
There is no more serious matter for the 
Fire Brigades Union than the death of a 
member in the line of duty. Our service 
deals with hazardous situations every 
single day, but our members and their 
families have the right to expect that 
firefighters will return home safely from 
work. That is why, over many decades, 
the union has made every effort to help 
the service and governments learn the 
lessons from major incidents, especially 
from those where lives have been lost. 

This briefing arises from one tragedy in 
particular: the death of Stephen Hunt. 
Stephen was a member of the FBU 
in Greater Manchester and was killed       
attending the fire in Oldham Street, 
Manchester, on 13 July 2013. The FBU 
is proud to have counted Stephen as a 
member. 

His death was a tragedy that could have 
been prevented, and one that must    
never be repeated. We are committed 
to raising the issues connected with 
his death at every level of the fire and      
rescue service and with governments. 

The FBU has published a 90 page          
report explaining our concerns. This 
briefing summarises these concerns 
and the steps we have taken to remedy 
the situation. But this is only the start of 
our campaign to give firefighter safety 
the priority it deserves. The union wants 
every member to take an active part 
in our campaign. We will not rest until 
these matters are tackled at every level. 

Matt Wrack, General Secretary 
November 2016



 
The coroner’s inquest took place in April-May 2016. On 18 May 2016, the inquest jury found that Stephen Hunt 
was unlawfully killed and that the fire was started deliberately by two juveniles. 

As a result, on 8 June 2016 Mr Meadows produced a Regulation 28 (previously Rule 43) report, outlining the 
circumstances of Stephen’s death and making important recommendations. The Regulation 28 report was 
sent to the home secretary with the requirement to respond within 56 days. The report was also made available 
to interested parties, including the FBU. 

The coroner made 10 recommendations, briefly, for fire and rescue services to: 

1.	 Reduce the risks associated with the physiological effects of working in a                                     
hot environment

2.	 Reduce the risks associated with the loss of communications at operational incidents
3.	 Undertake a review of the hand over of roles at incidents
4.	 Ensure that significant hazards and any safety control measures are the responsibility 

of the incident commander and should be recorded within each sector
5.	 Review the appropriate use of thermal imaging cameras
6.	 Review the deployment of aerial monitors 
7.	 Review the circumstances in which inspections should be carried out

Significantly, the coroner also recommended that fire and rescue services:

8.	 Undertake these steps jointly by fire and rescue services and the FBU or other health 
and safety representatives on the health and safety committees

9.	 In addition, the coroner suggested that the home secretary ensure:

•	 that fire risk assessors are adequately trained and qualified so as to be                  
competent in the role, and

•	 that the responsible person has the means to verify the competence of the       
person delegated as a fire risk assessor.

10.	The findings of the inquest are disseminated down to all fire and rescue services. 



•	 join the union’s campaign 
•	 insist safety is made a priority
•	 demand safety training
•	 report incidents, near misses and 

other concerns
•	 discuss safety matters at work
•	 lobby politicians locally and          

nationally

•	 raise the coroner’s report with     
principal managers

•	 ensure there are FBU safety reps 
on every watch

•	 organise an active health and   
safety committee in the brigade

•	 mobilise members to take up safety 
matters 

•	 engage with managers on health 
and safety policy and enforcement


