouts for him to 
come back out. However he continues to proceed into the premises.

Control contact the AM to confirm that he received the make pumps 
seven message. He confirms receipt of the message and that he is in 
attendance.

The sector 1 commander makes contact with FF Williamson via fire ground 
radio	again.	He	replies:	“No	boss	I	am	still	stuck,	it’s	a	toilet...door’s	
jammed.”
The sector 1 commander then asks him if he can feel the hose at his feet. 
He	replies:	“No	I	can’t...I	can’t	feel	it.”
He then instructs FF Williamson to activate his distress signal unit (DSU) 
and states that BA teams are coming in to get him.

The BAT1 team leader meets up with BAT2 at the hatch to the bar area. He 
explains that FF Williamson did not come out of the bar. The team leader 
of BAT2 confirms hearing FF Williamson reply over the radio: “I’m stuck in 
a toilet, I’ll be there the now.” The team leader of BAT2 makes contact with 
FF Williamson via fire ground radio asking his location, to which he replies: 
“I’ve turned left at the end of the bar instead of right, I’m in a toilet up there 
somewhere.”
The teams hear the sector 1 commander asking FF Williamson to activate 
his DSU but no BA wearers within the bar area can hear the DSU sounding 
at this time.
They proceed as a team of three to search the bar area shouting to 
FF Williamson but, due to the intensity of the heat, they are forced to 
withdraw.

A fifth GMA is mobilised to attend the incident as liaison officer (LO).

BAT5 enter the flats in Downfield Place to commence a search. 

Control contact the ACFO to provide an update. He then proceeds to the 
LSC. 

BAT 2 and team leader of BAT1 exit the building. 

BAT5 locate two adults and one child in a flat in Downfield Place.  
 

+ 52 mins

+ 52 mins

+ 53 mins

+ 53 mins

+ 54 mins

+ 54 mins

+ 55 mins

+ 55 mins

+ 55 mins
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Incident Timeline

Time Descriptor Duration

01:34hrs

01:34hrs

01:34hrs

01:34hrs

01:34hrs

01:35hrs

01:35hrs 

01:35hrs

01:36hrs

01:37hrs

01:37hrs

01:39hrs

01:39hrs

BAT5 separate, with the team member remaining with the family and the 
team leader searching the remainder of the rear flat. The team leader then 
makes his way to the adjacent flat to investigate a banging sound. This 
sound is a CM tapping on the window of the flat from the head of the TTL. 
The BAT5 team leader then searches the remainder of the adjacent flat.

The team member of BAT5 requests that a ladder is pitched to rescue the 
three occupants from the flat.

The sector 1 commander informs the IC that BAT1 have separated. 
A further informative message is sent declaring a BA emergency. 
Control confirm that an additional ambulance is required.

The SO meets with the IC, is briefed and is asked to carry out an analytical 
risk assessment (ARA) and report back to the IC with any hazards that are 
identified.

The team member of BAT2 gathers more information on the location of the 
toilet from the landlady’s husband.

The team leader of BAT1 is at the set servicing area attempting to service 
his BA set. A CM checks the team leader’s condition and notices that he 
is very warm and damp with sweat. He reassures and advises him to drink 
some water then leaves him to rest. 

Emergency team 1 (ET1) are briefed to follow the hose into the building 
and locate the toilets at the rear of the pub. Visibility on the ground floor is 
almost zero.

The fourth GMA to be mobilised arrives at Control in his role of duty 
officer.

The sixth fire appliance arrives at the incident. 

The breathing apparatus entry control officer (BAECO) at ECP1 informs the 
IC that FF Williamson has approximately 15 minutes of air left until his time 
of whistle.

The	AM	who	attended	as	the	6-7	pump	command	officer	is	briefed	by	the	
IC.

BAT2 proceed to ECP1 and are briefed to route to the toilets and locate FF 
Williamson. They now become emergency team 2 (ET2).

The  seventh fire appliance arrives at the incident. 

+ 56 mins

+ 56 mins

+ 56 mins

+ 56 mins

+ 56 mins

+ 57 mins

+ 57 mins

+ 57 mins

+ 58 mins

+ 59 mins

+ 59 mins

+ 61 mins

+ 61 mins
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Lessons identified from the Balmoral Bar Incident at Dalry Road, Edinburgh,12 July 2009

Incident Timeline

Time Descriptor Duration

01:39hrs

01:40hrs

01:40hrs

01:40hrs

01:41hrs

01:42hrs

01:42hrs

An additional fire appliance is mobilised as a result of the BA emergency.

ET2 are committed into the building. 

Control contact the ACFO to inform him that a BA emergency has been 
declared.

Work	to	remove	the	wooden	panelling	under	the	windows	to	the	right-
hand side of the bar entrance begins in an attempt to improve conditions 
inside the building.

ET1 meet ET2 at the hatch area of the bar. They confirm where they believe 
the location of the toilet is. Both teams stop speaking and hold their breath 
in an attempt to hear the DSU or any sound of FF Williamson moving 
about.	Nothing	is	heard.

Following the brief from the IC, the AM takes charge of the incident 
and becomes the IC then appoints the previous IC as the operations 
commander (OC). He then meets with the SO to confirm the findings of 
the ARA.

ET2 locate what they believe to be a door leading to the toilets and the 
team leader attempts to open it without success. He states that it feels as if 
it is moving but with something stuck behind it. They continually shout on 
FF Williamson but hear no response.
As the team leader from ET2 pushes on the door, the floor dips slightly 
beneath his feet and the team member from ET1 shouts: “The floor is 
going to go.”
The team leader from ET2 continues to push on the door just as there is a 
second warning that the floor is going to go. 
The floor fails below the team leader of ET2 who drops down through it.  
Flames burst through the floor around him and he grabs hold of his BA 
partner’s leg. The team member from ET2 drags his partner up out of the 
hole. Both are disorientated at this stage and continue to move back in an 
attempt to get out.
They describe the floor as like walking on something soft, a “hot wet 
sponge”.
They move backwards until they reach solid ground.
ET1 make their way towards the hose to exit the building due to the floor 
collapse and the severity of the conditions within the bar area.
ET2 are then struck by jets of water being directed into the bar from 
outside which are in use to knock back the flames rolling across the 
ceiling. This orientates the teams enough to indicate the way out of the bar 
area.

+ 61 mins

+ 62 mins

+ 62 mins

+ 62 mins

+ 63 mins

+ 64 mins

+ 64 mins
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Incident Timeline

Time Descriptor Duration

01:42hrs

01:42hrs

01:43hrs

01:44hrs

01:45hrs

01:46hrs

01:46hrs

01:46hrs

01:47hrs

01:48hrs

01:48hrs

01:49hrs 

01:52hrs

01:54hrs

01:54hrs

01:54hrs

Three people, two adults and  one child, are rescued by ladder from a 
second floor window of a flat to the rear of Downfield Place in Sector 3 
Rescues No. 12, 13 and 14 

BAT3 proceed in through the front door to commence firefighting in the 
bar area but retreat due to sounds of collapse.  

A further informative message is sent stating that there is now a fire in the 
basement and the ground floor.

The fire appliance mobilised for the BA emergency arrives at the incident. 

BAT5 exit the flatted properties and proceed to ECP2. 

BAT3 exit the bar and proceed to ECP1.

Two firefighters direct a jet into a window of the bar as the flames increase. 

A CM returns to the set servicing area to check on the team leader from 
BAT1 for a second time. The CM notices that the team leader’s condition 
has not improved and calls for a paramedic. A paramedic attends and 
checks the team leader.  

The OC delegates a WM to assume the role of search coordinator (SCo) to 
coordinate a search to locate FF Williamson.

ET1 and ET2 exit the building and proceed to ECP1. They report that 
conditions are dangerous inside due to the floor collapse.

The fifth GMA arrives at the incident as the liaison officer (LO).  

BAT6 are briefed to proceed to the basement and commence firefighting 
with a line of 45mm hose. 
BAT7 are briefed to proceed to the basement and commence a search as 
there is a concern that FF Williamson may have fallen through the floor.

The projected time of whistle for the BA set of FF Williamson is reached.

BAT6 and BAT7 enter the bar area.

The LO is tasked to extend the cordon and liaise with the senior 
ambulance person to set up a casualty handling area.

The fourth assistance message to make pumps nine is sent.

+ 64 mins

+ 64 mins

+ 65 mins

+ 66 mins

+ 67 mins

+ 68 mins

+ 68 mins

+ 68 mins

+ 69 mins

+ 70 mins

+ 70 mins

+ 71 mins

+ 74 mins

+ 76 mins

+ 76 mins

+ 76 mins
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Lessons identified from the Balmoral Bar Incident at Dalry Road, Edinburgh,12 July 2009

Incident Timeline

Time Descriptor Duration

01:54hrs

01:55hrs

01:57hrs

01:58hrs

01:58hrs

01:59hrs

02:00hrs

02:00hrs

02:01hrs

02:02hrs

02:04hrs

02:03hrs

02:05hrs

02:05hrs

02:05hrs

02:08hrs

Control ask the ACFO if he has received the make pumps nine message. 
He confirms that he has and will proceed to the incident.

A fire appliance is mobilised to attend the incident as pump number eight 
from the last assistance message.

BAT4 enter the building. They are briefed to proceed to the basement 
and continue firefighting. They notice the temperature is hotter than their 
previous entry.

A ninth fire appliance from the last assistance message is mobilised to the 
incident.

BAT6 locate a line of hose in the basement and commence a search along 
this line of hose looking for FF Williamson.

Emergency air supply equipment (EASE) is established at ECP1.

The eighth fire appliance from the last assistance message arrives at the 
incident. 

A WM is appointed as BAECO at ECP1. 

BAT6 locate a fire in the basement and commence firefighting.  

BAT7 proceed to the basement after feeding hose to BAT6. The team 
leader of BAT7 notices a rise in temperature and humidity.

BAT8 are briefed to commence a search of the bar area with a line of 
45mm hose. BAT8 then enter the bar.

The ACFO arrives at the incident.

A crew of four pitch a 13.5 m ladder to the third floor in Sector 3 and 
rescue an adult female from Downfield Place. Rescue No. 15

BA main control is in the process of being established.

Efforts now begin to remove a door at the rear of the premises in an 
attempt to find FF Williamson.  

The ninth fire appliance from the last assistance message arrives at the 
incident. 
 

+ 76 mins

+ 77 mins

+ 79 mins

+ 80 mins

+ 80 mins

+ 81 mins

+ 82 mins

+ 82 mins

+ 83 mins

+ 84 mins

+ 86 mins

+ 85 mins

+ 87 mins

+ 87 mins

+ 87 mins

+ 90 mins
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Incident Timeline

Time Descriptor Duration

02:10hrs

02:10hrs

02:10hrs

02:10hrs

02:10hrs

02:10hrs

02:11hrs

02:11hrs

02:12hrs

02:12hrs

02:12hrs

02:12hrs

02:13hrs

The	low-pressure	warning	whistle	from	the	BAT6	team	leader’s	BA	set	
sounds. The team follow the hose out and notice flames near the bottom 
of the stairs. BAT6 then exit the building.

A further informative message is sent stating two lines of hose, two 
hosereel jets, one TTL in use. Ten BA in sector 1, four BA in sector 2, BA 
main control being initiated, tactical mode Oscar offensive.

There is concern over the high turnover of BA wearers. The IC makes the 
decision to make pumps 11 for more BA resources. 

The door giving access to the rear of the premises is removed. A DSU is 
heard sounding in this area.

BAT4 locate the line of hose in the basement and see flames at basement 
ceiling level where a collapse has taken place.

A second ISU is mobilised to the incident.

BAT7 exit the building.

Entry control point 3 (ECP3) is established in sector 3.

A fifth assistance message to make pumps 11 is sent

Two fire pumps are mobilised to the incident. 

BAT10	are	briefed	at	ECP3	to	enter	the	rear	fire	exit	and	commence	a	left-
hand search to locate the toilets. They observe flames coming through the 
floor and are unable to proceed past the internal push pad fire door due to 
the floor collapse.

The GMB, who is undertaking the role of OC, liaises with the sector 3 
commander and briefs him to gain access to the pub via a barred window 
located next to the rear fire exit. The sector 3 commander and a CM agree 
to attempt to gain access but they do not know where in the building this 
leads. 

The BAT4 team leader observes fire underneath the stair in the basement 
and decides to exit as their means of egress is compromised.  BAT4 notes 
that there is an increase in temperature on the staircase. They encounter 
flames spreading up from the basement into the area behind the bar while 
exiting.

+ 92 mins

+ 92 mins

+ 92 mins

+ 92 mins

+ 92 mins

+ 92 mins

+ 93 mins

+ 93 mins

+ 94 mins

+ 94 mins

+ 94 mins

+ 94 mins

+ 95 mins
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Lessons identified from the Balmoral Bar Incident at Dalry Road, Edinburgh,12 July 2009

Incident Timeline

Time Descriptor Duration

02:14hrs

02:15hrs

02:15hrs

02:15hrs

02:15hrs

02:15hrs

02:15hrs

02:15hrs

02:16hrs

02:16hrs

02:17hrs

02:20hrs

BAT9	are	briefed	by	the	sector	1	commander	to	take	a	right-hand	route	to	
the toilet where FF Williamson is believed to be trapped. 

BAT9 encounter a hole in the floor in the bar area as they progress with 
their search. They can hear a DSU sounding in front of them but are unsure 
if the sound is coming from the ground floor or the basement.

BAT4 pass BAT8 at the bar. 
The team leader from BAT4 informs the BAT8 team leader that they have 
just left the basement where the conditions are hot. BAT4 then proceed 
towards the exit.

The OC identifies that the initial IC, now the sector 1 commander, has 
been working at the main scene of operations for some time and takes the 
decision to replace him. The OC then instructs the GMA deployed as the 
LO to assume the role of sector 1 commander.   

BAT5 are briefed to enter Downfield Place and commence a search 
starting from the second floor.

BAT3 are briefed to enter Downfield Place and search the third floor. 

BAT10 exit from the rear fire exit corridor and report to ECP3. They 
observe a CM using an angle grinder to remove the steel mesh from a 
window at the rear of the pub.

The SCo briefs ET1 to proceed to Sector 3 and stand by at ECP3. 

An attempt to gain access to the toilet through the wall in the rear corridor 
is made using a hammer. This is unsuccessful as the wall is constructed 
from solid stone.

BAT8 and BAT9 meet at the side of the bar. Both teams hear a DSU 
sounding but there is confusion whether the sound is coming from the 
ground floor or basement. They are then briefed to enter the bar with a 
short extension ladder to try to bridge the gap over the collapsed floor to 
gain access to the toilets. 

BAT4 exit the bar and inform the BAECO at ECP1 that they have withdrawn 
as their means of egress has been compromised because of the fire in the 
stair area.

An adult male is rescued by the TTL in Sector 2 from Downfield Place. 
Rescue No. 16 

+ 96 mins

+ 97 mins

+ 97 mins

+ 97 mins

+ 97 mins

+ 97 mins

+ 97 mins

+ 97 mins

+ 98 mins

+ 98 mins

+ 99 mins

+ 102 mins
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Incident Timeline

Time Descriptor Duration

02:20hrs

02:20hrs

02:20hrs

02:20hrs

02:25hrs

02:26hrs

02:26hrs

02:27hrs

02:28hrs

02:40hrs

02:41hrs

A further informative message is sent stating the ACFO is now the IC. 
The new IC is briefed at the CSU by the AM and OC (GMB). The IC 
then appoints the AM as OC and briefs him to support the GMB. The 
IC requests the chief fire officer to attend and then proceeds to the 
police incident unit for a multi-agency briefing with the police and the 
Scottish Ambulance Service. 

From this point onwards BAT3, 5, 6, 7, 8, 9 and 11 are committed into the 
building	to	fire-fight	and	search	for	FF	Williamson.

In Sector 3 BAT10 remove the bars from the window of the shop to the left 
of the bar by hand. They enter via this window and look for an alternative 
access to the pub. There is no access from this shop so they exit and return 
to ECP3. 

BAT8 have safety concerns with bridging the ladder over the fire and they 
are unable to see what they can anchor the ladder on to so they reject the 
plan. 

The basement corridor is checked for an alternative access to the bar.

A	CM	and	firefighter	take	a	large	petrol-driven	disc	cutter	to	Sector	3	and	
begin to gain access to the pub toilet window.
They have to cut through nine layers of material which include steel bars, 
timber and steel. Difficulties are experienced with the positioning of the 
disc cutter, which cuts out due to being starved of fuel.

A further informative message is sent stating that the team leader from 
BAT1 has been taken by ambulance to the Edinburgh Royal Infirmary for 
further checks.

The tenth fire appliance arrives at the incident. 

The 11th fire appliance arrives at the incident. 
A total of 12 pumps are now in attendance at this time: 11 pumps from the 
PDA and subsequent assistance messages, plus one additional pump that 
is automatically mobilised by control as a result of the BA emergency.

BAT7 then progress to the entrance of the basement with a line of 45mm 
hose and discover intense heat and flames coming up the stairs. They 
attempt to cool the fire gases.

Portable lighting is set up in sector 3 to assist with the removal of the 
barred window.

+ 102 mins

+ 102 mins

+ 102 mins

+ 102 mins

+ 107 mins

+ 108 mins

+ 108 mins

+ 109 mins

+ 110 mins

+ 122 mins

+ 123 mins
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Lessons identified from the Balmoral Bar Incident at Dalry Road, Edinburgh,12 July 2009

Incident Timeline

Time Descriptor Duration

02:42hrs

02:44hrs

02:45hrs

02:45hrs

02:53hrs

02:59hrs

03:00hrs

03:00hrs

03:01hrs

03:05hrs

03:05hrs

03:05hrs

03:06hrs

03:11hrs

03:12hrs

03:12hrs

03:14hrs

BAT10 are instructed by the OC to return to sector 3 and stand by at ECP3. 

The second ISU arrives at the incident.

The team leader from BAT9 puts his foot through the floor and reports to his 
team member that the floor is “spongy”. They move back to a safer position.

BAT11 exit to pass on information that the fire is breaking through the bar 
before returning to the bar to support BAT7.

BAT12 proceed to sector 3 to stand by at ECP3.

The cutting away of the barred window into the pub toilet in sector 3 is complete.

A rear window, of a first floor flat breaks as fire takes hold within. A jet is 
directed from the rear garden into the window within sector 3.

BAT6 proceed to sector 3 and deliver two EASE sets. 

BAT10 are committed via the bar toilet window, where they describe 
conditions as being hot with zero visibility. They immediately discover FF 
Williamson beneath the window. They see the red lights of his DSU and can 
hear it sounding. While attempting to recover FF Williamson, a foot of the 
BAT10	team	leader	drops	through	the	fire-damaged	floor.	Only	a	small	section	
of floor remains intact around the area where FF Williamson is located.

BAT10 exit the toilet without FF Williamson due to the fatigue of attempting 
to get him out. They remove a sink to create space and assist with access.

BAT12 enter the toilet and recover FF Williamson. BAT10 assist from 
outside the window.

An ambulance arrives in Sector 1.

FF Williamson is removed from Sector 3 to the ambulance in Dalry Road.

The ambulance leaves Dalry Road and proceeds to Edinburgh Royal Infirmary.

The sector 1 commander asks the SCo to evacuate the building for safety 
reasons as FF Williamson has been located.

The evacuation signal is sounded by the SCo.

A further informative message is sent stating one firefighter removed from 
building and being transferred to Edinburgh Royal Infirmary.

+ 124 mins

+ 126 mins

+ 127 mins

+ 127 mins

+ 135 mins

+ 141 mins

+ 142 mins

+ 142 mins

+ 143 mins

+ 147 mins

+ 147 mins

+ 147 mins

+ 148 mins

+ 153 mins

+ 154 mins

+ 154 mins

+ 156 mins
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The review and detailed analysis of the timeline and the various information sources have confirmed 
the movements of firefighter Williamson and the causal factors that contributed to his death. 

Firefighter Williamson was a member of the first attending fire crews and was part of the initial 
BA	response.	He	was	designated	as	a	team	member	of	a	two-person	BA	crew,	with	a	firefighter	
in development allocated the role of team leader; together they formed breathing apparatus 
(BA)	team	1.	BA	team	1	and	another	two-person	BA	team	(2)	were	instructed	by	the	incident	
commander to make their way into the basement and to locate and extinguish the fire. BA team 
1 entered the bar through the front door, taking with them a line of 45mm hose with BA team 2 
feeding the hose through the building.

BA team 1 made their way down the stairs to the basement, but could not locate the fire. They 
then made their way out of the building following the line of the hose, as did BA team 2. The four 
firefighters then changed their BA cylinders and consumed water. After about six minutes they were 
asked by the sector commander if they were good to go. BA team 1 replied positively and were 
instructed	to	re-enter	the	basement	and	nine	minutes	after	exiting	it	they	did.	Their	task	was	to	locate	
the hoseline branch which they had left in situ, taking a hosereel branch to afford them protection.

At this point conditions were similar to those experienced on their first entry and they descended 
the stairs to the basement. Three metres into the basement they came across another BA team 
working on the branch, who informed them that they had not yet located the fire. This BA team 
withdrew due to low cylinder contents. Five minutes later BA team 1 decided that the heat had 
become unbearable and came up the stairs from the basement. At the top of the stairs firefighter 
Williamson’s partner was met by BA team 2. Seconds later firefighter Williamson passed the same 
BA team without stopping and said he was going outside due to the adverse effects of the heat. 
BA team 1 made their way along the back of the bar keeping low and following the line of the 
hose they had laid earlier.

At this point firefighter Williamson’s partner asked him if he was still on the hose to which 
firefighter Williamson replied that he was. When firefighter Williamson’s partner reached the 
hatch he went down the single step from the bar holding the hose. He was still aware of firefighter 
Williamson’s presence behind him. He did not stop and discuss any change of direction at the 
bar hatch as they had already agreed to follow the line of hose out of the building. Firefighter 
Williamson’s partner followed the line of hose, turning right at the hatch and then to the exit door, 
assuming that firefighter Williamson had followed behind him. At this point BA team 1 did not 
maintain sufficient close personal contact.

Firefighter Williamson’s movements from the end of the bar are unclear. However, he entered a 
room directly above the office in the basement where the seat of the fire was, as noted in figure 2. 
When firefighter Williamson’s partner exited the building he stated to the sector commander that 
firefighter Williamson was right behind him. This was not the case.

A radio message was then sent to firefighter Williamson asking where he was. The response from 
him was: “I will be there in a minute boss, I’m stuck. I think I’m stuck in a toilet.” A subsequent 
radio message from firefighter Williamson stated that he was unable to open the toilet door, 
was stuck and required assistance. At this point the sector commander instructed firefighter 
Williamson to activate his distress signal unit (DSU) so that his location could be heard and a BA 
emergency was declared.

1.2.1

1.2.2

1.2.3

1.2.4

1.2.5

1.2.6

1.2.7

Section 2: Entrapment of Firefighter Williamson
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Figure 2

Figure 3
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The BA emergency was declared at 01.34hrs by the sector commander. Two BA teams, each 
consisting of two firefighters, entered the premises in an attempt to rescue firefighter Williamson. 
It is known that the initial BA emergency teams did not take any firefighting or rescue equipment 
with them. They shouted his name loudly and attempted to contact him by radio without success. 
At about this time there was a radio transmission from firefighter Williamson stating “You need to 
come back and get me; I’m in the toilet and cannae get out.”

A member of the second BA emergency team fell through the floor minutes after firefighter 
Williamson was instructed to activate his DSU. Only the fact that his BA set caught on the edge 
of the opening and that he managed to grasp the leg of his partner prevented him from falling 
into the fully developed fire in the basement below. This area was not the most fire damaged part 
of the floor. The damage to the floor was greatest in front of the door that led to the room that 
firefighter Williamson was later confirmed to be trapped in. 

During the initial attempt to reach firefighter Williamson, the floor area surrounding the room in 
which he was trapped collapsed in on itself at 01.48hrs. 

The collapse of the floor was due to a combination of factors:

•	 The	fire	in	the	basement	not	being	extinguished	and	the	subsequent	burning	through	of	the		
 floor timbers.

•	 The	construction	of	the	ground	floor.

It was subsequently identified that the nature of the floor in this area showed that many of the 
common practices that guarantee the safety of such a floor in a fire were not followed. A computer 
generated diagram of the floor construction is in appendix B.

Most of the length of each joist above the room of fire origin supported the concrete slab above. 
Such slabs are designed to span from structural wall or beam to another similar wall or beam. 
Incident commanders when setting their operational plan will make presumptions based on the 
anticipated structural integrity of a building. It could be expected that a steel reinforcement mesh 
within the concrete would be in place to secure structural integrity, but there was only evidence 
of limited steel reinforcement. Once the joists had charred adequately the concrete slab began 
to collapse, i.e. the strength of the joists were critical to the stability of the concrete/steel floor 
slab. The joists in this area were subject to a greater load than elsewhere in the property, which 
probably led to their collapse. It is also a possibility that the ends of the joists slipped out of the 
steel beam as they sagged downwards under the load from the concrete/steel slab, particularly if 
their bearing on the beam flange was minimal. Therefore, it was concluded that:

•	 A	properly	designed	concrete	floor	should	not	have	collapsed	as	a	result	of	this	particular	fire		
 in such a short space of time.

•	 There	was	no	way	of	the	attending	fire	crews	knowing	this	before	the	floor	collapsed.

1.3.1

1.3.2

1.3.3

1.3.4

1.3.5

Section 3: BA Emergency
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Ground floor looking towards the rear of the room where firefighter Williamson became trapped.

Basement shot up into the room where firefighter Williamson became trapped.
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Firefighter Williamson was recovered from the premises at 03:05 when access was gained into 
the room he was located in through a secured area of the wall that had previously been used as a 
window. Access was achieved by firefighters using various cutting tools. 

The part of the wall used to gain access at the rear of the Balmoral Bar measured 2310mm x 
1050mm. The area would not have been visible from inside the building as it had been sealed up 
and would have appeared to form part of the wall. Externally the area of the wall had the following 
security features and coverings: 

•	 Steel	mesh
•	 4mm	metal	plate
•	 Six	full	length	and	3	partial	length	18mm	diameter	metal	bars	
•	 Five	metal	fixing	rails	measuring	10mm	x	50mm	welded	horizontally	along	the	18mm			
 diameter metal bars 
•	 One	section	of	50mm	x	50mm	angle	iron	used	to	secure	the	18mm	diameter	metal	bars	at		
 the base of the window
•	 One	sheet	of	12mm	plywood
•	 One	sheet	of	12mm	plasterboard
•	 One	section	of	64	mm	x	32mm	timber	stud	framing
•	 One	sheet	of	6mm	tile	effect	panelling	

The process to remove the nine layers took approximately 32 minutes. 

1.3.6

1.3.7
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Area accessed by firefighters after removal of nine layers listed above.



Lessons identified from the Balmoral Bar Incident at Dalry Road, Edinburgh,12 July 2009

Firefighter Williamson was found lying on his side on the floor directly below the window, with 
his head against the corner and his body facing in towards the bar. He was unresponsive and 
still wearing his BA set and facemask. The light was flashing on his DSU, which was sounding at 
full alarm. His body was removed through the hole cut in the wall with considerable difficulty by 
firefighters in BA.

1.3.8

28

A review of the various investigatory reports into the Balmoral Bar fire identified a number 
of recommendations that have been considered when developing this report. The results 
of research by the SFRS safer firefighter project manager when analysing other incidents 
throughout the UK that have resulted in firefighter fatalities, also influenced what lessons should 
be taken forward. This research consistently identified procedural and training failures in BA, 
incident command, communications and tactical ventilation. It provided strong evidence 
that there is room for improvement across the UK Fire and Rescue Service when embedding 
recommendations from previous incidents. This is so that lessons identified become lessons 
organisationally learnt.

The SFRS is not immune to this, as evidence gathered from analysing recent incident reports 
confirms that firefighters are still participating in multiple BA wears similar to those undertaken 
by firefighter Williamson on the morning he died. Given the urgency and criticality of certain 
types of incidents, operational crews will tolerate an increased risk that places themselves in 
harm’s way so that they maximise the opportunity of a successful rescue of a trapped colleague or 
member of the public. It is acknowledged that working in dangerous and dynamically hazardous 
environments is an inherent part of a firefighter’s job as they deliver that commitment to serve our 
communities.  The efforts and contribution of firefighters at these incidents are justifiably praised. 
However, reflection on whether a suitably sufficient safe system of work is being maintained 
requires consideration when establishing which lessons require to be taken forward.

Further to this, incident commanders will at times experience information overload. This does 
present a challenge to ensuring safety information and risk critical command decisions are 
adequately considered and communicated. With this in mind it is incumbent on the SFRS 
to take steps to mitigate this risk. This can be achieved through the provision of instruction, 
training, competent supervision and resources on the incident ground that reflect the reality 
and requirements of the operational environment. In this way we will reduce the risk to both our 
firefighters and the communities we serve. The recommendations set out in this report provide a 
direction of travel that will assist in supporting this aim.

The six operational lessons listed below and the context to them provided from analysis of the 
Balmoral Bar incident confirms the rationale by which the recommendations were determined.

Lesson 1: The incident has highlighted the urgency for the SFRS to implement a robust 
breathing apparatus policy and procedure.

1.4.1
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Rationale
The prioritisation of the first incident commander was to focus on the life risk by undertaking 
rescues from the flatted properties above the bar and to locate and extinguish the fire in 
the basement. To deliver this tactical plan the initial and subsequent incident commanders 
collectively:

•	 committed	in	excess	of	60	BA	wears
•	 recommitted	firefighters	in	BA	to	a	challenging	environment
•	 instructed	firefighters	to	wear	BA	up	to	five	times	at	this	incident
•	 established	BA	stage	2	and	main	control
•	 declared	a	BA	emergency
•	 deployed	multiple	BA	emergency	teams
•	 appointed	a	dedicated	search	coordinator

Pursuit of the operational tactical plan and the management of the subsequent BA emergency 
resulted in a number of BA procedural concerns, most notably: 

•	 non-compliance	with	close	personal	contact	between	BA	team	members
•	 BA	teams	receiving	limited	or	incomplete	briefings	prior	to	deployment
•	 BA	emergency	teams	committed	into	a	high	risk	environment,	ill-equipped	and	without	full		
 appreciation of the hazards they were facing
•	 inadequate	debriefing	of	BA	teams	to	influence	decision	making
•	 BA	welfare	arrangement,	with	teams	not	being	adequately	rested	and	effectively	rotated

Recommendations

1. The SFRS to develop an overarching BA policy that includes detail on the requirements for  
 BA training and welfare arrangements. 

2. SFRS to develop and publish a standard operating procedure (SOP) on the use of   
 breathing apparatus. 

The procedure is required to cover all areas of BA command and control, operations and welfare. 
The developed BA procedure is required to include guidance on the following:

•	 a	safe	system	of	work	that	details	suitable	and	sufficient	period	of	recovery	between	BA	 
 wears.
•	 awareness	of	signs	and	symptoms	of	heat	related	conditions,	dehydration	and	general	 
 welfare.
•	 a	definition	on	close	personal	contact	and	clarity	on	its	appropriate	application.
•	 the	role	and	responsibilities	of	a	BA	search	coordinator

1.4.6
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•	 The	role	and	responsibilities	of	a	BA	emergency	team,	including	the	requirement	to	prepare	 
 and be actively managed at an incident prior to the need for their deployment. Within this  
 section specific reference should include:
 
	 -		 duties	of	the	team
	 -		 equipment	required
	 -		 composition	of	the	emergency	team
	 -		 familiarisation	with	operational	intelligence

Lesson 2: Training operational staff in the developed SFRS breathing apparatus 
procedure, and ensuring they are competent, will reduce the risk to firefighters.

Rationale
With the removal of artificial geographical boundaries in Scotland, firefighters may on 
occasions be required to work in station grounds that were not part of their antecedent area. 
The antecedent fire and rescue services had differences in their doctrine and application of 
operational procedures. Therefore the likelihood of BA teams delivering inconsistent application 
and unplanned deviations from procedure could be considered to have increased. 

Recommendations

3.  SFRS to develop, publish and implement a training standards framework that includes 
 the use of breathing apparatus. 

This document is to incorporate all aspects of BA command and control, welfare and   
operations and should include the following:

•	 BA	initial	course	including	entrapment,	as	well	as,	definition	and	application	of	close	personal		
 contact
•	 fire	behaviour	initial	course,	national	two-day	module	refreshable	as	one	day	every	three		
 years aligned to national standards
•	 BA	refresher	including	entrapment	and	close	personal	contact,	every	two	years
•	 BA	control	procedures
•	 BA	for	detection,	identification	and	monitoring	(DIM)/technical	support	advisors	(specific	to		
 these roles only)
•	 BA	search	coordinator
•	 BA	emergency	team	role	and	responsibilities
•	 BA	instructor	and	refresher
•	 BA	maintenance	of	skills	at	station	level
•	 recording	of	training

To be deemed a competent BA wearer, an individual is required to complete and maintain their 
skills in all of the elements above that apply to their role. 

1.4.9
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The delivery of a training standards framework by itself will not produce a skilled workforce. To 
bring	it	to	life	will	require	a	three-way	commitment:

•	 The	SFRS	has	a	responsibility	to	provide	the	appropriate	training	from	skilled	instructional		
 staff.
•	 The	employee	has	a	responsibility	to	participate	with	the	appropriate	attitude	to	maximise	the		
 learning opportunity.
•	 The	trade	union	has	a	role	to	encourage	members	to	participate	fully	in	policies	and		 	
 procedures aligned to firefighter safety.

Lesson 3: Early consideration needs to be given to the development of a SFRS policy 
for the tactical ventilation of buildings.

Rationale
With the fire in the Balmoral Bar not being fully ventilated and no fire extinguishing water jet 
applied in the early stages of the incident, thick black smoke was produced that restricted 
visibility to almost zero in both the basement and ground floor. This made locating access to 
the basement problematic and progress challenging. To try and alleviate this problem, ad hoc 
ventilation of the premises was undertaken, with the delivery hatch being forced open and the 
ground floor windows being smashed.

Ad hoc ventilation can feed a fire through the introduction of a fresh oxygen supply and 
encourage unwanted fire spread, thus increasing the risk to firefighters. Appropriately applied 
tactical ventilation supports the SFRS’s commitment to firefighter safety, increases the probability 
of fire survival for casualties and reduces damage to property and the environment. It does this by 
delivering the following advantages:

•	 removing	superheated	fire	gases
•	 restoration	of	a	breathable	atmosphere
•	 restoring	visibility	levels
•	 reducing	the	potential	for	uncontrolled	flashover	or	backdraft	
•	 reducing	smoke	damage
•	 reducing	the	amount	of	firefighting	medium	used

Tactical ventilation includes the application of a range of natural and forced air flow methods 
through the use of mechanical positive pressure fans (PPV). In an operational concept there are 
three recognised options available:

•	 Phase	one	–				Post	fire
•	 Phase	two	–				Fire	covered	/	under	control
•	 Phase	three	–	Fire	attack	/	simultaneous	activity

Selecting the most appropriate option for any given scenario requires to be based on the 
outcomes of risk assessment, operational competencies and the incident commander’s tactical 
plan.
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Tactical ventilation is an operational skill which can be employed in tandem with conventional 
firefighting methods. The technique is an aid to crews dealing with incidents where superheated 
fire gases, smoke and residual heat are confined within compartmented areas. Appropriate 
application of tactical ventilation techniques can increase the chances of casualty survival and 
simultaneously reduce the risks to operational crews.

The evidence available would suggest that the ventilation of the Balmoral Bar was not part of an 
overall tactical plan. Those who undertook the ventilation of the premises had not been trained in 
phase three tactical ventilation. The approach undertaken did not give due consideration to the 
potential to increase both the development of the fire and the risk to firefighters committed in BA. 

Recommendations

4.  The SFRS to develop and implement a consistent policy and procedure for tactical   
 ventilation across the Service.

Lesson 4: The training of operational staff in tactical ventilation techniques to ensure 
competency in line with SFRS policy will reduce the risk to our firefighters.

Rationale
The SFRS has inherited several legacy approaches to the use of tactical ventilation as a firefighting 
technique. The SFRS has not yet identified a standardised approach for the distribution of the 
associated equipment and application of training. The SFRS allow for legacy application of phase 
one and or phase two where training and equipment are in place.

Five of the antecedent service areas have equipment and training in place while the remaining 
three have limited or no arrangements in place. The Service areas with training and equipment are 
competent in the application of phase one or in some cases phase two.

With the removal of artificial geographical barriers, operational personnel are now operating 
outwith their antecedent Service areas. Therefore varying competency levels aligned to legacy 
arrangements for tactical ventilation can be found on the same incident ground. Given how 
important effective ventilation is to safely managing an incident involving compartment fires, a 
consistent and, more importantly, a competent approach is required to help ensure firefighter 
safety.

Recommendations

5.  All operational staff from firefighter to watch manager require to be competent in line with  
 the SFRS tactical ventilation policy and procedure. 

6.  All flexi duty managers are required to have an understanding of the application of  
 tactical ventilation techniques so that they are competent to develop a tactical ventilation  
 plan. 

7.  In addition to an ongoing maintenance of skills programme, refresher training is required  
 in line with the SFRS training standards framework.
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Lesson 5: There is a need to renew the emphasis on the resourcing of an appropriate 
command, control and communications infrastructure at complex incidents.

Rationale
Incident commanders do not have the luxury of hindsight when setting out their tactical plans. 
The earlier that the command infrastructure can be put in place with trained competent officers 
the greater the control of the incident is likely to be. This will be particularly true in an evolving 
complex scenario such as the one that the operational commanders found themselves in at the 
Balmoral Bar. 

In high demand scenarios, information overload is a challenge that incident commanders are 
required to consider when determining what spans of control are appropriate. The dissemination 
of risk critical information in a timely and coherent manner is key to maximising the opportunity for 
incident success and supporting the objective of firefighter safety.

Resource requirements need to be made available on the incident ground, and allocated in line 
with the priorities set out in the tactical plan. The earlier this happens the more likely they will 
be able to assist in ensuring firefighter safety and incident success is effectively managed. At the 
Balmoral Bar incident the deployment of incident command resources was not aligned to incident 
priorities. For example:

•	 The	selection	of	the	first	flexi	duty	incident	commander	to	be	mobilised	was	not	the	most		
 effective option due to their geographical location.
•	 The	fire	investigation	officer	was	in	place	before	a	safety	officer	was	appointed.

The incident commander’s determination of a command structure should not be limited to 
physical resources. The establishment of a communications plan and resources to ensure the 
dissemination of information across the incident ground and beyond requires to be considered. 
The Balmoral Bar incident experienced delays in the allocation of separate incident command and 
BA radio channels. This, along with radio blocking, restricted communications and information 
flows. The allocation of radio channels to specific roles, the development of a communications 
timeline and radio discipline all play their part in maintaining suitable and sufficient command and 
control of an incident.

Recommendations

8.  An operational maintenance of skills syllabus and training programme is developed to  
 ensure competence in incident command and functional roles is confirmed and  
 maintained. 

The foundation of this programme should be from the national occupational standards that 
are currently in development. The current incident command refresher training provides an 
operational health check for operational officers. Although this is an important part of maintaining 
competence, it does not promote a learning environment, and can be viewed as a tick box 
process to passing the assessment. Furthermore, there is limited training and instruction available 
for functional officer roles such as logistics, marshalling or liaison.

1.4.25

1.4.26

1.4.27

1.4.28

1.4.29

1.4.30

33



Lessons identified from the Balmoral Bar Incident at Dalry Road, Edinburgh,12 July 2009

34

9.  The SFRS to develop incident command and functional officer memory aid to provide  
 support to those undertaking functional roles. 

10.  The SFRS operational assurance process is required to support the ongoing development  
 of incident commanders by sharing lessons identified. 

The link between operational assurance and the SFRS’s firefighter safety project requires to 
be	embedded	within	the	SFRS	on	a	permanent	basis.	In	this	way	a	pro-active	approach	to	
researching issues around firefighter safety can be transferred into permanent business as 
usual activities. Consideration should be given to merging the safer firefighter project and the 
operational assurance team within the response and resilience directorate.

11.  The SFRS to ensure that the communications infrastructure on the incident ground is fit for  
 purpose. 

This will require the development of an incident ground procedure to assist in ensuring that clear 
and concise communications are established and maintained during an incident. Furthermore, 
work is required to ensure interoperability between incident ground radios from responding fire 
crews. Effective communications throughout the incident ground is fundamental to ensuring 
that effective decision making can be delivered and risk critical information shared. Therefore 
the appropriate incident ground radio hardware is required to be made available throughout the 
SFRS.

Lesson 6: The level of training for operational staff in risk management is insufficient 
to ensure a balanced approach between meeting operational needs and the health 
and safety of staff on the incident ground. 

Rationale
The application of dynamic risk assessment (DRA) and analytical risk assessment (ARA) is well 
established in the SFRS. However, what is less clear is the impact DRA and in particular ARA is 
having on incident command decision making and briefings on the incident ground.

At the Balmoral Bar incident there is limited evidence to suggest that the DRA was influencing 
how BA teams were being briefed, or the ARA undertaken played any significant part in the 
development of the tactical plan. Given the number of rescues that were required, and the 
compounding factor of a firefighter becoming entrapped in a burning building in need of urgent 
rescue, it is understandable that a higher risk tolerability than normal was accepted by incident 
commanders and the BA teams. However, there is strong evidence to suggest the increased 
risk tolerated was ad hoc in its application, not appropriately risk assessed and safety risk critical 
decisions were not communicated effectively across the incident ground. This had a detrimental 
impact on how firefighter safety was managed. Therefore, the reality of the practical application of 
both DRA and ARA on the incident ground requires to be explored when considering the delivery 
of recommendation 12. 

Full compliance with operational procedure is no guarantee of firefighter safety or a successful 
conclusion to an incident. Lesson 6 highlights the need to train staff in risk management. For the 
sake of clarity, this is where risk assessment and risk appetite are combined to determine whether 
an increased risk level to achieve an operational objective is worth progressing.
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In rare, extreme incidents, following due consideration of the risk assessment undertaken and 
the organisation’s risk appetite, a justifiable deviation from policy or procedures can be the 
appropriate course of action to be taken. The application of operational discretion will be a 
calculated decision as part of an operational or tactical plan. The application of operational 
discretion should not be considered a short cut to applying a procedure. Any SFRS policy on risk 
management or operational discretion should stipulate:

•	 when	a	deviation	is	a	violation	and	when	it	is	considered	procedural	adaption
•	 who	can	apply	operational	discretion
•	 clear	guidelines	for	application

Before operational discretion is applied the principle of: “Does the benefit of what I intend to do 
justify the risk?” requires to be considered. The firefighter safety maxim describes this balance as 
follows:

At every incident the greater the potential benefit of fire and rescue actions, the greater the risk that 
will be accepted by commanders and firefighters. Activities that present a high risk to safety are 
limited to those that have the potential to save life or to prevent rapid and significant escalation of 
the incident.

Outcomes that justify applying guidance flexibly include:

•	 saving	human	life
•	 taking	decisive	action	to	prevent	an	incident	escalating
•	 preventing	others	from	putting	themselves	in	danger	by	taking	the	necessary	action

Should a deviation be appropriate then a safe system of work can only be maintained if those 
involved are competent to make that professional judgement. To do so they will require suitable 
and sufficient instruction and training to be provided.

Recommendations

12.  The SFRS is required to develop a risk management policy and guidance for use at  
 operational incidents. This is required to provide clarity on the SFRS operational risk  
 appetite.

13.  A greater focus is required to embed ARA into decision making when developing an  
 operational or tactical plan. Therefore it should become a key component of incident  
 command training.

14.  Operational personnel at all levels require training on risk management to improve the  
 use of DRA and ARA in order to improve firefighter safety.

15.  Consideration should be given to supporting the undertaking of a UK wide project into  
 behavioural safety at operational incidents.
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Following on from the incident a number of post incident reviews were undertaken. These 
reviews served two primary objectives:

•	 to	establish	whether	any	criminal	prosecution	of	any	organisation	or	individual	was		 	
 appropriate
•	 to	clarify	the	sequence	of	events	in	order	to	establish	any	learning	opportunities	from	an		
 operational perspective so that firefighter safety and operational performance could be  
 improved

A joint investigation between LBP and the HSE was launched. Due to the sector specific nature 
of the enquiry, fire officers from Strathclyde Fire and Rescue Service were seconded to LBP to 
provide expert advice. 

Due to the potential for a criminal prosecution LBFRS were not in a position to undertake an 
incident debrief in line with their Service policy. This was as a result of agreement by all interested 
parties confirming that those involved should not be conferring on the matter as this may 
prejudice the criminal investigation. Instead of the normal debrief process, a gap analysis was 
undertaken by LBFRS to identify any safety risk critical information that could impact on firefighter 
safety. The gap analysis was supplemented by Strathclyde Fire and Rescue Service officers 
who supported LBP. At times during the investigation Strathclyde Fire and Rescue Service fire 
officers uncovered subject matter they considered to be safety critical. All such information was 
fed into LBFRS and copied to the Scottish Fire and Rescue Advisory Unit (SFRAU) to form part 
of their gap analysis. The development of the subsequent operational improvement plan was 
owned corporately by the Deputy Chief Fire Officer of LBFRS. Due to the potential of a criminal 
prosecution there were information sharing challenges that were required to be overcome.

In addition to this, the Fire Brigades Union (FBU) local officials undertook a fatal accident 
investigation. This focused on the incident from the time of call to the time firefighter Williamson 
was pronounced dead. The FBU report provided a series of recommendations covering the areas 
of operations, training and community safety that have been fully considered when establishing 
the lessons to be learnt. The FBU report can be viewed at http://www.fbu.org.uk/wp-content/
uploads/2015/03/FAI-report-into-the-death-of-firefighter-Ewan-Williamson2.pdf

Part 2: Post Incident

2.1.1

2.1.2

2.1.3

2.1.4

Section 1: Incident Review Overview
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Immediately following on from the incident, the Chief Fire Officer of LBFRS established an internal 
accident investigation team (AIT). The main role of the AIT was to undertake the following:

•	 Examine	the	circumstances	of	the	incident	and	determine,	where	possible,	the	direct	causal		
 factors contributing to the death of firefighter Williamson. 
•	 Make	the	Service	aware	of	learning	points	arising	during	the	investigative	process.	However,		
 the responsibility for delivering those learning points was not part of the role of the AIT and  
 was managed separately.

The	AIT	was	established	and	comprised	of	a	number	of	group	and	watch	managers.	Day-to-day	
leadership and direction was provided by an area manager with extensive experience in health 
and safety and accident investigation techniques. The LBFRS director of service delivery provided 
strategic guidance and direction for the team, together with close liaison for a number of external 
stakeholders.

The Chief Fire Officer of LBFRS and the FBU discussed establishing a joint enquiry. The viability 
of delivering a joint investigation and report meant that the practicalities of such a process 
were challenging. So the FBU established its own investigation, which ran alongside the one 
being undertaken by LBFRS. The FBU investigation team undertook joint interviews with LBFRS 
to minimise the impact on interviewees. Internal protocols were established to allow for a 
considerable degree of joint working and regular meetings between management and the FBU. 
This involved discussing relevant issues and, where appropriate, sharing information.

Given the nature of the investigation, legal advice was sought from and provided by, the Legal 
Services Department of the City of Edinburgh Council. Additional expert advice was identified 
and used when deemed necessary, including the services of Queen’s Counsel (QC). 

All of the information available to LBFRS was analysed in detail to facilitate the eight key processes 
that the AIT were required to support:

•	 servicing	police	requests	and	conducting	staff	interviews
•	 timeline	production,	information	gathering	and	report	production
•	 internal	policy	and	procedure	analysis	for	the	QC	leading	to	more	detailed	analysis
•	 setting	up	Crown	Office	and	Procurator	Fiscal	Service	(COPFS)	interviews	and	debriefing		
 staff
•	 disclosure	process	and	analysis,	viewing	productions	and	labels
•	 preparation	for	court	and	establishing	a	plea
•	 assisting	with	final	report	production	and	document	disposal	process

The AIT was in place for almost six years to support the investigation. A debrief process was 
undertaken in May 2015 to identify the key learning for a Fire and Rescue Service should they be 
involved in a protracted and complex investigation. The key points identified from this process 
were as follows:

•	 At	the	earliest	opportunity,	a	multi-functional	team	of	senior	leaders	should	be	established	to		
 identify the work required to manage the Service’s response.
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•	 Clear	governance	arrangements	require	to	be	established.
•	 When	establishing	an	AIT	the	required	skill	set	and	supporting	arrangements,	such	as	legal,		
 financial, welfare and team selection process, should be considered.
•	 A	strategy	for	communications	should	be	established	and	maintained.	This	requires	to		
 include stakeholder liaison with organisations such as, police, staff, FBU and media.
•	 Early	consideration	of	the	SFRS/representative	body	joint	investigation	protocol	to	maximise		
 its value is required.

Given such a protracted process, a cadre of staff was involved. At the height of the investigation 
process the team consisted of nine team members and over the duration of the investigation 12 
persons have directly been involved. At times this has been a stressful and emotional process for 
those involved given the sensitivities of the enquiry. The initial estimate of the investment of time, 
money and resources to support the investigation and the welfare of those involved in the various 
different roles was significantly underestimated by all parties. 

Lesson 7: Any future enquiries are required to ensure that the timely effective and 
proportionate organisational support to staff in such stressful situations is made 
available.  

Rationale
It is difficult to quantify the individual emotional distress to those who:

•	 worked	closely	with	firefighter	Williamson
•	 attended	the	incident	and	deployed	resources	to	it
•	 recovered	his	body	from	the	incident
•	 were	interviewed	as	part	of	the	investigation
•	 undertook	trade	union	official	duties	in	support	of	the	investigation
•	 supported	the	investigation	as	part	of	the	AIT	or	provided	expert	advice	to	LBP
•	 undertook	the	role	of	family	liaison

The primary lesson derived from reviewing the role of the AIT highlighted the importance of the 
fire and rescue service providing suitable and sufficient support mechanisms. It should be noted 
that this could be equally applied to other staff involved in the incident from outside the AIT. 
The appropriate professional support and leadership to those affected along with the required 
pro-active	mitigation	action	will	reduce	the	potential	for	mental	health	risks	for	staff.	The	SFRS	
has published their Health, Safety and Wellbeing Policy and Standards. Compliance with these 
should provide suitable and sufficient support to staff in such circumstances.

Recommendations

16.  The SFRS is required to test their capability and capacity to deal with the occupational  
 health requirements for an incident on the scale of the reasonable worst case scenario  
 (challenging, yet plausible manifestation of the risk).

17.  The SFRS should review their Death in Service Policy taking due consideration of the Chief  
 Fire Officers Association Death in the Workplace guidance.
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The COPFS are Scotland’s prosecution authority, whose responsibilities include prosecuting 
crime in Scotland and investigating sudden, suspicious or unexplained deaths. One of the key 
objectives of COPFS is to ensure that deaths reported to the Procurator Fiscal are investigated 
appropriately and promptly.

Following agreement with COPFS, suitably qualified officers from Strathclyde Fire and Rescue 
were seconded to the investigation in an advisory capacity, to provide expert advice and direction 
to the Senior Investigating Police Officer from LBP. 

To provide clarity to the role of Strathclyde Fire and Rescue Service a protocol for secondment 
was established to outline the expected nature and extent of the involvement. In summary, their 
role was to provide expert opinion in relation to the following:

•	 the	investigation	into	the	response	to	the	fire	at	the	Balmoral	Bar	by	LBFRS
•	 the	review	of	the	conduct	of	LBFRS	undertaking	fire	and	rescue	work	activities,	including		
 organisational arrangements (policy, procedures and practices) so far as this impacted on the  
 response to the fire under investigation

In addition, Strathclyde Fire and Rescue Service provided expert advice during the review of the 
following themed areas: 

•	 risk	information	(including	building	construction/contents)
•	 incident	response
•	 incident	command
•	 breathing	apparatus	control	procedures
•	 breathing	apparatus	procedures
•	 risk	assessment
•	 training	and	competence
•	 personal	protection	equipment	(PPE)/other	equipment

The investigation had three primary objectives:

•	 to	carry	out	an	investigation	to	establish	the	cause	of	fire,	why	it	progressed	as	it	did	and,	if		
 there was evidence of criminality, to identify any offender
•	 to	investigate	and	establish	the	cause	of	death	of	firefighter	Williamson
•	 to	engage	with	the	HSE	to	establish	whether	any	organisation	to	which	the	Corporate		
 Manslaughter and Corporate Homicide Act, 2007 applies had committed:
	 -	any	offence	under	Section	1	of	said	act,	or
	 -	any	other	offence	contrary	to	the	Health	and	Safety	at	Work	Act,	1974

This included a review of organisational arrangements (policy, procedures and practices) so far as 
these impacted on the circumstances surrounding the fire under investigation. 
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In line with the protocol, work was undertaken to assist in developing interview plans for 
witnesses, analysing, reviewing and considering information obtained as a result of data 
gathering and witness interviews. The approach for accomplishing this task encompassed four 
phases:

•	 data	gathering:	interviews	and	productions
•	 reconstruction	of	the	incident:	sequential	timed	event	plotting	(STEP),	3D	drawing	and	fire		
 modelling simulation
•	 analysis:	STEP,	thematic	review	modules,	witness	statements	and	causal	factor	analysis
•	 risk	critical	briefs	and	final	outcome	report

During the course of the investigation, if any safety critical information came forward LBP were 
required to and complied with the need to share such information with LBFRS and copied to 
SFRAU. This took place even if it had the potential to prejudice the police investigation. 

Strathclyde Fire and Rescue Service officers’ involvement commenced almost immediately after 
the incident and concluded on 13 May 2011, notwithstanding the ongoing support to the COPFS 
to date. At its peak demand a core team of 11 were committed with the support of a further 27 
subject matter experts when required. 

Lesson 8:  The resources required to provide expert advice to a police force outside 
Scotland in support of an investigation on this scale should not be underestimated.

Rationale
A protocol for secondment between Strathclyde Fire and Rescue Service and LBP was 
developed. The financial cost of that protocol was in the region of £1.1 million. Given the tight 
fiscal constraints currently placed on the public sector this is a considerable financial commitment.

In addition to the financial implications the reduced organisational capacity from the secondment 
of staff requires to be considered. This is particularly relevant while the SFRS is undertaking a 
transformation programme on a scale never experienced by a British fire and rescue service. 

Recommendations

18.  Clarity on the role, responsibilities and financial arrangements prior to the drawing up of  
 a protocol between the SFRS and a police force requires to be established.  

Prior to this, consultation with Her Majesty’s Fire Service Inspectorate (HMFSI) will be necessary to 
establish their potential involvement as a statutory body.
 

2.3.5

2.3.6

2.3.7

2.3.8

2.3.9

2.3.10

2.3.11

40



The Scottish Fire and Rescue Service

The fire started within the basement office and spread to all fixtures and fittings.  There was total 
involvement of all combustible materials within the office. It then spread out into the basement 
and to the underside of the timber joists and flooring of the ground floor. As the fire travelled 
through wall cavities, it affected flatted properties on the first and second floors above the 
Balmoral Bar.

There was severe fire and structural damage to the ground and basement floors of the building. 
Flatted properties on the first floor were breached by fire causing damage to rooms within. The 
remaining flatted properties suffered varying degrees of smoke and heat damage.

It has not been possible to determine a definitive cause of fire. However, given the evidence of 
smoking within the office, witness accounts and published scientific literature, it is likely that the 
fire started as a result of the careless disposal of smoking materials.

2.4.1

2.4.2

2.4.3

Section 4: Fire Investigation

Following on from the criminal investigation the COPFS determined there was sufficient evidence 
to progress with a criminal prosecution. At the High Court in Edinburgh on 20 March 2015, Lord 
Uist imposed a fine of £54,000 on the SFRS, after the Service pleaded guilty to health and safety 
breaches following the death of firefighter Williamson.

In March 2015, the SFRS pleaded guilty to a contravention of sections 2(1), 2(2) and 33(1) (a) 
of the Health and Safety at Work etc. Act 1974 in that their statutory predecessors, Lothian and 
Borders Fire and Rescue Board had failed to ensure, so far as reasonably practicable, the health 
safety and welfare at work of their employees engaged as firefighters, including firefighter 
Williamson, in four separate respects. These were:

•	 (firstly) failing, between 13 July 2008 and 12 July 2009, to adequately monitor and ensure  
 attendance by fire fighters at training courses and failing to maintain adequate training  
 records for them;
•	 (secondly) failing, between 13 July 2008 and 12 July 2009, to adequately train firefighters to  
 ensure close personal contact was maintained during firefighting and search and rescue  
 activities;
•	 (thirdly) failing on 12 July 2009 at the fireground at the Balmoral Bar, 178 Dalry Road,   
 Edinburgh to have in place an effective system of radio communication; and
•	 (fourthly) failing on 12 July 2009 at the fireground at the Balmoral Bar to have in place an  
 effective system of implementation of procedures for firefighters using breathing apparatus.

Recommendations	1-15	support	outputs	that	will	contribute	to	firefighter	safety.	They	are	also	
intended to ensure that the SFRS address any outstanding matters relating to the criminal 
prosecution.

During sentencing Lord Uist stated that despite the terms of the charge, the only failure which 
was causally connected to Mr Williamson’s death was the second one. This was the failure to 
adequately train firefighters to ensure close personal contact is maintained during firefighting and 
search and rescue activities.

2.5.1

2.5.2

2.5.3

2.5.4

Section 5: Criminal Prosecution
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Lord Uist stated that the level of fine for the SFRS was based on six factors: 

•	 LBFRS’s	safety	record,	which	was	described	by	their	counsel	as	commendable	and	excellent
•	 the	tendering	by	them	of	a	guilty	plea	acceptable	to	the	Crown
•	 steps	had	been	taken	to	remedy	the	deficiencies	identified	by	what	happened	in	the	course		
 of this incident 
•	 this	case	was	an	isolated	failing	that	fell	at	the	lower	end	of	the	scale	of	criminal	culpability
•	 acceptance	of	responsibility	and	co-operation	of	the	highest	degree	by	an	employer	with	a		
 good health and safety record
•	 that	it	must	not	inhibit	the	performance	by	them	of	the	public	function	which	they	have	been		
 set up to perform

Although the guilty plea negated the need for the case going to trial, this does not limit the 
reflection on the volume and complexity of work undertaken to prepare for a trial. The fire and 
rescue resources that required to be committed to support a criminal investigation from a defence 
and prosecution perspective over a period of five years and eight months was extensive. This was 
a difficult time for all those who attended the incident and especially firefighter Williamson’s family 
and friends. In light of this all reasonable steps should be taken to expedite the process in a timely 
manner that does not prejudice an investigation.

Lesson 9: The full set of professional competencies required to undertake an 
investigation of this nature is unlikely to be available within any fire and rescue 
service.

Rationale
To undertake an investigation on this scale required analysis of a number of specialised sector 
specific areas including:

•	 operational	performance
•	 fire	investigation
•	 fire	behaviour
•	 building	construction
•	 psychology	of	incident	commanders	and	firefighters
•	 behavioural	safety

Most fire and rescue services have staff with knowledge and understanding in these areas and 
investigation techniques to a level that will deliver their business as usual activities. However, 
the competencies required to support the burden of proof required by a court of law may not 
be readily available. In these instances external professional support is likely to be required to 
maintain organisational credibility and support a more accurate conclusion. The investigation 
process saw a number of sector specific experts report their findings on the incident. At times 
these provided a different view than those that were part of the investigation teams. The 
professional relationships that developed between the SFRS and these sector specific experts 
has the potential to be mutually beneficial in the continuous improvement cycle that the SFRS 
undertake. In addition to this, new technologies and cutting edge practices from within the global 
fire and rescue services community and other sectors require to be considered when developing 
solutions to the lessons and recommendations that have been identified. 

2.5.5

2.5.6

2.5.7

2.5.8

2.5.9
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Examples of this could include future developmental research into:

•	 behavioural	safety
•	 firefighting	techniques
•	 critical	decision	making	
•	 investigation	techniques

The four areas noted above are not unique to the fire and rescue service. Consideration of 
other sectors that are required to perform in risk critical evolving situations is likely to highlight 
experiences and research that can support firefighter safety. These potentially include:

•	 the	oil	industry
•	 air	and	sea	transport
•	 the	armed	forces	
•	 police	forces
•	 medical	profession

As the SFRS seek to implement the recommendations from this report, those sector specific 
experts have a skill set that would assist in that process. By engaging with the relevant expert it is 
likely that the quality of product developed will be enhanced.

Recommendations

19. The SFRS should develop a database of professional advisors to support complex   
 investigations and project delivery in areas that are outwith the scope of internal staff  
 competencies.

2.5.10

2.5.11

2.5.12
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The full value of the work undertaken by all those who contributed to the research and 
investigation into this incident will only be realised if the lessons identified are organisationally 
learnt. In this way we shall improve the safety of our firefighters and the communities they serve.

There is a significant difference between identifying a lesson, and an organisation ensuring that 
a lesson has been learnt. There are no quick wins to improving an organisation of the scale and 
complexity of the SFRS, or to effecting a change in the Service’s culture. In the short term culture 
will, in most instances, triumph policy and procedures. As a result of this, it is fundamental to 
reducing risk that all stakeholders are committed to working cooperatively and pragmatically to 
support the learning of lessons.

Part 3: Lessons

3.1.1

3.1.2

Section 1: Learning the Lessons

Set out below are the key lessons that have been identified from the review and analysis 
undertaken. When the recommendations from the report become embedded we will have made 
our firefighters safer by reducing the risk they face while carrying out their operational duties.

The commitment required to turn recommendations into outputs and outcomes to improve 
safety should not be underestimated. For this reason a prioritisation has been allocated to each 
recommendation against the three criteria described below:

•	 Critical for immediate action and to be completed in a timely manner, so that the strategic  
 aim of reducing the risk to our firefighters and communities we serve is achieved.
•	 Essential for reducing the risk to our firefighters and communities we serve. This work should  
 be captured as part of a directorate’s next annual action plan.
•	 Advantageous to delivering potential improvements to how the SFRS operate. This work  
 should be captured as part of a directorate’s three year action plan.

When determining which criteria should be allocated to each recommendation two factors were 
considered:

•	 the	positive	impact	delivery	of	the	recommendation	would	have	on	firefighter	safety
•	 the	resources	required	to	deliver	it

This benefit analysis will require further consideration at directorate level to determine its 
achievability due to other project work that is ongoing and the requirement to maintain business 
as usual activities.

3.2.1

3.2.2

3.2.3

Section 2: Lessons Summary and Recommendations
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Set out below is a Lessons Summary Table that captures the nine lessons, 19 recommendations 
and prioritisation in one place. Further to this, in appendices C and D respectively are the 
following supporting benefit assessment and matrix:

•	 A	benefit assessment table that provides an indicative score for each recommendation in  
 terms of improving firefighter safety and the organisational resource commitment to do so.  
 The assessment has been based on professional judgement following due consideration of  
 the current position of the SFRS and will require further refinement at directorate level. 

•	 A	benefit matrix was used to plot the results of the benefit assessment so that a prioritisation  
 process could be established. A traditional 5x5 matrix provides equal weight to both the  
 x and y axis. The matrix has been deliberately weighted to ensure that firefighter safety is  
 rated higher than the resources required to deliver against that commitment. 

3.2.4

Lessons and recommendations summary

Lesson 1: The incident has highlighted the urgency for the SFRS to implement a robust 
breathing apparatus policy and procedure. 

Recommendation 1: The SFRS to develop an overarching BA policy 
that includes detail on the requirements for BA training and welfare 
arrangements. 

Critical

Recommendation 2: The SFRS to develop and publish a standard operating 
procedure (SOP) on the use of breathing apparatus. Critical

Lesson 2: Training operational staff in the developed SFRS breathing apparatus procedure, 
and ensuring they are competent, will reduce the risk to firefighters.

Recommendation 3: The SFRS to develop publish and implement a training 
standards framework that includes the use of breathing apparatus. Critical

Lesson 3: Early consideration needs to be given to the development of a SFRS policy for the 
tactical ventilation of buildings.

Recommendation 4: The SFRS to develop and implement a consistent policy 
and procedure for tactical ventilation across the Service. Critical

Lesson 4: The training of operational staff in tactical ventilation techniques to ensure 
competency in line with SFRS policy will reduce the risk to our Firefighters.

Recommendation 5: All operational staff from firefighter to watch manager 
are required to be competent in line with the SFRS tactical ventilation policy 
and procedure. 

Essential

Recommendation 6: All flexi duty managers are required to have an 
understanding of the application of tactical ventilation techniques so that 
they are competent to develop a tactical plan. 

Essential
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Recommendation 7: In addition to an ongoing maintenance of skills 
programme, refresher training is required in line with the training standards 
framework.

Essential

Lesson 5: There is a need to renew the emphasis on the resourcing of an appropriate 
command, control and communications infrastructure at complex incidents.

Recommendation 8: An operational maintenance of skills syllabus and 
training programme is developed to ensure competence in incident 
command and functional roles is established and maintained. 

Essential

Recommendation 9: The SFRS to develop incident command and functional 
officer memory aid to provide support to those undertaking functional roles. Advantageous

Recommendation 10: The SFRS operational assurance process is required 
to support the ongoing development of incident commanders by sharing 
lessons identified. 

Essential

Recommendation 11: The SFRS to ensure that the communications 
infrastructure on the incident ground is fit for purpose.

Essential

Lesson 6: The level of training for operational staff in risk management is insufficient to 
ensure a balanced approach between meeting operational needs and the health and safety 
of staff on the incident ground. 

Recommendation 12: The SFRS is required to develop a risk management 
policy and guidance for use at operational incidents. Essential

Recommendation 13: A greater focus is required to embed ARA into decision 
making when developing an operational or tactical plan. Therefore it should 
become a key component of incident training.

Essential

Recommendation 14: Operational personnel at all levels require training 
in risk management to improve the use of DRA and ARA in order to improve 
firefighter safety.

Essential

Recommendation 15: Consideration should be given to supporting the 
undertaking of a UK wide project into behavioural safety at operational 
incidents.

Essential

Lesson 7: Any future enquiries are required to ensure that the timely, effective and 
proportionate organisational support to staff in such stressful situations is made available.  

Recommendation 16: The SFRS is required to test its capability and capacity 
to deal with the occupational health requirements for an incident on the 
scale of the reasonable worst case scenario.

Essential
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Recommendation 17. The SFRS should review their Death in Service Policy 
taking due consideration of the Chief Fire Officers Association Death in the 
Workplace guidance.

Advantageous

Lesson 8:  The resources required to provide expert advice to a police force outside 
Scotland in support of an investigation on this scale should not be underestimated. 

Recommendation 18: Clarity on the role, responsibilities and financial 
arrangements prior to the drawing up of a protocol between the SFRS and a 
police force requires to be established.  

Advantageous

Lesson 9: The full set of professional competencies required to undertake an investigation 
of this nature is unlikely to be available within any fire and rescue service.

Recommendation 19: The SFRS should develop a database of professional 
advisors to support complex investigations and project delivery in areas that 
are outwith the scope of internal staff competencies.

Advantageous

The recommendations were independently derived prior to any review of activities being 
undertaken by the SFRS. Given the length of time the litigation process has taken, the operational 
lessons and underpinning recommendations as set out in Part 1 were not wholly unexpected by 
the SFRS. The organisational priority placed on firefighter safety has led to ongoing work in this 
area by directorates and through the safer firefighter project. As a result, progress has already 
been made on many of the recommendations identified within this report.

The recommendations that are approved from this report will require to be monitored and 
progressed to support the aim of the lessons being organisationally learnt. To this end a suitable 
and sufficient governance arrangement is required to track progress and if necessary provide the 
impetus to retain momentum. 

To support the governance process the SFRS should consider allocating ownership for 
monitoring delivery of the recommendations to the response and resilience director. The director 
would be responsible for collating progress updates and reporting delivery to the SFRS Board on 
a six monthly basis.

3.3.1

3.3.2

3.3.3

Section 3: Monitoring Progress
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ACFO  Assistant Chief Fire Officer

AIT Accident Investigation Team

AM Area Manager

ARA Analytical Risk Assessment

BA Breathing Apparatus

BAECB  Breathing Apparatus Entry Control Board

BAECO  Breathing Apparatus Entry Control Officer

BAT Breathing Apparatus Team

BA Van Breathing Apparatus Van

CM Crew Manager

COPFS Crown Office Procurator Fiscal Service

CSU Command Support Unit

DIM Detection, Identification and Monitoring Vehicle

DRA Dynamic Risk Assessment

DSU Distress Signal Unit

EASE Emergency Air Supply Equipment

ECP Entry Control Point

ET Emergency Team

FBU Fire Brigades Union

FF Firefighter

FIO Fire Investigation Officer

FRS Fire and Rescue Service

GMA Group Manager A

GMB  Group Manager B

HMI  Her Majesty’s Fire Service Inspectorate in Scotland

Appendices

Appendix A: List of Abbreviations

HSE Health and Safety Executive

IC Incident Commander

ISU Incident Support Unit

LBFRS Lothian and Borders Fire and Rescue Service

LBP Lothian and Borders Police

LCMS Learning Content Management System

LO Liaison Officer

LSC Logistical Support Centre

MISU Major Incident Support Unit

OC Operations Commander

OIC Officer in Charge

PDA  Predetermined attendance

PPV Positive Pressure Ventilation

QC Queen’s Counsel

RC Red Cross

SCo Search Coordinator

SFRAU Scottish Fire and Rescue Advisory Unit

SFRS Scottish Fire and Rescue Service

SO Safety Officer

SOP Standard Operating Procedure

STEP Sequential Timed Event Plotting

TIC Thermal Imaging Camera

TTL Turntable Ladder

WM Watch Manager
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Appendix B: Ground floor construction diagram
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Appendix C: Benefit Assessment

Benefit Assessment

Recommendation

1. The SFRS to develop an overarching BA policy that 
includes detail on the requirements for BA training 
and welfare arrangements. 

2.  The SFRS to develop and publish a standard 
operating procedure (SOP) on the use of breathing 
apparatus.

3. The SFRS to develop, publish and implement a 
training standards framework that includes the use of 
breathing apparatus. 

4. The SFRS to develop and implement a consistent 
policy and procedure for tactical ventilation across 
the Service. 

5. All operational staff from firefighter to watch 
manager are required to be competent in line with 
the SFRS tactical ventilation policy and procedure.

6. All flexi duty managers are required to have 
an understanding of the application of tactical 
ventilation techniques so that they are competent to 
develop a tactical plan.

7. In addition to an ongoing maintenance of skills 
programme, refresher training is required in line with 
the training standards framework.

8. An operational maintenance of skills syllabus 
and training programme is developed to ensure 
competence in incident command and functional 
roles is established and maintained.

9. The SFRS to develop incident command and 
functional officer memory aid to provide support to 
those undertaking functional roles.

10. The SFRS operational assurance process is 
required to support the ongoing development of 
incident commanders by sharing lessons identified.

FF Safety

4

4

4

4

4

3

2

2

1

3

Resource

1

1

3

3

4

1

2

1

1

1

Status

Critical

Critical

Critical

Critical

Essential

Essential

Essential

Essential

Advantageous

Essential



The Scottish Fire and Rescue Service

Benefit Assessment

Recommendation

11. The SFRS to ensure that the communications 
infrastructure on the incident ground is fit for 
purpose.

12. The SFRS is required to develop a risk 
management policy and guidance for use at 
operational incidents.

13. A greater focus is required to embed ARA into 
decision making when developing an operational 
or tactical plan. Therefore it should become a key 
component of incident training.

14. Operational personnel at all levels require 
training on risk management to improve the use of 
DRA and ARA in order to improve firefighter safety.

15. Consideration should be given to supporting the 
undertaking of a UK wide project into behavioural 
safety at operational incidents.

16. The SFRS is required to test their capability 
and capacity to deal with the occupational health 
requirements for an incident on the scale of the 
reasonable worst case scenario.

17. The SFRS should review their Death in Service 
Policy taking due consideration of the Chief Fire 
Officers Association Death in the Workplace 
guidance.

18. Clarity on the role, responsibilities and financial 
arrangements prior to the drawing up of a protocol 
between the SFRS and a police force requires to be 
established.

19: The SFRS should develop a database of 
professional advisors to support complex 
investigations and project delivery in areas that are 
outwith the scope of internal staff competencies.

FF Safety

4

3

2

3

2

2

1

1

1

Resource

4

1

1

3

1

1

1

1

1

Status

Essential

Essential

Essential

Essential

Essential

Essential

Advantageous

Advantageous

Advantageous
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Appendix D: Benefit Matrix

Benefit Matrix

FF Safety
Impact

Very High
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Low
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Fatal	Fire	Investigation	-	Report	of	Warwickshire	Fire	and	Rescue	Service,	Atherstone	on	Stour

Fatal	Fire	Investigation	-	Report	of	Fire	Brigades	Union,	Atherstone	on	Stour

Fatal	Fire	Investigation	-	Report	of	Fire	Brigades	Union,	Balmoral	Bar

Fatal	Fire	Investigation	-	Report	of	Fire	Brigades	Union,	Bethnal	Green	Road

Fatal	Fire	Investigation	-	Report	of	Fire	Brigades	Union,	Gillender	Street

Fatal	Fire	Investigation	-	Report	of	Hertfordshire	Fire	and	Rescue	Service,	Harrow	Court

Fatal	Fire	Investigation	-	Report	of	Fire	Brigades	Union,	Harrow	Court

Fatal	Fire	and	Explosion	Investigation	-	Report	of	East	Sussex	Fire	and	Rescue	Service,	Marlie	Farm	

Fatal	Fire	Investigation	-	Report	of	Hampshire	Fire	and	Rescue	Service,	Shirley	Towers

Fire	Fatality	Research	-	Report	of	Fire	Brigades	Union,	In	the	line	of	duty,	Firefighter	deaths	in	the	UK	since	
1978. Undertaken by the Labour Research Department

Incident	Investigation	-	Scottish	Fire	and	Rescue	Service,	Glasgow	School	of	Art	
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