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5. In summarising the response of the emergency services, Counsel to the Inquiry 

(CTI), Mr Boyle, adopted the words of NWAS Senior Paramedic Team Leader, Paul 

Smith, the first NWAS resource on scene: (29 September 2025, pages 101 - 102, 

lines 18 to page 102, line 6): 

"The position in relation to all emergency responders may well have been 

aptly described by Mr Smith in his statement to the inquiry, 

NWAS000990, at paragraphs 43 to 44: "I would like the Inquiry to 

understand that as emergency responders we build some resilience to 

dealing with patients who have suffered severe injuries or illness. 

However, we are all human beings and have all been greatly affected, 

some more than others, by the horrific events that occurred that day."He 

goes on to say that "so many people have been so severely affected by 

the events that occurred" and that his thoughts will forever remain with 

them, giving his condolences." 

6. The response of NWAS in doing the very best they could in the face of such appalling 

and murderous acts was captured by the words of DCI Pye — again, summarised by 

CTI: (29 September 2025, page 103, line 29), "DCI Pye described 

the public response to this tragedy as a case of "bad meeting good" CTI stated that 

the description was "an entirely apt one". 
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been deployed with the additions actually of additional specialist clinical resource" 

(24 September 2025, page 146, lines 16 — 21) and that the full pre-determined 

attendance (PDA) for an NWAS Major Incident Declared' was achieved 28 minutes 

after the first 999 call was received by NWAS (24 September 2025, page 147, line 

18). 

Clinical supervision on scene 

11. Whilst acknowledging that there were some areas for improvement in terms of his 

response, as detailed elsewhere within this statement, Paul Smith should also be 

recognised; in particular for the bravery with which he acted, having adjudged the 

situation to be safe enough', coupled with his initial actions at scene. CTI 

summarised his response thus: (29 September 2025, page 98, line 12 to page 99, 

line 4): 
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Clinical care and treatment afforded to those injured 

15. The summary of Professor Lyon's evidence, read to the Inquiry by CTI, (23 

September 2025, page 42, line 12 onwards, concluding page 54, line 2), as taken 

from his full report (PFL000001), highlights several aspects of the NWAS response. 

The Chair is respectfully invited to consider the agreed summary of Professor Lyon's 

evidence in full when reflecting on the response of NWAS, and in particular the 

clinical care and treatment afforded to the injured. 

16. The following excerpt from Professor Lyon's summary (23 September 2025, page 

47, line 25 to page 48, line 22) encapsulates just some of the aspects of the response 

of NWAS which, in his considered view, merit recognition: 

"The delay in attending other patients was minimal, a paramedic 

attending to Alice would not have been able to prevent her deteriorating 

into traumatic cardiac arrest if she was not already in cardiac arrest. (i) 

While the overall ambulance dispatch and management processes of 

NWAS would be a matter for an expert in ambulance operational 

command and management, Professor Lyon considers the NWAS 

system to have been entirely appropriate. (/) Given the nature of this 

incident, NWAS paramedics should be commended for performing a 

dynamic risk assessment and attending the scene without any significant 

delay or holding at a rendezvous point. Professor Lyon considers that 

Alice received rapid medical care from NWAS and that there was 

minimal, if any, delay in Alice receiving emergency medical care in the 

context of this type of incident. (k) The bystanders correctly attempted to 

control Alice's external bleeding. The paramedics who attended to Alice 

correctly followed the standard European Resuscitation Council 

guidance and provided rapid, high-quality care." 

17. With specific reference to the treatment given to Alice, Professor Lyon summarised 

it thus: (23 September 2025, page 49, line 19 - 22), "the timeline and sequence of 

paramedic treatment given to Alice at the scene was entirely appropriate. The pre-

hospital care that Alice received was of high quality and was entirely adequate and 

appropriate." 
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18. Within his statement at MERP001097, page 13, Consultant Forensic Pathologist 

Paul Cieka states that: "I cannot give an opinion on the appropriateness of any 

clinical treatment provided to each victim in this case, although I note that at least six 

of the victims would have died without the urgent medical intervention they received". 

19. NWAS would respectfully suggest that the Chair endorse these comments. 

WHAT COULD HAVE BEEN IMPROVED 

Ambulance A664 

20. NWAS acknowledge, as accepted in the evidence of Mr Ainsworth (24 September 

2025, page 124, line 3) that A664 did not travel to scene using blue lights and sirens 

as one would expect. Although, as was accepted by Mr Ainsworth as endorsed by 

CTI, this was unlikely to have made a difference to either the speed of the response 

by the crew aboard A664 or NWAS more generally, this was not the expectation; 

blue lights and sirens should have been deployed. 

Declaration of Major Incident and sharing with other agencies 

21. There was some confusion and delay within NWAS as to the declaration of a Major 

Incident. Once declared within NWAS, the Major Incident declaration was not shared 

with other blue light agencies as it should have been by the Emergency Operations 

Centre (EOC). This was accepted by Mr Ainsworth in his evidence (24 September 

2025, page 142, line 22 to page 143, line 16). 

METHANE

22.Again, it is accepted by NWAS that there was confusion and arguably some delay 

with the passing of a METHANE from scene. Additionally, a METHANE was not 

shared with other blue light agencies as it should have been by EOC (24 September 

2025, page143, lines 8 - 16). 

EOC

23. Mr Ainsworth accepted in evidence that the EOC passed information to the first 

resources allocated that was inaccurate regarding the police presence on scene and 
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there being `armed men' present, (24 September 2025, page 125, line 23 to page 

127, line 20). This may have led to the sense, as conceded by Mr Ainsworth in his 

evidence, that the EOC management were overwhelmed, which, in turn, fed into 

inaccuracies in their communications (24 September 2025, page148, line 16 to 

page149, line 11). 

Absence of all functional roles 

24. Mr Ainsworth also accepted in evidence that not all functional roles had been 

allocated (24 September 2025, page 160, line 17 to page 162, line 1). He noted in 

particular that an Equipment Officer would have assisted with the issue that arose 

regarding the ambulance which conveyed Leanne Lucas to hospital having been 

stripped of all its equipment. 

Use of paediatric analgesia 

25. NWAS' own internal clinical reviews accept that paediatric analgesia was not used 

as it should have been in all cases. Mr Ainsworth discussed this within his evidence 

(24 September 2025, page 162, lines 18 - 21): "the clinical view and our view was 

there was an opportunity in a number of the cases to administer a stronger pain 

relief." 

Debrief 

26. NWAS accept that there was a delay in completion of their internal debrief. Again, 

Mr Ainsworth acknowledged this in his evidence and the same is addressed when 

considering learning below. 

LEARNING AND RECOMMENDATIONS 

NWAS Organisational Learning 

Enhanced `Stand Off' Policy 

27. Mr Ainsworth made reference to this in evidence, via questions from Mr Boyle (CTI), 

as follows (24 September 2025, page 124, line 22 to page 125, line 2): 
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Duty Officer 

28. Mr Ainsworth told the Inquiry that since this incident, albeit not solely as a 

consequence of it, NWAS have introduced Duty Officers, who will as part of their 

overall responsibilities be able to assist within the EOC during a major incident (24 

September 2025, page 144, lines 10 - 18) ".within our organisation, we have 

recently sought to introduce duty officers to operational commanders into the control 

room to be able to support staff in terms of the formation." 

EOC Training 

30. NWAS has introduced a number of measures since this incident to increase the 

preparedness of the EOC to handle major incidents. There is no national mandate 

to do this, but NWAS recognised that those at the EOC had, at times, felt 

overwhelmed by the information they were handling. An increase in roles and training 

will safeguard against this (24 September 2025 page 149, lines 14 - 25; page 150, 

line 13 to page 151, line 1; page 144, lines 10 - 13.) 
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Recommendations 

Bleed control kits 

33. The evidence of Professor Lyon, as summarised by CTI, raises important questions 

for the Inquiry and the suggestion pertaining to bleed control kits. 

"He [Professor Lyon] has highlighted a few more general areas in terms of 

preventing future fatalities in similar incidents: First, gaining situational 

awareness of a complex scene when multiple 999 calls are received from 

the public. Next, use of chest seals and blood control kits by lay 

responders. The use of layperson bleed control kits could be more widely 

adopted. The use of chest seals in these kits could also be considered in 

future. There will always be a challenge in the location of these kits and 

making enough immediately accessible." (23 September 2025, page 52, 

lines 14 - 25). 
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work and will continue to respond promptly and efficiently to all requests for 

atrocity, remain steadfastly with the bereaved families and all those so profoundly 
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