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GRENFELL – Why did it happen, 
what could have been done to 

prevent it?

1.What happened at GRENFELL?

2.What is happening now – 8 Years Later?
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• 72 people died in the fire.

• There could have been up 
to 600 people in the 120 
one- and two-bedroom 
flats of the block at the time 
of the fire.

• police have estimated 
around 200 people that 
were in the building when 
the fire broke out



Flat 16







Firefighters arrived around 
1am, and put out the fire in 
the flat within minutes. 

When the crew were 
leaving the building, they 
spotted flames rising up 
the outside of the building.

 
Images later presented to the Grenfell Tower Inquiry suggested 
that the fire may have reached the outside before the 
firefighters had begun to tackle the initial fire in flat 16











8414 + Test

Test 2 Flammable Cladding   CELOTEX







CELOTEX Mineral Wool



On 23 December 2021, the Secretary of State, acting through the Office for Product Safety and 
Standards (OPSS) in its role as the National Regulator for Construction Products, served 
Prohibition Notices on Kingspan Insulation Ltd (Kingspan) under the Construction Products 
Regulations 2013 and equivalent regulations in Northern Ireland in relation to certain Kooltherm 
K15 insulation (rainscreen) board.



Lakanal House 
London 2009
  6 Deaths

Beijing TV cultural 
Centre 2009
1 death

The Torch 
Dubai
2015/2017
0 Deaths



The Dubai Torch has a sprinkler 
system

It has had  2 fires
2015 and 2017

Both fires were started on the outside 
of the building

The biggest danger was falling debris
The building was safety evacuated

Sprinklers did have some effect 
preventing fire ingress

The fires were generally fought on the 
balconies



Self Closers not present 
on all doors

Fire Doors

When Tested FD 30 
failed to protect from 
fire after 11 minutes

Any remaining FDs were 
taken to be tested in test 
furnaces



Ventilation 
system

AOV’s were not 
working

Supply Air from 
the Staircase

Reported broken 
the week before 
the fire



Fire alarm

Worked as it 
should have

For a STAY 
PUT 
Evacuation 
strategy



Fire Alarm

STAY PUT
Policy from Grenfell



Summary
Cladding main reason 
both Insulation and ACM
no sprinklers
No Wet Risers
Fire doors [closers]
risers
stay put policy
extinguishers
Smoke Vents  - Extract
and so on …
So now to Inquiry no1



Failures at 
Grenfellhttps://www.grenfelltowerinquiry.org.uk/

Purpose of Inquiry 1 was to establish what went wrong.

And who was to blame



THE ORGANISATIONS INVOLVED

Metropolitan Police Service London Ambulance ServiceFire & Rescue Service

The Royal Borough of 
Kensington and Chelsea

Local Authority Building 
Control



The MPS declared a Major Incident at 01.26 without telling the LFB or the LAS. 

The LFB declared a Major Incident at 02.06 without telling the MPS or the 
LAS; 
and the LAS declared a Major Incident at 02.26 without telling the LFB or the 
MPS. 
RBKC was not told about any of these declarations until 02.42. 

“This lack of communication was a serious failure to comply with the joint 
working arrangements and protocols designed for major emergencies in 
London.”



The response of the other emergency services 
The consequence of failing to share the declarations of a Major Incident meant 
that the need for a properly co-ordinated joint response between the 
emergency services was not appreciated early enough. 

That in turn led to a lack of shared understanding of the nature and effect of the 
fire. The conversations that should have taken place between the supervisors of 
the different control rooms did not happen.
 
Communication between the emergency services on the night of the fire, both 
remotely and on the incident ground itself, did not meet the standards required 
by the protocols.

A single point of contact in each control room and direct communication 
between control room supervisors should have been established.



Lakanal House fire, Six people died. 2009    
The coroner made a number of 
recommendations for change following 
the fire, some of which were directed at 
the LFB control room 
Policies and procedures were not good 
and MUST be changed.

Despite changes in policy, similar 
shortcomings were displayed by the 
control room when responding to callers 
from Grenfell Tower - No Changes had 
been made.

Lakanal House



The principal reason why the flames spread so rapidly up, down and around the 
building was the presence of the aluminium composite material (ACM) rainscreen 
panels with polyethylene cores, which acted as a source of fuel. 

The principal mechanism for the spread of the fire horizontally and downwards was 
the melting and dripping of burning polyethylene
. 
The presence of polyisocyanurate (PIR) and phenolic foam insulation boards 
behind the ACM panels,CELOTEX and Kingspan K15 and perhaps components of 
the window surrounds, contributed to the rate and extent of vertical flame spread

The subsequent development of the fire



The fire on the outside of the building quickly entered many flats and smoke spread 
rapidly through the interior of the building. As a result, effective compartmentation 
was lost at an early stage. Compartmentation failed because: 
The intensity of the heat was such that the glass in the windows inevitably failed, 
allowing the fire to penetrate flats.
 
Extractor fan units in the kitchens providing a point of entry. 

A number of key fire protection measures inside the tower failed. Although some fire 
doors held back the smoke, others did not. Some were left open and failed to close 
because they lacked effective self-closing devices; others were broken down by 
firefighters or wedged open with firefighting equipment.

The Loss of Compartmentation



The Loss of Compartmentation
SMOKE         Many lobbies had started to fill with smoke by 
around 01.20 and some were significantly smoke-logged by 
01.40. 
By 02.00 a significant number were heavily smoke-logged, 
by then 168 people had been able to escape. After that time 
the stairs started to fill with smoke, particularly at lower 
levels. 
By 02.20 the smoke in the stairs did pose a risk to life, but 
the stairs were not absolutely impassable to all even 
after that time
NO FULL EVACUATION WAS CALLED



Compliance with Building Regulations
There was compelling evidence that the external walls of the 
building failed to comply with Requirement B4(1) of Schedule 1 to 
the Building Regulations 2010, in that they did not adequately resist 
the spread of fire having regard to the height, use and position of the 
building. On the contrary, they actively promoted it. It will be 
necessary in Phase 2 to examine why those who were responsible 
for the design of the refurbishment considered that the tower would 
meet that essential requirement



The LFB: planning and preparation

Planning and preparation by the LFB for fires in high-rise buildings.           
National guidance requires fire and rescue services to draw up contingency 
evacuation plans for dealing with fires in high-rise buildings that spread beyond 
the compartment of origin causing a “stay put” strategy to become untenable, 

“The LFB’s preparation and planning for a fire such as that at Grenfell Tower 
was gravely inadequate. “



The LFB: planning and preparation 2
The otherwise experienced incident commanders and senior officers attending the fire 
had received no training in the particular dangers associated with combustible 
cladding.
 
LFB incident commanders had received no training in how to recognise the need for an 
evacuation or how to organise one. There was no contingency plan for the evacuation of 
Grenfell Tower. 

Although the LFB purports to maintain an operational risk database (ORD) for buildings 
in London and has a risk assessment policy (PN800) accessible by all operational 
firefighters at an incident, the entry on the ORD for Grenfell Tower contained almost no 
information of any use.  And did not relate to the newly refurbished Grenfell tower. 



The response of emergency services

National guidance requires fire and rescue services to draw up contingency 
evacuation plans for dealing with fires in high-rise buildings that spread beyond 
the compartment of origin causing a “stay put” strategy to become untenable. 

“However, the LFB’s preparation and planning for a fire such as that at 
Grenfell Tower was gravely inadequate.” 



OK so hopefully you are beginning to get the drift of the Inquiry.

This was not a “Glorious Day” for  the emergency services or the 
local authority

If the “STAY PUT”  Order had been revoked immediately there is a 
“reasonable chance that more people would have been 
evacuated out.”

And fatalities would have been significantly reduced.



As a result the head of  the LFB     Danny Cotton 
Was asked to resign.

In his report, retired judge Sir Martin Moore-Bick recalled her evidence 
to the inquiry - in which she said she wouldn't have done anything 
different on the night of the Grenfell fire - branding her remarks 
"remarkably insensitive".



Phase 1 report – RECOMMENDATIONS  [48]

All 48 Recommendations have now been 
completed





https://www.grenfelltowerinquiry.org.uk/





MAIN FINDINGS

From 2005 until after 
Grenfell fire had 
deliberately concealed 
from the market the true 
extent of the  danger of 
using REYNOBOND 55PE 
in cassette form, 
particularly on high-rise 
buildings.

Celotex embarked on a 
dishonest scheme to 
mislead its customers 
and the wider market

From 2005 until after this 
inquiry had begun, 
Kingspan knowingly 
created a false market in 
insulation for use on 
buildings over 18 meters 
in height.

BRE had sacrificed 
rigorous application of 
principle to its 
commercial interests

Persistent indifference to 
fire safety, particularly the 
safety of vulnerable 
people



Arconic, Saint-Gobain (the former owner of Celotex), Exova, Harley Facades, Kingspan Insulation, Rydon 
Maintenance and Studio E Architects will all be investigated.

Since the fire detectives have:
Identified and are investigating 19 companies or organisations and 58 

individuals, as suspects.

They will conclude the investigations early in 2026

Companies investigated will not be eligible for Government contracts

POLICE INVESTIGATIONS



NEW LAWS

1.   Ban on use of combustible products
2.   Fire Safety (England Regulations)2022

3.   Building Safety Act 2022
4.  Building Safety Regulator [HSE]      LABC  will be 

phased out completely
5.   All unsafe cladding will be replaced – by the 

companies that put it on.



On 26 February 2025, the Deputy Prime Minister and 
Secretary of State for Housing, Communities, and Local 
Government, Angela Rayner announced that the 
government “will take forward all of the 
recommendations” from the Grenfell Tower Inquiry 
Phase 2 report, with 49 of the 58 recommendations 
being “accepted in full” including:



58 Recommendations including 
• Appointment of a construction Regulator       BSR [HSE]
• Professional Fire Engineers by qualification
• Licencing for Contractors
• Mandatory competence for Fire Risk Assessors
• Claddding remediation Duty holders and Responsible people
• Gateways  planning gateways by BSR
• Independent review of Construction products Regulator and testing 

regime

• All recommendations have been accepted and will be adopted



• Fire Strategy and SAFETY Cases    

• Industry Competence committee – everyone has to have qualifications 
and experience that prove competence in:

•  Building, design and engineering
•  Fire door inspections ,
•  EWS1,  
• Fire risk assessments,
• Training providers and certification schemes

• From November 2023 All “in scope” buildings have to be registered with 
BSR



BUILDINGS “IN SCOPE”

High-rise residential buildings with;
• At least 7 Floors or at least 18meters in height
• At least 2 residential units
• Also Care homes and hospitals during their Planning, 

Design and  Construction phases

There are registers of:
• Occupied high-rise buildings
• Building Inspectors and Building Control Approvers



SAFETY  CASE will include:
• How your building was built
• Description of primary load bearing
• Stability system
• Materials used on outside of building
• Insulation material
• Access and escape routes
• Description of the fire compartmentation

https://www.gov.uk/guidance/safety-case-for-a-high-rise-
residential-building 
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GOLDEN THREAD (of Information)



Lessons learned



NEVER AGAIN
WE HOPE
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