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I write to advise you on progress made on the implementation of the recommendations made in the 
Service Inquiry into the accident of 14 February 2013, in which Squadron Leader Rimon Than and 
Flight Lieutenant Frances Capps were tragically killed, alongside a Mr William Currie, a civilian 
climber. My thoughts, and those of the Royal Air Force, remain with the families, friends and 
colleagues of those who lost their lives that day. 

It is my intention that this letter will be published along with the Service Inquiry on the Gov.uk 
website, to ensure that the public have access to the report into this tragic event, its 
recommendations, and the detail of our continuing actions since then. 

The Service Inquiry identified 25 recommendations to improve safety and avoid any reoccurrence. 
Please be assured that all 25 recommendations have been addressed, with the measures identified 
being incorporated into the RAF Mountaineering Association processes and operating procedures 
over the following two years. 

In part as a result of the tragic accident, policy, governance and assurance for all RAF Sport has 
developed considerably over the last six years. On 1 June 2015, the delivery of Royal Air Force 
(RAF) Sport became the responsibility of the Air Officer Commanding Number 22 Group, as Head 
of RAF Sport and its Operational Duty Holder, vice the Chief of Staff Personnel, and the Directorate 
of RAF Sport was established within this organisation. The Directorate supports me, as the current 
Air Officer, in both the oversight and safe delivery of RAF Sport. A new Sport Safety Management 
System was developed within 22 Group's Total Safety architecture; a key element of the new 
system is the personal appointment of a Responsible Person (a Delivery Duty Holder equivalent) for 
each of the Service's 49 sports associations, who ensures compliance with National Governing 
Body and Ministry of Defence (MOD) regulation and who is responsible for the production and 
implementation of an association specific Sports Safety Management Plan. This system is subject 
to internal and external assurance activity, which confirms the activity is being conducted to a level 
of risk that is as low as reasonably practicable and tolerable. 

The RAF Mountaineering Association is now using Version 3 of its Safety Management Plan, dated 
February 2016, and Version 3.1 of its supporting Standard Operating Procedures, dated April 2018. 
Both documents are very significant improvements on what was in place at the time of the accident 
and are comprehensive, covering all the association disciplines, with generic and specific sections 
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on each. The association has been subject to regular audits since the accident; in 2015 a RAF 
Safety Centre Sport Safety Assurance Visit considered the association provided 'full assurance' 
against the applicable criteria in the Air Publication 8000, RAF Safety and Environmental 
Management System. Two additional Directorate of RAF Sport audits since then, in February 2017 
and May 2018, have provided 'full assurance' and 'substantial assurance' respectively. 'Substantial 
assurance' is one level below 'full assurance'. Both require an established and effective system of 
control; the latter notes some minor weaknesses, which are routine and being addressed. 

The management of risk remains at the heart of all Defence's activities, and we continue to evolve 
our risk management plans and standard operating procedures for all sporting activities, not only for 
those considered to attract a higher level of risk. We continue to implement a programme of 
assurance visits, by both internal and external auditors, to ensure that the management and 
operation of such activities is conducted appropriately, and with appropriate risk mitigation 
measures in place. Most importantly, we continue to evolve and support an open and engaged 
safety culture, which encourages the reporting of areas where we might do better. 
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