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Barrow-in-Furness outbreak

• 495 suspected cases

• Up to 25 000 affected?

• 180 confirmed cases

• 7 deaths

• Forum 28• Forum 28
• Arts and leisure 

centrecentre
• Barrow Borough 

Council



Forum 28 at time of the investigation

• One chiller and one cooling tower out of 
serviceservice

• Fan damper on operational cooling tower 
i l d itiin closed position

• Biocide drums empty (from December p y (
2001 onwards)



Key findings of the investigation

• Between 1994 and early 2001 cooling 
towers treated by WTC appropriately andtowers treated by WTC appropriately and 
under control 

L t 2000 WTC t t ll d d• Late 2000 WTC contract cancelled and 
alternative contractors sourced

• New contract:
– No chemical treatmentNo chemical treatment
– No microbiological monitoring

N t h k– No system checks



Cooling towers servicing Forum 28



Chemical dosing drums



CT venting to Alley to Portland walk



Display



Legal proceedings

• BBC and GB charged with manslaughter

HSWA 1974• HSWA 1974
– Section 3
– Section 7

• First trial February 2005• First trial February 2005

• Appeal by GB upheld March 2006

• Retrial of GB (both counts) July 2006



Legal proceedings

• BBC 
Guilty of HSWA Section 3– Guilty of HSWA Section 3

– Acquitted of manslaughter
– £125 000 + £90 000 costs

• GBGB
– Guilty of HSWA Section 7

A itt d f l ht– Acquitted of manslaughter
– £15 000 no costs



Public hearings

• 04 and 11 December 2006
• Abbey House Hotel (Barrow in Furness)• Abbey House Hotel (Barrow-in-Furness)
• Colin Pickthall
• Barrow Borough Council (Tom Campbell)
• Health Protection Agency• Health Protection Agency
• Crown Prosecution Service
• Health and Safety Executive
• Victims relatives wider communityVictims, relatives, wider community



Barrow report: 6 key findings

• Poor lines of communication and
unclear lines of responsibility

• Failure to act on advice and 
concerns raised

• Failure to carry out risk assessments

• Poor management of contractors and
contract documentation

• Inadequate training and resourcesg

• Individual failings

http://www.hse.gov.uk/legionnaires/barrowreport.pdf



Key findings of the report

1.Poor lines of communication and
unclear lines of responsibility

• General lack of leadership and direction 
within BBCwithin BBC

• No ‘responsible person’ appointed
– Authority, competence, knowledge of 

systemy
– Manage, control and communicate 

necessary requirementsnecessary requirements



Key findings of the report

2.Failure to act on advice and concerns raised

O t t i h ti d• On two separate occasions, a heating and 
ventilation engineer raised concerns 

di th l k f t t t t ith thregarding the lack of water treatment with the 
Design Services Group (DSG) Manager

• “Water treatment to be performed in-house”

• Told to progress a quote for the work• Told to progress a quote for the work



Key findings of the report

3.Failure to carry out risk assessments

E t l dit d b BBC id tifi d• External auditors engaged by BBC identified 
a lack of health and safety risk assessments

• Management post vacancies delayed 
assessment process for Forum 28p

• (No written risk assessment for legionella 
control produced on installation of coolingcontrol produced on installation of cooling 
towers) 



Key findings of the report

4.Poor management of contractors and 
contract documentationcontract documentation

• Failure to agree specification for work

• Failure to request and exchange contract 
documentation

• Failure to check what was being done

• Procurement was by DSG



Key findings of the report

5. Inadequate training and resource

R ti d l t f• Reactive deployment of resources

• Vacancies in management postsg p

• Insufficient suitably trained, competent staff 
to cover absences or shortagesto cover absences or shortages



Key findings of the report

6. Individual failings

N b f f ili b diff t ffi• Number of failings by different officers

• DSG Manager’s acts and omissions more g
significant than others

• Gillian Beckingham• Gillian Beckingham
– Contract procurement
– Failed to act on advice
– Failed to seek assistance


