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1.  INTRODUCTION  

 
1.1  This executive summary relates to a multi agency review carried out into the 
tragic death of child X, and the attempted murder of his mother, L by his father Y. Child X 
was 16 years old when he died by hanging, 6 weeks after the attempted murder of his 
mother and the subsequent death by hanging of his father. Police have been unable to 
identify the source of the gun used to shoot L, a sawn off shotgun, which was discarded at 
the scene, although Y was known to have access to weapons through his long love of 
hunting. 
 
1.2  At the time of his attempted murder of L, and his subsequent death, Y was on 
bail charged with an assault of L, and police were investigating threats to kill the man with 
whom he believed she had been unfaithful. Y was living with his sister and her partner, and 
bail conditions preventing him from having contact with his son child X, had been lifted the 
previous day. L had recently moved back to the marital home after bail conditions preventing 
Y from going there had been put in place, and with new locks and panic alarms fitted to the 
home. She is a mobile hairdresser and was working at a hairdresser’s salon, filling in for 
someone, when Y arrived at the address with a shotgun, and shot her twice – luckily 
narrowly missing her the second time. Her survival is an extraordinary story of determination, 
fighting off a partner who was more than twice her size and build. Ys tragedy is evident in his 
last words to her “... I love you”. He then left the hairdressers and was discovered dead, 
hanging in the woods, 6 hours later. He left no note. 
 
1.3  Newport Safeguarding Children Board has information to suggest that the 
subsequent death of child X by hanging was an act of suicide, but the Coroner has yet to 
complete an inquest on both of these deaths.  
 
1.4  These tragic events are inextricably linked, and this was therefore an 
exceptional review in that in addition to a serious case review into the death of child X, the 
review also sought to identify the lessons for agencies arising from the attempted murder of 
child X’s mother. Both deaths, and the attempted murder of the boy’s mother, are linked by 
domestic abuse and mental distress issues. It is hoped that the process of this review and 
the publication of the report will go some way to enabling the relatives of Y and his son X, to 
move on from their understandable anger and grief and to find some balance and peace in 
the aftermath of these events. Both the maternal and paternal family have been consulted 
and fully engaged in the process of the review and the author is very grateful for their 
kindness and openness in discussing these painful events, and enabling some of the 
lessons for professionals to emerge.  
 
1.5   The scope of the review covers a very brief period between July and 
September 2011, and the family, apart from universal services, were not well known to 
professionals prior to this time. As above, at the time of writing, the coroner’s inquest into 
both deaths remains pending. There is no doubt that Y attempted to murder his wife and that 
he then took his own life. In relation to the death of child X, there is still some speculation 
about whether he actually meant to kill himself and this will hopefully be resolved by the 
inquest. He had used the same kind of rope as his father. He was wearing his iPod ear 
plugs, and left no note. Although the high risk factors for teenage suicide were all in place, 
this was only evident to professionals in hindsight.  
 
1.6  Y had a long history of depression and anxiety, characterised by panic 
attacks, and had self harmed and had made a previous attempt to kill himself in his earlier 
life, resulting in hospitalisation. He had been attending counselling at a voluntary project in 
the year leading up to these events, having been supported in accessing this by his wife, in 
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an attempt to resolve problems stemming from his own abusive child hood experiences. He 
then further self harmed following the breakdown of his marriage in early July 2011. This 
followed an alleged assault on his wife who subsequently made a statement to the police 
alleging years of domestic abuse, which he denied. The family, including the victim, L, had 
expressed concerns to professionals about his mental state and fears about what he might 
do given the marriage breakdown. These fears increased in the days leading up to the 
shooting, although Y effectively hid his intentions from the professionals involved, and also 
from his close family, who witnessed his mental deterioration. They were focussed on 
supporting him and preventing him from harming himself, and sought help from the adult 
mental health services. They did not believe that Y posed any risk to L and so were shocked 
by his attempt to murder her. L herself is clear that this was not an unexpected outcome 
from her perspective, as Y had always made it clear to her that he would “take her with him 
rather than live without her”. She confided that Y had made many threats to kill himself 
during their relationship, and that her previous attempts to leave him failed due to this. 
 
1.7  The emergency services had numerous contacts with the family in the weeks 
leading up to the attempted murder. L was subject to Multi Agency Risk Assessment 
Conference (MARAC) arrangements and had been categorised as being at ‘high risk’ of 
harm by her husband. She was being supported by the police and an Independent Domestic 
Violence Advisor (IDVA), who was in daily contact with her. Between July and early August 
2011 Y had 3 attendances at A&E as a result of self injury, and in the last week of his life, 
almost daily contact with the police, who responded quickly to calls from the family and put in 
place safety measures for his wife and other family members when this was requested. A 
minimum of 24 police officers were involved in this brief period, either directly, or in a 
supervising capacity, up to and including the death of Y, reflecting the number of calls, and 
the complexities of policing an area the size of Newport. No single officer, or other 
professional, had an overview of the escalating situation, and each incident was dealt with 
according to the presenting situation. Events also moved so quickly, that one had not been 
fully investigated before the next occurred.  
 
1.8  An indication of the level of concern from the police is evident in their 
unsuccessful attempt to have Y remanded in custody by the courts for his own safety and 
that of L, although a psychiatric assessment undertaken at the Magistrates Courts prior to 
his appearance did not warrant an admission under the Mental Health Act, and the offence 
with which he was charged – assault by beating contrary to section 39 of the Offences 
Against the Person Act 1861- was not an imprisonable offence. He was therefore bailed to 
live with his sister. He attempted to kill his wife, and then killed himself, 7 days later. 
 
1.9  Towards the end of the review, L stated that she had discovered that Y had 
fathered an illegitimate son, who is now a teenager. She felt that this would have had a 
significant impact on Y’s emotional state, in that she was likely to find this out now that the 
marriage had ended. L considers this to be a key factor in understanding the actions of her 
late husband. However, this information was not known to agencies at the time, and it has 
not therefore played any part in the analysis of events. 
 
1.10  Child X was the younger of L’s 2 sons, his elder sibling being a half brother 
from a previous relationship, and he was the only son of her 18 year relationship with Y. He 
is described as being very close to both parents, and being given unconditional support by 
them both. The events covered by this review took place during the summer holidays, when 
there was no school or college structure, and child X appears to have become increasingly 
isolated from his mother and brother following the death of his father, and torn in his loyalties 
to them both. His mother describes their home as a ‘haven’ for child X, and he stayed there 
following the marriage breakup and throughout the events leading up to the shooting, 
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staying in his bedroom on his computer, “trying to pretend that his world had not changed”. 
The death of his father brought the reality of the situation into greater focus, as he no longer 
had the ‘safe haven’ of his own home.  
 
1.11  As above, following the events of early July when his mother subsequently 
determined to end the marriage and made a statement to the police alleging Y’s attempt to 
strangle her, police initially viewed child X as a possible witness to this assault. However, 
child X refused to make a statement, although his half brother, H, eventually did so. When 
L’s alleged infidelity came to his father’s attention, the pressure on child X intensified, and 
when his mother telephoned him that day he shared his anxiety that his father would kill her, 
and told her to get herself somewhere safe. This culminated in the arrest and overnight 
remand of Y, and in the bail conditions which prevented child X from having contact with his 
father as he had become a potential witness to these alleged threats to kill. 
 
1.12  During this period the police made 2 referrals to Children’s Social Care in 
relation to child X, neither of which resulted in any action, and, as above, he was also 
discussed at the Multi Agency Risk Assessment Conference (MARAC) on 2nd August at 
which social care were represented.  Following that meeting the Children’s Services Team 
Manager decided that there was not, at that time, sufficient concern to take further action, 
particularly given his age, and the managers view that nothing specific in relation to the 
potential risks to child X had been raised. 
 
1.13  Following the attempted murder of his mother and his father’s suicide on the 
19th August, child X blamed his mother for his father’s death, and cut his wrist, saying that he 
‘wanted to be with dad’. This resulted in a prompt response from Child and Adolescent 
Mental Health Services (CAMHS) who immediately offered him a service, and continued to 
do so until his death. The police again referred to Children’s Social Care, who agreed on this 
occasion to hold a strategy discussion with the police. Unfortunately this did not include any 
other agency, and notably, health was not consulted. An agreement was made for a senior 
social worker to carry out an initial assessment, which was delayed until after the funeral of 
Y at the request of Y’s family.  
 
1.14  The social work assessment took place on the 8th of September and 
consisted of one visit to child X at his aunts’ home. There was no follow up or liaison with 
any other agency or family member, despite child X sharing his worries about texts from his 
mother which ‘disowned’ him, and the fact that child X had seemingly at that time lost both of 
his parents, and also his brother, who had supported his mother, and with whom child X had 
fallen out. Social Care professionals placed a lot of faith in the fact that child X was seeing a 
CAMHS psychiatrist, but did not contact the psychiatrist before closing the case to check 
that he was aware of all of the issues.  No-one contacted L, who had spoken to the social 
worker from hospital before the assessment, but was not then consulted about the outcome.  
 
1.15  Meanwhile, as above, family relationships had deteriorated significantly and 
the maternal family ended contact with child X as they considered that he had taken sides 
against them, and had been creating difficulties for H whilst his mother, L, was in hospital. 
He was involved in an altercation outside the family home where it is alleged he assaulted 
his maternal grandmother’s partner, and whilst Police did not initially arrest him due to the 
time of night, he was arrested at his paternal aunt’s the following day. There were a series of 
calls from the paternal family, and criminal damage to the cars and front doors of the 
maternal family, in which child X was a key suspect. None of this information was relayed to 
the CAMHS psychiatrist who continued to believe that child X was settled with his paternal 
aunt and was dealing appropriately with his grief. 
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1.16  It has since been reported that child X had destroyed his Xbox, which he 
loved, his television, and his other possessions from his former home. The day before his 
death, child X had attended the police station to collect belongings from his former home 
which an officer had offered to collect for him. She had to tell him that his family had refused 
to give them to her. His paternal family describe him as being ‘devastated’ by this.  This 
officer was at least the 34th police officer to have been involved in these events.  
 
1.17  At the time of his death child X had not been well integrated into school for 
some time and had not yet enrolled into college. He had lost touch with some of his friends 
and was sleeping on the sofa at his paternal aunt’s house, having lost his father, his mother, 
his half brother, and access to his home, which had been his safe place amidst the 
emotional turmoil of the preceding weeks. He had no familiar structure to his life. He appears 
to have been involved in crimes against his mother’s family, had been arrested by the police, 
and had made one attempt at suicide, which had resulted in counselling via CAMHS, to 
whom he presented as dealing appropriately with his grief. On the day of his death child X 
gave no warning of his intention, and his death was a huge shock to all involved. 

2.   PURPOSE OF THE SERIOUS CASE REVIEW AND DOMESTIC  

  HOMICIDE REVIEW 

 2.1  The purpose of a Serious Case Review is to identify steps that might be taken 
to prevent a similar death or harm occurring and in so doing to: 

 Establish whether there are lessons to be learned from the case about the way in which 
local professionals and agencies work together to safeguard children (and vulnerable 
adults); 

 Identify clearly what those lessons are, how they will be acted upon, and what is 
expected to change as a result; and as a consequence 

 Improve inter-agency working and better safeguard children and vulnerable adults; and 

 Identify examples of good practice.1 

 2.2  The purpose of a Domestic Homicide Review is to: 

 Establish what lessons are to be learned from the domestic homicide regarding the way 
in which local professionals and organisations work individually and together to 
safeguard victims; 

 Identify clearly what those lessons are both within and between agencies, how and 
within what timescales they will be acted on, and what is expected to change as a result; 

 Apply these lessons to service responses including changes to policies and procedures 
as appropriate; and 

 Prevent domestic violence homicide and improve service responses for all domestic 
violence victims and their children through improved intra and inter-agency working.2 

 2.3   As far as possible, the review should be conducted in such a way that the 
process is seen as a learning exercise and not as a way of apportioning blame.  

                                                           
1
 Safeguarding Children: Working Together Under the Children Act 2004 

2
 Multi-Agency Statutory Guidance For The Conduct Of Domestic Homicide Reviews Home Office  
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 2.4   In this respect, the requirements for serious case review and for domestic 
homicide review are very similar, in that they are fundamentally about learning from events 
and improving practice to prevent future similar tragedies. There are, however, differences in 
the makeup of a serious case review panel, and that anticipated for a domestic homicide 
review, in that the latter is expected to be more inclusive of practitioners and those with 
expertise in the matter, rather than senior representatives and report writers. This Overview 
Report will draw from both of these groups.   

3.  TERMS OF REFERENCE 

 3.1  The decision to undertake a serious case review in relation to child X was 
confirmed on 19th December 2011 by a Serious Case Review Panel convened by Newport 
Safeguarding Children Board and Newport Community Safety Partnership for this purpose. 
The review was to be held in parallel with a review into the attempted murder of L, following 
as far as possible, the process for a domestic homicide review. Whilst the victim in this case 
had survived, the Community Safety Partnership considered that this had been a very close 
call, and that this presented an opportunity for professionals to learn from these events, and 
that the domestic homicide review process provided the best way in which to do so. The 
decision to hold a joint review was based on the fact that there was likely to be a lot of 
information held by the victim and her family and also a significant cross over into the 
information required for the serious case review into the death of her son.  

 3.2  Whatever the argument, the reality is that the decision to undertake both a 
serious case review and a domestic homicide review as one process, has proven to be very 
sensible, although the production of a report which does justice to X, his mother, and his 
father, has been a complex matter. 

4.   OBJECTIVES OF THIS REVIEW 

 4.1   To establish the facts and identify any lessons from events leading up to the 
attempted murder of L by her husband, Y, who is also the father of child X, and the 
subsequent death of child X on 26th September 2011; 

 4.2   To understand what, if anything, could have been done differently in order to 
inform multi and single agency responses to any similar circumstances in the future, and in 
particular, to consider the issue of teenage suicide, the impact of the familial history of 
suicide, and the management of domestic violence and mental ill health on the potential 
outcomes of this case. 

5.   ‘HINDSIGHT BIAS’  

 5.1  It is important to state at the outset that hindsight is very useful, but that real 
understanding has to start from the context in which people find themselves and make 
decisions at the time. The important question is not just about what people did, but about 
why they did it, and whether it was reasonable at that time. 

 5.2  Professor Eileen Munro3 states in her review of child protection that 
“Hindsight bias blocks our ability to see the deeper story of systemic factors that predictably 
shape human experience”4. She acknowledges that around 80% of serious case reviews 
identify human error as being the key factors in the failure of agencies to predict or prevent 
tragedy from occurring, and just as high a percentage recommends training and procedural 
change as a result. Her review acknowledges that one of the unintended consequences of 

                                                           
3
 Professor Eileen Munro “A child centred System” , p18, DfE 2011 

4
 Woods D. Et al behind Human Error, 2

nd
 Edition, pp15, Farnham Ashgate 
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this is to provide the public with the false belief that all such tragedy can somehow be 
prevented ‘if only’ such and such a procedure had been in place/ had been followed, or 
people had ‘done things right’.  

5.3  What she argues, and the government and professional bodies agree with 
her, is that human life and human dynamics are by their nature unpredictable and that 
professionals must live with a element of uncertainly when dealing with risk in protecting 
children. The same can be argued in relation to vulnerable adults. The challenge is to 
understand and acknowledge what research and practice evidence tell us about the likely 
risks associated with different factors and behaviours and to use professional judgement to 
apply them to specific individuals and combinations of factors and circumstances. That is, 
rather than ‘doing things right’ to ‘do the right thing’.5 However, to do so, professionals need 
to be in possession of the salient facts. However skilled, they cannot read minds or predict 
what individuals will do, when those individuals are determined and secretive. Whilst this 
review has identified some learning therefore, it is clear that both Y and X kept much of their 
feelings and intent secret from those around them, and that no professional had the full facts 
available to them at any point. Events unfolded very quickly and within a short time scale. 
There was no preceding history to warn professionals of the seriousness of the situation.   

 5.4  The Panel has been additionally challenged to set aside assumptions about 
the priority and nature of urgency that these highly unusual set of events created for the 
professionals involved, particularly in relation to child X following his father’s attempted 
murder of his mother. The over view author has repeatedly raised the question – Why did 
this exceptional event (the shooting and suicide) not lead to an exceptional response? The 
answer in part, as the review will highlight, is hindsight bias.......events moved too quickly for 
any recognition amongst those involved to grasp the significance on child X’s state of mind 
of the information they held.   

 5.5  The author considers that the professionals involved with this family generally 
did want to “do the right thing”, and that there are complex reasons why this did not result in 
good outcomes for child X, his father Y, and the family members who live on without them 
and with the aftermath of their actions. This report will seek to understand the context at the 
time and to draw wider learning about the things that can be changed to support good 
people in ‘doing the right thing’ for other vulnerable adults and children in the future.  

6.  PERIOD COVERED BY THE REVIEW 

 6.1  Whilst agencies were initially asked to provide a detailed chronology and 
analysis to cover the period from 1st August to 30th September 2011, the author has widened 
this to include July 2011 as the events of that month are significant in understanding what 
happened. Agencies were also asked to summarise events up to that date in as much as 
they were relevant precursors to the critical events, and to identify any significant family 
history and trends which may have influenced the behaviour of those concerned.  

 7.  SCALE OF THE REVIEW 

 7.1  To cover the actions and circumstances surrounding child X and his mother in 
the lead up to the significant events, including relevant information about family members 
with whom child X was living up until the time of his death, and the actions of Y in the lead 
up to the attempted murder of L.  

 

                                                           
5
 Munro, op cit, p20  
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 8.  PROCESS OF THE REVIEW  

 8.1  The author was commissioned by the Serious Case Review Panel to write 
this overview report in February 2012, as an independent person, who is suitably qualified 
(as specified by “Safeguarding Children: Working Together Under the Children Act (2004)” 
and South Wales Child Protection Forum, Protocol for Completion of Serious Case Reviews. 
The author is Director of Consultancy for Reconstruct Children’s Services, a private limited 
company which provides consultancy, training and direct services to improve services to 
children across the United Kingdom. She is a former Head of Children’s Social Care, having 
worked in children’s services for more than 30 years, 14 of these being in management, and 
has been involved in a number of serious case reviews, both as chair and report author.  

 8.2  The Chair of the Review was Andrew Jarrett. He is independent of the case, 
and is the Assistant Director of Children’s Services in Neath Port Talbot, and Head of 
Children’s Social Care. He is an experienced chair and has had involvement with a number 
of serious case reviews in Wales. 

 8.3  The author met with the Panel on 6 occasions to discuss the Individual 
Management Reports (IMRs) and the emerging themes and to agree how these would be 
reflected within the overview report. Information was also gained from the following: 

 Access to a copy of the confidential Incident Investigation Report completed by the 
Aneurin Bevan Health Board, which informed the IMR completed by Public Health, 
Wales.  

 Interview with Consultant child psychiatrist from Child and Adolescent Mental Health 
Services to clarify the role of that service. 

 Interview with the Head of Children’s Newport Children’s Social Care 

 Confidential report of an independent investigation into complaints against Newport 
Children’s Services, and the Director of Children’s services response to the family.  

 Interview with staff in the police Domestic Abuse Unit, and listening into a Domestic 
Abuse Conference Call. This is a police led multi agency information sharing process to 
identify all reported incidents of domestic abuse across the Gwent Police area, to share 
information across all agencies and to prompt an appropriate response to these 
incidents.   

 Access to Newport Children’s Services Transformation Strategy 

 8.4   An investigation by the Independent Police Complaints Commission into 
complaints by the family about the actions of Gwent Police had been undertaken in parallel 
with this review and a copy of the draft learning report was provided to the overview author 
in June 2012. It is understood the report and recommendations will now need to be 
considered by Gwent Police and a response made. The report was therefore used to 
increase understanding, but will not be quoted in this overview report. 

 9.  FAMILY INVOLVEMENT IN THE REVIEW 

 9.1  The family of both Y and child X have been fully involved in the review. This 
has been difficult for both sides of the family. The Panel Chair and the Overview Report 
writer jointly visited both sides of the family at the start of the review, and shared their views 
with the Panel. 
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 9.2  A debriefing session, involving the paternal aunt of child X, her partner and 
her daughter, who was the cousin of child X, the report author and the Review Panel 
members, was facilitated by trained police on 6th July 2012. This was an extremely powerful 
and helpful experience for all involved and greatly increased the Panels’ understanding of 
the circumstances and the complexities which underpinned the eventual deaths of Y and 
child X. A greater and more rounded view of Y as a human being emerged, as did more 
questions about the involvement of agencies and their assessment of incidents at the time. 
Inevitably, there were also different viewpoints about what could and should have happened 
and some difficult issues about the polarised views of the two sides of the family. 

  9.3  Whilst a similar exercise was planned with L and her family, this was not 
possible due to her holiday arrangements and the time constraints for completion of the 
report. However, the overview author visited her a second time to share the initial findings 
and recommendations. L was clear that she did not consider that agencies could have done 
anything more to encourage her to have come forward about the domestic abuse before she 
did. She stated that she was not ready, and would not have co-operated before she herself 
had decided to do something about it. She asked that the review consider how her son X 
may have accessed more impartial support immediately after the shooting, to enable him to 
deal with his grief. She highly praised the independent domestic violence advisor, whom she 
found to be extremely supportive and understanding of her situation. She also provided a 
great deal of background context to the information held by agencies, and expressed 
concerns about the difficulties of accessing proper help for the mental health issues faced by 
Y, and the impact of this on the whole family. 

 9.4  The draft report was provide to the family and their views are referred to in the 
analysis section and also in the lessons learned, and have played a significant part in the 
recommendations from this report. Both the paternal and maternal family have also written 
brief statements for the press as a result, and these are attached as addendums. 

 10.   AGENCY INDIVIDUAL MANAGEMENT REVIEWS 

 10.1  The following Agencies were asked to provide Individual Management Reviews: 

 Wales Probation Trust 

 Social Services (Children’s services), Newport City Council 

 Social Services (Community services), Newport City Council 

 Newport Community Safety Partnership 

 Department for Lifelong Learning and Leisure, Newport City Council 

 Aneurin Bevan Health Board – Undertaken By Safeguarding Children Service 
Public Health Wales6 

 Gwent Police 

 Independent Police Complaints Commission 

 10.2  A note was received from the Clerk to the Justices for Caerphilly Magistrates 
Court outlining the information available to them for the Hearing on 12th August 2011. 

                                                           
6
These agencies have not been asked to complete an IMR but rather a summary of involvement 
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 10.3  Individual Agencies were requested to analyse the involvement of the agency 
with the child and family to establish: 

 Were there missed opportunities to identify whether ‘L’/’child x’ were at risk of 
serious harm? 

 How did agencies assess and manage risk taking behaviours? 

 What change was effected by service interventions? 

 Whether practitioners were sensitive to the needs of ‘child X.’ 

 Whether practitioners were sensitive to the needs of ‘L,’ including her needs 
as a victim of domestic abuse. 

 Whether the agency had in place policies and procedures for safeguarding 
young people and whether these were acted upon in this case; 

 Whether the agency had in place policies and procedures for domestic abuse 
and whether these were acted upon in this case; 

 Whether key and relevant points/opportunities for assessment and decision 
making in this case in relation to the child and family were taken in line with 
the Policies and Procedures within the agency; 

 Whether the involvement of the agency with the child and family was 
consistent with All Wales policies and procedures for safeguarding children, 
and wider professional standards concerning safeguarding and domestic 
abuse. 

 
 10.4  Additional questions for the police in relation to the attempted murder of L: 

 What intelligence was held about Y and his history and how did this inform 
the police response? 

 What intelligence did the police have about Y’s access to firearms, who knew 
about this, or about what he intended to do with this weapon, and what are 
implications for future action and learning? 

 
 10.5  The police IMR was crucial to understanding much of what had happened as 

this agency had the most contact with the individuals involved, but it was not ready to share 
with agencies until June 2012, due to the complexity of the issues and the thoroughness with 
which they were investigated. It also emerged during a visit to the family in late May that Y 
had been seeing a counsellor in the private sector for some time before his death. The Panel 
were unaware of this, although it is referenced in the police IMR, and information was not 
therefore requested from that agency until June 2012, and incorporated into the review at a 
very late stage. 

 10.6  Further information also emerged about the family contact with adult mental 
health services at the debrief session on 6th July, and in the visit to L. Further issues about 
the information in the Health IMR were also raised. It was therefore necessary to request an 
extension of the time scale to September 2012, to include all of the family information and to 
allow time to properly reflect on the impact of this on the overview report and 
recommendations. The Health reviewer submitted an addendum report in response to the 
issues raised. 

 11.    PUBLICATION 

 11.1  For serious case reviews in Wales, whilst the whole report is not made 
available to the public, an anonymised executive summary is published. This is to prevent 
the identification of the child or young person, who is still a minor in law. However, for 
domestic homicide reviews, “ in all cases the Overview Report and Executive Summary 
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should be suitably anonymised and made publicly available....unless there are compelling 
reasons relating to the welfare of any children or other persons directly concerned in the 
review for this not to happen”7. The events covered by this review have been highly 
publicised and anonymity will be difficult to maintain. Given the complexities of the incidents 
in question it would be impossible to extricate the history of X from that of his mother and 
father, and significant tensions in the extended family remain. The Panel therefore 
determined that an extended and anonymised executive summary report would be produced 
to outline the learning but to maintain the confidentiality of sensitive family information which 
should not be in the public domain in the interests of supporting the family to move on. 

 12.   TIMESCALE  

 12.1  The initial timescale for the overview report was for this to be presented to the 
Serious Case review Panel in May 2012, with the final report, including Panel 
recommendations being completed by 16th June 2012. However, the complexities of the 
case, which resulted in significant delay in relation to the timescale for an SCR resulted in a 
one month extension being sought from, and granted by, the Welsh Government and the 
Home Office. This was further extended to September 2012 to reflect the complexities of  
this combined review and more effective family engagement in the process. Following this, 
the Newport Safeguarding Children Board required some amendments to the executive 
summary, which had implications for the full report, and this caused further delay to 
November 2012. 

  

 13.   POLICY AND LEGAL FRAMEWORK 
  

13.1  In relation to child X the overriding legislation and Guidance is the Children 
Act 1989, and Working Together under the Children Act 2004, which are underpinned by the 
All Wales Child Protection Procedures. 

 13.2  Domestic Violence is not a specific statutory offence. The term is used to 
describe a range of criminal - and sometimes sub criminal behaviour. Nationally the 
Association of Chief Police Officers (ACPO) has agreed a definition of domestic abuse which 
has been adopted by Gwent Police: “Any incident of threatening behaviour, violence or 
abuse (psychological, physical sexual, financial or emotional) between adults, who are or 
have been intimate partners or family members, regardless of gender’ 

 13.3  Gwent Police Officers abide by ‘The Right to be Safe’, The National Policing 
Improvement Agency (NPIA) produced guidance on investigating domestic abuse. Gwent 
Police have internal policies and procedure for the investigation of domestic abuse and the 
management of risk (DASH). They also adhere to the force policy entitled ‘Threats to Life’ 
(ACPO approved) 

 13.4  Gwent Police Policy on Command and Control structures and management of 
critical incidents (ACPO approved) was implemented on the 19th August following the 
shooting of L. 

 13.5  Current mental health law is set out in the Mental Health Act 1983  

 13.6  The ‘All Wales Protection of Vulnerable Adult’ policy covers issues of 
domestic abuse as applicable to the adult mental health and community services. 

                                                           
7
 Multi Agency Statutory Guidance for the Conduct of Domestic Homicide Reviews p20 
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 14.   FAMILY CONTEXT 

 14.1  The family unit at the time of these events comprised, Y, his wife L, child X 
and his half-brother H from his mother’s previous relationship.  All of the family members are 
white, and were born and raised in South Wales, with English as their first language. The 
parents had been together for 18 years, but did not marry until 2005. The family lived in their 
own house on the outskirts of Newport. It was tastefully furnished, and child X presented as 
a clean and well-dressed young man. Y worked as a lorry driver, and briefly previously as a 
‘door man’ at clubs in Newport, and L is a mobile hairdresser. There do not appear to have 
been any financial problems, although Y is reported to have lost his job in early July and this 
created financial stress for him in the run up to these events.  

15.   FAMILY HISTORY AND CONTEXT – UP TO JULY 2011. 

 15.1  Prior to the events covered by this Review, the family were not well known to 
agencies other than universal services. 

15.2  Y was a large man, being 6'7" tall and weighing around 25 stone. He was a 
body builder and reportedly used illegal anabolic steroids for many years, although he 
stopped doing so over the last year and was attending a drug counsellor to help him to 
reduce his dependence on drugs, including diazepam, which he reportedly used to ‘calm 
himself down’ when he suffered panic attacks. His family describe him as being ‘very 
principled’, and protective of his family, and they report that he was deeply distressed when 
he lost his job in July 2011 as he felt that he was ‘letting his family down’. 
 

 15.3  ‘Y’ also had an earlier history of engagement with mental health services and 
sought support with depression and anxiety from his GP. He had been referred for Anger 
Management but disengaged before therapy commenced in 1995. This included 2 in patient 
stays, in 1987 and 1989, when he had tried to take his own life. His brother committed 
suicide in 1989 allegedly using Ys prescription medication. His sister clarified that Ys first 
suicide attempt followed the breakup of his first serious romantic relationship, and that he 
was then deeply affected by the suicide of his brother. He struggled all of his life to 
overcome the negative experiences of his childhood. 

 15.4  Y’s sister shared with the Panel that, as children, they had frequently 
witnessed severe domestic violence. Y was at times the main carer for his siblings, dressing 
them and getting them to school. Y’s sister described his love of the outdoors as developing 
during this period and, by adulthood, he had a keen interest in hunting and in shooting and 
often took his son X, and his dogs, shooting rabbits with him on weekends.  

15.5  His drugs counsellor in 2011 stated that “Y demonstrated an insightful 
awareness into where the roots of his anger problem lay and gave every indication of 
attempting to put into practice the strategies we discussed.....He was polite and respectful 
towards his counsellor and always aired his views in an appropriate manner”.(Kaleidoscope 
summary p.6) 
 

 15.6  Y also presented in this calm and vulnerable manner in his contact with other 
health professionals, but portrayed a different side of his personality to the police for whom 
he had a deep mistrust, and he is recorded in police records as having been ‘anti police’. He 
is noted to have been very loud and aggressive in his dealings with them, and to have been 
on the periphery of criminal activity, with many friends and associates with a criminal 
background. He had a number of criminal convictions, including possession of unlicensed 
firearms and pepper spray. 
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15.7  At the time of his death a police search of the marital home revealed: 
 
“a number of swords, knives and air rifles.........memorabilia of the KRAY twins.. Underneath 
the pillow or mattress of X’s bed a knife was found.....a military style hunting knife.”  (Police 
IMR p24) 

These reflected Y’s interest in criminality and L describes him as being ‘obsessed’ with crime 
shows and with the Krays, whom he idolised.  This also reflects the very different elements 
of Y’s personality, and of the persona he was able to present according to the situation he 
found himself in.  

15.8   L is described by both sides of the family as having a calming influence on Y, 
and although she was physically tiny in comparison to him, she states, as do Ys family, that 
she was able to control some of his behaviour, and she did attend a GP and counselling 
appointment to support him. L also, however, describes Y as a loving father, but a controlling 
partner who had a temper, and who was prone to frustration and depression and would 
break bowls, plates, and other household items when he was angry. He could at these times 
be very frightening, and she states that “when he was coming at you, you ran”. At these 
times, the boys would shut themselves in their bedrooms, playing on the computer. L has 
alleged years of domestic abuse, including emotional and physical abuse, which his family 
have found difficult to believe given their picture of him, and his childhood experience of his 
father’s violence towards his mother. These conflicting views about Y and his behaviour 
have played a significant role in the tensions between the families in which child X became 
embroiled, and in the engagement of family members with professionals. 

15.9   Child X is described as a ‘lovely boy’ who was quite shy in company and 
whom the paternal family describe as having “idolised” his father and his mother, both of 
whom who gave him unconditional support. He went hunting with his father, but like many 
other 16 year olds was at times obsessed with his Xbox and computer games. His mother 
describes him as her ‘best friend’ and he acted as protector and confidant to her. He was 
close to his half brother and they spent a lot of time together. His shyness extended to not 
wanting to use the toilets at school and he would insist on coming home to do so, which 
resulted in some friction with the school. This need to use his home toilet and shower, 
continued when he stayed with his paternal aunt after his father’s death, and she has 
described having to take him home every day so that he could use the toilet there. Whilst 
child X was quiet and unassuming, he could also become very aggressive when denied his 
own way, as is evident from the school records. 

 15.10  In 2005 -6, child X became very challenging and aggressive at school and 
there was a difficult relationship between the school and the parents following a meeting at 
the school in December 2006 when the police were called by the school Deputy Head.  

 15.11  L subsequently contacted the police alleging that her son had been assaulted 
by a teacher and a referral was made to Children’s Social Care, who held a strategy 
discussion but after contact with the family, closed the case. Child Xs attendance at school 
was thereafter problematic, and the Education Welfare Service attempted unsuccessfully to 
resolve this, although his behaviour did calm down. Both his mother and his aunt have 
described some of this as being his reluctance to use the unisex toilets at school, and his 
father then allowing him to stay at home when he went there to use the toilet.  

 15.12  L contacted the police on 2 further occasions, once in 2007, and once in 
2008, asking for help as she was frightened of her husband.  

 15.13  The call in 2007 was referred to Newport Children’s Services as mother had 
alleged that her husband, Y “emotionally bullies the children” (Newport Children Services 
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IMR 5.5 p5) The Team Manager at that time decided to treat this as a contact only, and to 
send the parents a letter warning them that a further referral may result in a child protection 
visit, and providing numbers for Women’s Aid and the Domestic Violence Helpline. (This is 
now recognised as poor practice which may increase the risks to the victim.)  

 15.14  On the second occasion police recorded that:  

“She explained she was concerned as she and her husband Y were splitting up and she had 
changed the locks and was expecting trouble when he returned from work at 14:00hrs as he 
said he was going to smash the house up and kill her” ( police IMR 6.7 p11 ) 

 15.15  Neither of these incidents has a recorded outcome on police records and 
were not followed up as domestic violence incidents.  

 15.16  The Health IMR records that from September 2009 - November 2010, Y was 
signed off work due to ‘psychological difficulties’ and consulted with his GP on 7 occasions 
during this period in relation to anxiety and depression. One of these visits, in July 2010, 
included L, who confirmed that whilst he was still prone to bouts of anger and aggression, 
these episodes were intermittent and significantly better than they had been previously. They 
were said to relate to his difficult childhood experiences, the impact of which he now wanted 
to deal with, and he was prescribed antidepressants and local counselling services were 
suggested. Eventually L identified through a friend a drug counselling project which was 
willing to take Y on, although his problems were not primarily substance related. 

 15.17  In 2010, when child X was 14 years old there was a further period of conflict 
between child X and the school, and he was then absent for a significant period from 
January 2010 whilst the Local Authority negotiated with parents about his future education. 
He spent a short period at the Learning Support Centre, prior to moving into an early college 
place. His poor attendance and challenging behaviour appears to have continued at college, 
however, and he was described by his tutors as having difficulty with constructive criticism, 
and being disruptive. Despite this, he is noted as having been well liked by his peers. He had 
been accepted onto a WBQ Foundation course in Information Communication Technology to 
begin in September 2011, which would be year 11 for him.  

 16.   NARRATIVE OF SIGNIFICANT EVENTS 

16.1  The period covered by this Review is August – October 2011. However, there 
were many significant events in July 2011, with the calling of police to the home address on 
9th July following an alleged assault by Y on L, and the breakup of the marital relationship.. 
These are included in the overview report in some detail, not repeated here in sensitivity to 
the family. The sequence of events is clear in the following analysis. 

17.    ANALYSIS 

17.1  Although Y was known to the police and to the health services, there was 
nothing to alert professionals to any concerns about the family before the events of July 9TH 
2011. Whilst L alleges many years of emotional and physical domestic abuse and leaving Y 
on many occasions only to return when he threatened to kill himself, this was not known to 
anyone outside of the family, and they did not therefore meet the thresholds for intervention 
from any agency. The family describe a joint family holiday in June 2011 when everything 
went so well that they had planned another holiday together in September.  

17.2  The exceptions to the ‘public’ picture were the 2 domestic abuse calls in 2007 
and 2008, which were not logged as such by the police, so were not known to other 
agencies. Children’s Services knew about the 2007 incident but had taken no action in 
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relation to it. This meant that professionals who became involved during the course of these 
events had no domestic violence history in which to frame the events of 9th July to 19th 
August 2011, when things deteriorated very quickly for the family. There followed multiple 
professional involvement but no real cross agency engagement and action. The police 
instigated multi agency discussion and information sharing via the Multi Agency Risk 
Assessment Conference (MARAC) process on 2nd August, and the Domestic Abuse 
Conference Call system subsequently, but this did not result in any coordinated protective 
action. The speed with which events escalated meant that the police had not been able to 
complete their investigation into one complaint before another complaint or allegation was 
made. This left much unresolved for professionals and for both sides of the family both 
during the events themselves and afterwards, so that there have been numerous 
accusations and cross accusations which have been difficult to resolve. 

 17.3  Health services were represented at the MARAC, though this was early in the 
sequence of events and there was no subsequent contact to health services to engage them 
in any cross agency discussion. This review has identified that Y was attending counselling 
at a voluntary sector project for abuse of illegal anabolic steroids and non prescription valium 
for 8 months prior to these events, up until 11th July 2011. This information was not known to 
health professionals who were treating him at the time, and he did not mention it. The impact 
of this substance abuse and withdrawal may well have been to increase his symptoms of 
mood swings and anxiety and may well have heighted the concerns of health professionals 
and led to a different care plan for him. However, his lack of openness about this is 
consistent with his presentation to all health professionals, to whom he was usually polite, 
but from whom he effectively hid his intentions. His close family, however, report that his 
mental deterioration in the days leading up to his attempt to murder his wife was evident to 
them and that he was not sleeping, was crying constantly and suffering panic attacks. They 
were worried he might kill himself, given his previous history, and sought help for him from 
adult social services on the 16th of August, when they were informed that an appointment 
with a Psychiatrist had been arranged. They did not believe that he posed any risk of harm 
to L and so did not consider this as likely. Y did not share his thoughts with the GP who 
contacted him by telephone on 19th, when he seemed very calm. It is likely by this time that 
he had determined his course of action, and the subsequent events of that day could not 
therefore have been predicted and prevented.  

17.4  Following the shooting, professionals appear to have relaxed their focus on 
the family, as the ‘danger’ and risk was associated with Y who was now deceased. The Gold 
commander stood down, and there was no follow up. This meant that there was a lack of 
any strategic cross agency planning and no coordinated approach was taken to child X and 
crucial information was not shared between the professionals who were dealing with him. 
There are 2 clear occasions on which this could have occurred. The first is following the 
events of 19th August when the police could have convened a Gold group meeting and 
completed a Community Impact Assessment to assess and plan the management of the 
aftermath of those events. The second was on the 23rd August when the police made their 
third referral to Children’s Services. Unfortunately neither of these opportunities was grasped 
and professionals continued to work in isolation. Clearly a multi agency approach would 
have involved different actions on the part of professionals, but it is impossible to say 
whether this would have resulted in a different outcome for child X, who, like his father, did 
not share his feelings or thoughts with his closest family.  

17.5  The analysis that follows is within this context and has grouped together the 
questions posed in the terms of reference to minimize repetition and for ease of reading. The 
attempted murder of L is dealt with first, and followed by an analysis of agency involvement 
up to the death of child X, under each grouping. 



EXECUTIVE SUMMARY – CHILD X AND HIS MOTHER, L 

16 | P a g e            
 

17.1  HOW DID AGENCIES ASSESS AND MANAGE THE RISK TAKING 

BEHAVIOURS? WHAT CHANGE DID THIS ACHIEVE? WERE THEY SENSITIVE TO THE 

NEEDS OF THE MOTHER AND THE DOMESTIC ABUSE ISSUES? WERE THEY SENSITIVE 

TO THE NEEDS OF CHILD X? WHAT DIFFERENCE DID THEIR INTERVENTIONS MAKE?

  

17.1.1 THE ATTEMPTED MURDER OF L 

HEALTH SERVICES 

 
 17.1.2  The health IMR states that : 

 
“Y appeared to others as a ‘strong character’ and had an ‘imposing presence’ weighing 143 
kgs. and being 200.66 cms in height. It was known that he had a criminal conviction and 
there were references in the mental health records to violence including an assault on a 
paramedic and others. These were recorded in 1989 along with a self disclosure that he had 
held his girlfriend against a wall in 1995. There was no other mention of actual violence 
against an individual in the health records until the assault against his wife recorded during 
the mental health assessment that preceded his court appearance for this charge in August 
2011. He had previously told a community psychiatric nurse who assessed him in this same 
period that he ’sorted out’ his own social problems and that this had involved him being 
violent on many occasions. When he thought that the CPN might be alarmed by this 
comment he clarified ‘no not women love, nonce’s and the sort you don’t want as 
neighbours. I make sure they can never cause trouble again’. (Health IMR 8.2 p13) 
 
17.1.3  The IMR author goes on to state that the mental health assessments carried 
out on Y throughout his history with the health service had not indicated any risk posed by 
him to others, and did not alert health professionals to any potential harm to his wife or 
children arising from his mental health issues:  “Prior to the known assault on L, ....there 
was......no suggestion that this violence was directed at members of his family.”  This view 
was supported by the fact that his wife had accompanied Y to a GP appointment in 2010 in 
which she confirmed that:  
“....whilst he was still prone to bouts of anger and aggression, these episodes were 
intermittent and significantly better than they had been previously”(Health IMR p8) 
 
17.1.4  The implication of this statement is that his anger and aggression had been 
worse before 2010 and it reasonable to surmise that it would have had an impact on his 
family, but there is no record of whether L was asked about what this meant, or offered any 
help or support at this time, or whether the impact on their children was discussed. The 
police and social services IMRs record 2 referrals from L in 2007 and 2008 in which she 
stated that she was frightened of her husband. The social care IMR notes that the 2007 
referral included: 

 
“....she (L) has disclosed that she feels that Y emotionally bullies the children” (5.5 p5)  
 

 17.1.5  Unfortunately these referrals were not subject to any multi agency 
assessment and therefore this information was not shared with health professionals. There 
is also no evidence in the health records of L about any health difficulties associated with her 
husband’s behaviour, and similarly nothing of note in the records of their children. Health 
professionals did not therefore, at any point have reason to consider that the mental health 
of Y could have a negative impact on the emotional and physical well being of his wife or 
children, and therefore undertook no assessment of this at any point.  
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 17.1.6  The health IMR acknowledges that Ys mental health was deteriorating 

between July and August 2011, and matters escalated quite quickly: on 8th July 2011 Y’s 
sister contacted the out of hours GP service for advice. After an argument with his wife Y 
said that ‘he could feel his stress levels rising’ and had taken 20 mgs diazepam with beer 
and then another 40 mgs Diazepam. He stated that he had not intended to kill himself but 
wanted to calm down. His sister was advised that he should go to the Accident & Emergency 
Department, which he did but he left after seeing the triage nurse without seeing a doctor. 
The next morning, the 9th of July, he is alleged to have assaulted his wife and he then was 
taken to a different Accident and Emergency Department with a self inflicted cut to his left 
wrist. The wound was treated and GP follow up was requested. In respect of this contact 
with the Accident and Emergency Department, the Incident Investigation Report noted: 

‘a lack of clarity in the notes taken on risk assessment with no request for psychiatric opinion 
despite two consecutive presentations to Accident and Emergency departments with self-
injury’. (Health IMR 8.13 p17) 
 

 17.1.7  The IMR notes that such a request may well have resulted in a more effective 
assessment and plan in relation to Y from this point, instead of which each incident was 
treated in a reactive fashion. Again, no link appears to have been made between his 
presentation and his role as a husband and father. 
 
17.1.8  Y was seen routinely by his GP on 11th July for an HGV medical and these 
admissions to A&E were not discussed. He saw his counsellor at the drugs project on the 
same day and “He stated that he would not take his own life because of the effect this would 
have on his son.” The counsellor noted that Y did not present as agitated in any way and 
appeared rational.  He did not express any angry feelings.  He did not voice any plans to 
harm himself or anyone else.  He said he had moved out of the family home and was living 
with his sister.   
 

 17.1.9  Y saw his GP again on 5th August and was noted to be ‘doing ok’ but with 
some flares of psychological symptoms including anxiety and insomnia. Medication was 
reviewed and prescribed. There was then a third admission to A&E on 9th August following a 
serious planned suicide attempt by overdose of his prescribed medication with alcohol. This 
admission resulted in a mental health assessment undertaken by a clinician from the Liaison 
Psychiatric Service on August 10th. The assessing clinician commented that while they 
“personally did not feel intimidated by Y he was an ‘imposing man’ and selective in the 
information he provided.” (Health IMR 8.8 p15)  The health IMR also notes that Y provided 
very limited information about his history, denying previous contact with mental health 
services and earlier suicide attempts, and the Incident Investigation Report further 
comments on the conflicting information he gave, which is recorded in the written 
documentation for the assessment – for example “He denied any significant history of 
violence, despite awaiting a court hearing for the assault on his wife”. The IMR also notes 
that whilst the clinician was aware of the 2 previous admissions, they could not access the 
full notes as they did not think they were allowed to do so. The investigation report 
concluded that: 
 
“The risk assessment by the Liaison Psychiatric Team was narrow in focus and did not 
acknowledge factors, documented elsewhere in the assessment that would suggest in 
certain circumstances, Mr A was a risk to others. However, there was no indication that on 
the day of the assessment there was either significant or imminent risk to others “ 
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 17.1.10 The outcome of this was an appointment with the Community Mental Health 
Team - offered within a week but refused as Y wanted to see a senior, experienced, female 
doctor. The earliest appointment was a month away on 16th September, and he agreed to 
this. The clinician also made an appointment for Y to be seen by his GP on August 18th. 

Unfortunately both of these appointments were incorrectly recorded in the notes, creating 
confusion for the family and possibly a false sense of security for the GP, who thought that Y 
was being seen sooner by CMHT than he actually was.   

 17.1.11 Y’s sister and her partner have raised concerns about this reported ‘rational’ 
discussion between Y and the CPN. They report being called to collect Y, who was too 
drowsy to dress himself or to get himself to the toilet. He had to be half carried to the car and 
then slept for most the day on his sofa at his home. They stated that they had been given no 
discharge information, and that the appointments referred to in the CPN’s notes were found 
by them on a piece of paper in Y’s clothing after his death. L confirms that, when she saw Y 
on the afternoon of August 10th, which would have been 24 hours later, his speech was 
slurred and he was lying on the sofa, apparently weakened, or she would not have agreed to 
visit. The GP records also confirm that when Y’s sister telephoned the GP on 16th August Y 
was not aware that there was an appointment on the 18th. Given the amount of alcohol and 
sleeping and anti depressant drugs consumed by Y, it is likely that he would have been 
drowsy for 24 hours afterwards, and may not have been able to remember the details of a 
conversation with the CPN. However, further discussion with the CPN confirms the original 
account given that Y was coherent and able to discuss his future care plan.  

 
 17.1.12 Further exploration by the Health IMR author states the following: 

  

“The CPN who assessed Y on the short stay unit does not provide the time that her 
assessment took place but notes that she had three patients to assess that morning but Y 
asked to be seen first.  The CPN thought that he appeared tired and told him that she had 
two other people to see and offered to see him at a later time but he insisted on being seen 
first.  His behaviour that morning was described as ‘polite and amenable towards all staff.  
He chatted to other patients and ate breakfast and lunch’.   

The content of the assessment indicates coherence. Y was able to provide an account of 
both his medical and personal history, that included his ‘difficult childhood’ and having a 
‘very violent father’.  He spoke of being bullied at school and working as a labourer from the 
age of 15 years.  He also talked of his brother’s suicide 23 years previously and his own 
mental ill health at that time.  He also provided information about his criminal offences for 
theft and firearms.  Y told the CPN that the overdose was semi planned and he now 
regretted this.  He explained that he had felt low for weeks as a consequence of going 
through a divorce that he didn’t want.  Referring to the breakdown of his marriage the CPN 
asked him why he thought his wife was unhappy in the marriage, but he raised his hands to 
suggest that he did not know the answer.  The CPN formed the impression that he did not 
believe all hope had gone. 

In trying to decide how best to help him the CPN discussed the options with Y. 

“He told me he regretted the overdose and was not suicidal at the time of the assessment.  
He wanted his wife back and he asked to see a psychiatrist”. 

He was offered an appointment within 2 weeks but declined it following his enquiry about the 
doctor’s experience.  He was very clear that an appointment had to be with a senior doctor 
and female.  The earliest appointment was one month away. Y told the CPN that would be 
fine and that he could keep himself safe until then. 
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 An interim appointment was made to see his GP and the telephone numbers of a 24 hour 
emergency support service provided”  

 
 17.1 13 The concerns and distress raised by the family are acknowledged, and the 

point made that: 
  

“Understandably they would have wished to have been given information about his 
condition. The duty of confidence health staff owe to patients requires that information 
pertinent to a patient’s admission to hospital is not discussed with others, including family 
members, unless the patient gives permission or this is necessary as part of the care plan. In 
these circumstances the expectation would be that the patient would share any information 
with relatives. Had the family members made enquiries of staff then consent would have 
been sought from Y to share information with them. There is no record the relatives of Y 
made any enquiries” (Health IMR Addendum 17/8/12) 

  
 17.1.14  The family description of Y on discharge was very different from his 

presentation recorded in the health records, during his assessment on the ward. This may 
reflect what has become apparent elsewhere in relation to Y’s differing presentations to 
different agencies. He seems not to have let his guard down with any professional, and 
accounts given by police and health portray a very different person – aggressive and 
challenging with the police, and gentle and unassuming with health and his voluntary agency 
counsellor. Different members of his family also experienced this – whilst both sides of the 
family witnessed his mental and physical distress, his aggression to his wife was not evident 
to his relatives. 

 
17.1.15 The family were also concerned that they had not been given any information 
on how to care for Y on his discharge, and what to expect in terms of side effects from his 
overdose. The hospital has since updated the patient information leaflets to ensure that 
family members are better informed when their relatives are discharged into their care”.  

 17.1.16 The charges brought for the alleged assault on L on 9th July, led to an 
assessment by the Criminal Justice Mental Health Liaison Team on August 12th in the cells 
of the Magistrates Courts because of a marker on the Prisoner Escort Record indicating 
mental health problems.  The assessment was undertaken by two clinicians who confirmed 
that an appointment with the Community Mental Health Team had been arranged for 16th 
September. Y was noted to be intermittently angry and tearful, showing some remorse for 
his actions and suggesting that he would be able to resolve his personal problems. He 
offered little background information. The information that these clinicians had received with 
regards to the offence was limited and they believed that the assessment of risk to others 
would be adequately assessed and managed by the courts. Y was subsequently released on 
bail, and the clinicians did not make any follow up in the light of this with primary care. Y 
actually told the GP himself about his arrest, in order to obtain a prescription for his 
medication, but it may have been helpful for the details of this to have been provided to the 
GP by the clinician, and considered in the light of his three A&E admissions in the preceding 
month.  
 

 17.1.17 During this period, on 2nd August, the family had been subject to discussion in 
the MARAC, which is regularly attended by the locality lead nurse for safeguarding, and at 
the DACC, which also has health representation. It is noted in the IMR that the lead nurse 
informed the mental health services about this, however as ‘Y’ was not a client of the service 
at this time, there is no record. ‘Adult mental health services had no additional information 
passed to them about the escalating situation until 16th August when the sister made a 
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contact via Adult Community Care Services, but this contact was dealt with by clerical 
services without any professional making an assessment of risk at this point. 
 

 17.1.18 On 16th August Y’s parents contacted the GP as they were concerned about 
him. The GP believed that Y had a psychiatric appointment that day and advised that Y 
should attend this. The GP noted that Y also appeared to have an appointment with him that 
afternoon. However this appointment was not attended, nor did he attend his GP on 18th 
August (the appointment made by the CPN). Y’s sister also contacted the adult community 
care service on this day as she was worried about her brother, but she did not manage to 
speak to a social worker and the matter seems to have been dealt with by an administrative 
clerk. No contact was therefore made by adult care services with the GP and no assessment 
of risk was made by a professional.  

 17.1.19 On 19th August, Y’s sister contacted the GP and confirmed that the 
appointment with the psychiatrist was actually for 16th September and not 16th August as the 
GP believed and that her brother was in need of medication. The GP correctly explained that 
in view of the previous overdose, Y would need to attend to be reassessed before 
medication could be prescribed. It appears that Y was not aware of the GP appointment 
made for the 18th. A new appointment was made for the 22nd and the contact details of the 
CPN that had been noted on the assessment was provided. The GP later made telephone 
contact with Y, who seemed to be calm and not in any way distressed. Y agreed to a 5 day 
prescription to be collected by his sister and to attend the surgery on 22nd for review. 

 17.1.20 The GP therefore had limited information on which to assess Y and had no 
spoken contact with any other professional to assist in diagnosis and management. There 
was no coordinated assessment which would provide a picture of ‘Y’ as someone who had 
become a high risk of harm to himself and his wife. There was no liaison between the police 
and the health services other than via the MARAC. The family state that Y had told them that 
he was ‘having a breakdown’. Later that same day Y attempted to kill his wife and then 
hanged himself. 

 GWENT POLICE 

 17.1.21 The key agency during these events was the police, who responded to calls 
according to protocol and, as above, shared information via the MARAC and the DACC and 
sought children’s services support for child X. Police dealt with a total of seven calls made to 
the control room between 9th July and 18th August and L made 2 visits to her local police 
station and was seen by local officers. However, a minimum of 24 different officers were 
involved either directly or in a supervisory or decision making capacity (34 by the time of the 
death of child X) and there is little evidence that information about each separate incident 
was effectively linked together to provide an overview of events. This number of officers is 
normal in an area the size of Newport and would have involved different officers covering 
shifts and responding to a huge number of calls on each. This represents a challenge to the 
Police service in ensuring that all calls are logged correctly so that a fully informed picture 
can be developed in ongoing situations. Unfortunately, the two calls on 9th July and 23rd July 
were not notified to the DVU by the attending officers so there was missing information 
which may have better informed the risk assessment. The police IMR points out that 

“Much of the police risk identification and management practice described in the chronology 
appears static. At no time throughout the critical period do the wider risks to child X become 
understood or recognised by officers.  There is an accumulation of facts and detail gathered 
on a piece meal basis. The focus of police activity was predominantly aimed at the ‘Threat to 
Life’ issues and protection of L from Y” (9.4 p31) 
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 17.1.22 As above, the initial incident on 9th July was not recorded by the attending 
officers as being a domestic abuse incident, and L did not at that time make detailed 
allegations about domestic abuse. This delayed the completion of a Domestic Abuse 
Stalking and Harassment  form until 19th July when L called into the police station and was 
subsequently assessed as being at high risk of harm. When the police responded to the calls 
from L on 23rd and 24th July they were unable to take any action as Y was not committing 
any offence and she had not yet made a formal statement of complaint. These calls did 
however, reflect her growing anxiety about her level of risk from Y, and she made a formal 
statement the following day, the 25th July.  

 17.1.23 The referral into the MARAC process did not happen until 2nd August 2011, 
but there were:  

“......a number of safety measures implemented to protect and minimise the risk of serious 
harm. These included locks being changed a ‘safe room’ within the home, tetra alarms and 
warning markers on appropriate addresses.” (Police IMR: 9.7 p31).  
 

 17.1.24 Y was arrested twice in August 2011, and on both occasions he had 
presented himself at the police station when requested to do so. The first was on 6th August 
when he was questioned by officers from the Serious Violent Crime Team in relation to the 
alleged assault on his wife on 9th July. They were unable to detain him as there was no 
corroborating evidence and so released him on bail pending further enquiries which related 
to obtaining witness statements from child X and his brother H. The second arrest was on 
August 10th, in relation to the threats to kill his wife and her male friend whom he believed 
had been having a relationship. This arrest followed the dispatch of an armed response unit 
to find Y, and both his wife and her friend being offered protective custody at the police 
station. Again, faced with his denial and a lack of corroborative evidence, whilst police were 
able to obtain agreement from the Crown Prosecution Service that the threshold was met to 
charge him they were unable to legally detain him.  
 

 17.1.25 However, the brother of child X had meanwhile made a statement 
corroborating the assault on his mother by Y on July 9th, and the custody sergeant refused Y 
bail because of the seriousness of the allegation and remanded him into custody for a court 
appearance. As stated previously, ‘Y’ was assessed by the Criminal Justice Mental Health 
Liaison Service and was not considered by them to warrant intervention under the Mental 
Health Act.  Although a strong application was made to the court to have him remanded into 
custody, this failed and he was again bailed, this time with restrictive conditions and a 
residence requirement to his sisters address.  
 

 17.1.26 The prosecution application outlines a high degree of concern about the  
 safety both of Y himself and of his wife and her male friend. It also states that: 

 
 “H (half brother of child X) has assisted the police with the investigation as he personally 

believes these threats and fears for the welfare and safety of his mother”(Police IMR,  p19)  
 

 17.1.27 L then returned to the family home to live with child X and H, subject to the 
police domestic violence arrangements above.  
 

 17.1.28 Whilst Y was on bail, there were 2 incidents where allegations of breaches of 
bail were made by the maternal family. The first was on 14th August and related to Y possibly 
attending the gym he was a member of, which fell within the bail exclusion zone. The second 
was a call from L on 16th August who had returned to her home complaining that Y had been 
in the property whilst she was staying away, and had poured bleach over some of her 
clothes. Both of these allegations were being investigated in that police officers sought to 
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prove or disprove them, and a statement was taken from L about the latter incident. 
However, Y was not interviewed about either. The police IMR states: UPDATE 
 
“The incident involving the bleaching of clothes belonging to L is likely to have occurred on 
the 10th of August (as stated by X) when Y had established that she had been intimate with 
the male friend. However in the absence of information to prove that assertion Y should have 
been questioned about the damage. The review has established that the crime had been 
recorded and through a process of allocation to an investigating officer, was waiting further 
inquires to be made. L was shot before the crime was fully investigated. In this particular 
review it is very unlikely had a breach of bail been proven to the court that Y would have 
been remanded. The offence with which he was charged was highly unlikely to result in a 
term of imprisonment......... 
 
17.1.29 The timing of the incident of the bleaching is important, as the allegation that 
it happened on the 10th August meant that it occurred before bail was set and was not 
therefore a breach. It was therefore dealt with as an offence of potential criminal damage, 
and as such did not impact on the assessment of risk to L. Neither the Serious Violent 
Crimes Team nor the Domestic Violence Unit were fully aware of this incident or of the 
potential breach of bail and the DASH was not reviewed and updated in the light of this. Had 
this happened, there may have been greater awareness of the increased risk of harm 
towards L and this could have been represented to court to amend the bail conditions. 
 
17.1.30 The solicitors for Y made a successful application to have his bail relaxed on 
18th August, and the CPS did not have this new information as they had not been in contact 
with either L or the police before the bail variation hearing. This meant that neither the police 
nor L were able to influence the court decision or to be heard about the escalation of 
tensions. 
 

 17.1.31 The review therefore highlights some issues in relation to the consistent 
management of ‘high risk’ category domestic abuse victims.  The overview author was 
advised that there were more than 30 ‘high risk’ cases being dealt with at the time. Given 
that not all events were being identified as domestic abuse, and were being dealt with by 
different officers, there does not appear to be any obvious means of determining when 
things have escalated for someone within this category, other than when there is a serious 
threat to life incident.  

 17.1.32 The police IMR makes reference to the need to link information more 
effectively, and to action now being taken within the force to address this issue. However, 
matters are complicated by the role of the Serious Violent Crimes Team, and the fact that 
DV incidents are referred to them and dealt with alongside other serious assaults in the 
community. Although every incident is the responsibility of an identified sergeant, it is not 
clear how officers could differentiate and prioritise, and how a clear handover from the DVU 
to the SVCT was achieved and understood by all involved. That is, there needed to be one 
allocated officer in charge as soon as the matter was referred into the SVCT and a clear 
channel for all information to be highlighted and passed to them to ensure an accurate 
overview of the case.  The IPCC investigation has also highlighted that there was no clear 
understanding of which cases should be referred to the SVCT – whether this was all high 
risk or just those with additional issues. 

 17.1.33 This issue of high risk and priority was further complicated by the use of the 
term ‘urgent’ being applied to the markers on two addresses, indicating that ‘urgent’ 
attendance was required.  This does not reflect the four call grading used by Gwent police 
of: ‘Emergency’, Priority, Scheduled and Resolution without Deployment, meaning that the 
call handler had to interpret what this meant, leaving room for error.  
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 17.1.34 There were also 4 logs which were closed without the correct domestic abuse 
markers and which did not therefore find their way into the DVU via the DACC. As above, 
this contributed to there not being a full picture about the level of risk and the escalation of 
events.  

 INDEPENDENT DOMESTIC VIOLENCE ADVISER 

 17.1.35 The IMR gives the following helpful summary of the role of the IDVA: 

“IDVAs are trained specialists who provide a service to victims who are at high risk of harm 
from intimate partners, ex-partners or family members, with the aim of securing their safety 
and the safety of their children.  Serving as a victim’s primary point of contact, IDVAs 
normally work with their clients from the point of crisis, to assess the level of risk, discuss the 
range of suitable options and develop safety plans” (IMR p11) The IDVA Is expected to also 
work closely with the police Domestic Violence Officer and to advise them of any changes to 
a victims circumstances which might affect the safety planning and risk assessment in place. 

 17.1.36 The posts are part of a four year National Initiative and are grant funded by 
the Home Office, and usually hosted by the police, voluntary sector providers, or local 
authorities. In this case the IDVA is hosted by Newport City Council. Their role is closely 
linked to the MARAC process, from which they take referrals. The funding for Newport 
allows for one full time post only, and the grant runs out in 2012, so that the future of the 
service is uncertain. 

 17.1.37 The IDVA in this case was allocated via the MARAC process on 2nd August 
and made contact with L prior to that meeting to complete an individual case plan, and she 
was in daily contact with her thereafter, by telephone and text. L speaks very highly of this 
service. The IDVA provided emotional and practical support, including advice about housing 
and personal safety. Many women find this to be more accessible than a police Domestic 
Violence Officer, as they are independent and have a different training which focuses more 
fully on empathy and support rather than the detection and prosecution of crime.  

 17.1.38 However, the IDVA role in this case was isolated from events and no statutory 
agency contacted her after the initial referral to involve her in discussions about the 
escalating situation. Indeed she had to take responsibility for chasing information, including 
the address and contact details for L which was not on the initial documentation. L states 
that the IDVA often did not know about things that had happened and that she herself 
passed information on to her. The IMR records: 

“Following the shooting on 19th August 2011, the IDVA could not get hold of L. Attempts 
were made ...... to obtain details of ....... whereabouts but no information was given by the 
Police”(IDVA IMR,   2.3 p7) 

 17.1.39 She was subsequently contacted by L from hospital. 

 17.1.40 Other agencies therefore do not necessarily understand the importance of 
this role in providing risk management and support. The IMR highlights both the scarcity of 
this resource and the need to provide the post holder with proper supervision to ensure that 
she is linked into other domestic abuse resources in the Council and has an opportunity to 
discuss the impact and progress of safety plans. Due to there being only one IDVA, there is 
no cover during periods of sickness and holidays. The IDVA is unable to take more than 15 
high risk cases at a time, and there are usually more than this pending. As previously stated, 
there were 30 at the time of these events. 

 17.1.41 The IMR makes a number of helpful recommendations to support a more 
effective service in future. 
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 17.2  THE DEATH OF CHILD X 

 17.2.1  The serious case review into the death of child X is covered by “Working 
Together Under the Children Act 2004” which requires only an anonymised summary of the 
overview report, and far less detail than that provided for the domestic homicide review in 
order to protect the confidential information related to the child. The summary of events 
following the attempted homicide of the mother of child X is covered in the introduction to 
this report and is not therefore replicated here.  

 17.2.2  However, the summary findings are that whilst there was significant single 
agency contact with child X and his family, there was no multi agency co-ordination of 
information sharing or planning to safeguard his welfare. Following the shooting the Police 
had declared a ‘critical incident’ and appointed a Gold commander as is required by force 
protocol to manage the risks posed by an armed man being on the loose. This was a 
firearms commander, and when Y was subsequently found hanged in the woods, the police 
stood down. No strategy meeting or discussion took place between agencies to manage the 
aftermath. Child X was found in his mother’s house three days later, having cut his wrist, and 
was taken to hospital where he was assessed by CAMHS. This did not spark any 
interagency dialogue about the potential aftermath of the shooting and suicide, although the 
police were contacted as a ‘999’ call. 

 17.2.3  There were no proactive steps taken by any agency following the shooting to 
ensure that child X was safeguarded and that his welfare was being promoted. These events 
were fully reported and sensationalised in the local press, yet there does not seem to have 
been any awareness by senior officers that this was a series of exceptional events which 
may require some co-ordination.   

 17.2.4   Following the shooting, it would have been helpful for the police to have 
convened a Gold group meeting to consider the management of the aftermath of this critical 
incident: 

 
“A Gold Group is a meeting of relevant multi agency personnel of strategic level who 

convene in response to critical or community issues. “ (Police IMR 3.18 p9) 

17.2.5  The criteria for this was met, but not implemented. This meant that there was 
no community impact assessment completed by the police. A Community Impact 
Assessment should have been completed for the community / area. The victim and offender 
lived in the same area and the shooting and suicide all occurred close by.  These (CIA) are 
routinely instigated by police to achieve the following:- 

1. The enhancement of investigative effectiveness.  
2. The protection of vulnerable individuals and groups.  
3. The promotion of community confidence.  
4. The development of community intelligence.  
5. An understanding of all aspects of the incident being dealt with.  

 
17.2.6  The CIA would usually sit below a gold group and the CIA process should 
identify issues that require escalation to a strategic level. This may have resulted in child X 
and also the wider family being identified as potential victims who were in need of support 
and for a multi agency perspective to be taken. As a minimum, police officers may have 
linked the events and taken a more proactive view. Without this, individual officers found 
themselves pressurised by opposing family views, and referred to Children’s Services who 
then failed to carry out a multi agency assessment which could have resulted in proper 
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information sharing and co-ordinated action to safeguard child X. There was no senior 
management oversight of the service response to child X by Children’s Services. 
 
17.2.7   The other key mechanism for the management of risk was the Section 47 
strategy discussion held by Children’s Services in response to the police referral following 
child X’s self harm on the 22nd August. Unfortunately this involved a discussion between a 
senior social work practitioner, and a police sergeant, but no other agency.   
 
17.2.8  The outcome was for social services to carry out an initial assessment. Whilst 
the Children’s Services IMR states that the decision to hold a strategy discussion at this 
point was following the process of the All Wales Child Protection Procedures, those 
procedures actually state that an initial assessment should be carried out before a strategy 
discussion, not afterwards. The procedures then give the following possible outcomes for a 
strategy discussion: 

“• No further action if it transpires that the allegation is without substance and there 
are no other concerns; 
• Referral for support services if preliminary enquiries have revealed significant 
unmet needs for support and services but no issues in relation to significant harm; 
• Child protection section 47 enquiries; 
• Core Assessment, under either section 47 or section 17; 
• Strategy Meeting to plan the child protection section 47 enquiries and/or criminal 
investigation where there is continuing cause for concern; 
• Emergency action to safeguard the child if he or she is considered to be at 
imminent risk of significant harm.”(All Wales Child Protection Procedures 3.4.2 p63) 

 
17.2.9  An initial assessment is not therefore a possible outcome of a strategy 
discussion, so that neither the strategy discussion nor its outcome, were consistent with the 
All Wales Child Protection Procedures.  
 
17.2.10 This has been in part explained to the Panel by the way in which ‘strategy 
discussions’ were being used by the Duty and Assessment Team, as a means of obtaining 
information from the police, rather than as a means of sharing information to determine 
whether action is required to safeguard a child. The national police move to centralised 
services has changed the working relationship between local social work teams and the 
police, in that, rather than being able to call a local office to ask for information to be shared, 
social workers or their managers are required to ring into the central number and then to wait 
a call back from whomever is on duty. A request for a strategy meeting is potentially the 
most effective way for this to happen quickly. This can also make it difficult for health 
participation in the discussion to be co-ordinated, as whilst prioritised within the police, call 
back time is unpredictable, and discussion at the Panel highlighted a concern about the 
subsequent lack of involvement of health professionals. The police also reported a 
significant increase in the numbers of strategy discussions being requested which have no 
child protection outcome. This issue requires further investigation by the Local Safeguarding 
Children Board.   
 
17.2.11 The Children’s Services IMR in relation to child X rightly concludes that: 
“At this stage following the strategy discussion with police (on August 23rd), the decision 
should have been taken to hold a multi-agency strategy meeting involving health (including 
CAMHS specifically) professionals as well to agree a joint plan of action to be agreed to 
ensure that any intervention was co-ordinated and that services were not either duplicated, 
or, more importantly, missed.”(p14 8.36.) 
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 This would have been consistent as an outcome from the strategy discussion, but did not 
happen.  

 17.2.12 Having determined that an initial assessment was to be undertaken the social 
worker did not then follow the All Wales procedures in relation to initial assessments: 

“The social worker co-ordinating the initial assessment should approach other agencies with 
requests for information. The social worker should make clear the nature and purpose of the 
request, and record the request and the response in writing.”8  
  
17.2.13 In addition, the assessment did not address whether child X was in need of 
protection, but rather focussed on the idea of undefined ‘support’. It also fell well outside of 
the required seven day timescale for completion and as such should have triggered a 
management response – the timely completion of assessments is a national performance 
indicator which Children’s services protocol in Newport would be monitoring. 
 
17.2.14 The other relevant multi agency protocol is the pan-Gwent Procedural 
Response to Unexpected Deaths in Childhood (PRUDIC). Following the death of child X the 
ICS recording does not identify whether an Information and Planning meeting was held as 
identified in the PRUDIC protocol, or whether, if this meeting was held, it was attended by a 
representative from Children’s services. However, the Panel has confirmed that a Gold 
group meeting was convened by the police and was attended by senior representatives at 
this point. There does appear, therefore, to be some confusion about the application of such 
protocols, which although understandable given the rarity of such tragic events, needs to be 
clear for the future. 
 

18.   GOOD PRACTICE 
 
18.1  The police introduction of the Domestic Abuse Conference Call process is 
good practice and provides an important multi agency forum for discussion of domestic 
abuse incidents across Gwent and a link into the MARAC process. It also enables action to 
be allocated to the appropriate service and represents a significant and positive investment 
by Gwent Police. This is further supported by the links to The Serious Violent Crime Team to 
enable an effective response to high risk incidents. 

 18.2  Whilst there is little evidence of any joined up approach being taken, there are 
examples of individual good practice which can be learned from. These relate specifically to 
sensitivity in dealing with L and with child X himself. 

 18.3  Individual police officers seemed to be sensitive to the needs of child X. For 
example, on 10th August when the armed response unit attended at the home address to 
find child X there, the officer was instructed to, if necessary, remove child X using force, but 
he spent forty minutes talking with him to persuade him to leave. The officer had reason to 
believe that Y was armed and knew that he was anti police, and that he may arrive at the 
address at any point. This was therefore a very brave thing to do, and demonstrates 
empathy with child X and his situation. 

 18.4  On the night of September 4th the police were under pressure to arrest child X 
in relation to the alleged assault on his grandmother’s partner. The DI refused to do this, in 
recognition of his difficulties, and put this off until the next day. 

                                                           
8
 All Wales Child Protection Procedures, 2008, 3.3.3. p56  
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 18.5  Again on September 23rd another officer who had interviewed child X offered 
to visit his home and collect his belongings for him. This was beyond her job description but 
evidences her sympathy for him. It is unfortunate that she was not able to convey this in her 
meeting with the family. 

 18.6  The family talk highly of the CAMHS doctor who saw child X, and who 
telephoned the home to make sure he was ok. They felt that he was ‘good with X’ and he did 
offer an immediate and considerate service. 

 18.7  The IDVA was also highly praised by L, as being consistent in her emotional 
support to her, even after the incident on 19th August, when her service should have been 
withdrawn. She was in fact the only consistent professional throughout the whole sequence 
of events. 

19.  TEENAGE SUICIDE 

 

19.1  The deaths of young people feature more often in serious case reviews than 
might be realized; of the 161 cases included in the overview of serious case reviews 2003-
20059 thirty children over the age of 11 died and a further sixteen were injured; fourteen of 
these deaths were from suicide and mostly involved older adolescents, sixteen of the 
children were living in care settings at the time of the incident although some of them were 
on the run.  Young people over the age of 13 featured in a third of the in depth sample of 47 
cases. These figures were very similar in the second overview report 2005 –2007, and are a 
considerable issue in Wales, where, suicide is most common in males aged 15-44, the rate 
for this age group in 2009 was 18.8 per 100,000.  

19.2  Many of these are linked to family relationships and are often associated with 
abuse, neglect and unresolved conflicts between teenagers and their parents. As a 
consequence these young people are hard to cope with in their placements and at school, 
and subsequently can be unsupported in dealing with the complex issues they are trying to 
resolve in their lives. 

19.3  Regardless of links to abuse and conflict, there is a considerable body of 
research which indicates that depressive feelings and depressive disorders increase during 
late adolescence10.An American study of young people aged 19 to 25 years found practically 
12% had a mood disorder11. Emotional and mental distress can lead young people to self-
harm. A survey of 818 young people in the United Kingdom found 22% of those aged 11 to 
19 years admitted to self-harm. Young women are more likely than young men to harm 
themselves; practically one in three (32%) young women of this age group admitted to self-
harm12 Suicide is also more common during adolescence. An analysis of the World Health 
Organisation mortality database showed global suicide rates to be 7.4 per 100,000 among 
adolescents aged 15 to 19 years of age. Gender appears to influence the outcome of suicide 
attempts; the rate for young men was 10.5 per 100,000 compared with 4.1 per 100,000 for 

                                                           
9
 Brandon, M., Bailey, S., Belderson, P., Gardner, R., Sidebottom, P., Dodsworth,J., Warren, C. and Black, J. (2009) 

Understanding Serious Case Reviews and their Impact: A Biennial Analysis of Serious Case Reviews 2005–7. London: 
Department for Children, Schools and Families. and Brandon, M., Bailey, S. and Belderson, P. (2010) Building on the 
learning from serious case reviews: a two-year analysis of child protection database notifications 2007-2009:research brief. 

London: Department for Education. 
10

  Fombonne E., Depressive Disorders: Time trends and possible explanatory mechanisms – In Rutter M., et al– Psycho 
social disorders in young people 1995  
11

 Blanco et al. Mental Health of College Students and their non – college attending peers 2008 
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young women. In contrast, girls outnumber boys in suicidal behaviour. Suicide rates vary 
dramatically depending on the country studied and the time frame. 
 
19.4  Self-harm is associated with feeling isolated, academic pressures, suicide or 
self-harm by someone close, family problems, being bullied and low self-esteem 13Many of 
these factors are issues confronting the children of parents with mental illness, learning 
disabilities, alcohol and drug misuse and domestic violence. Similarly, suicide in young 
people is related to an array of coexisting problems rather than a single issue such as 
parental mental illness or parental alcohol problems. For example, increased risk of suicide 
in young people is found to be associated with parental suicide or early death, hospitalisation 
for mental illness, unemployment, low income, poor schooling and divorce14. More recent 
research by Brent and colleagues (2007) shows similar results; a family history of both 
depression and substance abuse and lifetime history of parent–child discord were most 
closely associated with adolescent suicide. 
 
19.5  Awareness of these issues and of relevant research is clear in the IMRs. 
Many of these factors can be, in hindsight, identified in relation to child X, and it is clear that 
CAMHS in dealing with him were aware of and working to this framework of understanding, 
but did not have access to the full information about the changes in the world of child X that 
would enable the high level of risk to be identified at the time. 
 

20.   LESSONS LEARNED 
 

 20.1  The complex dynamics that can surround families dealing with domestic 
abuse and parental mental ill health may make it difficult for parents and for professionals to 
understand how children feel. As a result, children's needs are often overlooked and they do 
not receive the support they need.  Some children, particularly boys, will not talk to anyone 
about their problems and many children report coping by avoiding problems (emotionally or 
physically) or by distracting themselves.15 L describes child X as withdrawing to his bedroom 
and his computer in order to avoid family tensions and to pretend that everything was okay 
in his world.  

 
 20.2  Learning from research has led to established processes and practice 

improvements i.e. MARAC, specialist services, risk assessment tools and multi-agency/ 
integrated service delivery, which has been implemented in Wales to address domestic 
abuse as a safeguarding and child protection issue. Unfortunately this review has identified 
that these processes were not sufficiently focussed on the needs of child X, and were not 
effective in linking together incidents and providing an overview and opportunity for 
coordinated planning.   

 
 20.3  The use of the Gold group meeting following the critical incident of 19th 

August to convene a senior group of agency representatives, and to commission a 
Community Impact Assessment, would have assisted in ensuring that a multi agency 

                                                                                                                                                                                     
12

 Affinity Health Care (2008) New Survey Reveals Almost One in Three Young Females Have Tried to Self-Harm 
www.affinityhealth.co.uk/pdf/SHS.pdf  
13

 Mental Health Foundation (2006) Self Harm. London: Mental Health Foundation. www.mhf.org.uk/information/mental-
health-a-z/self-harm/  
14

Agerbo et al. Familial psychiatric and socioeconomic risk factors for suicide in young people British Medical Journal 325, 

2002. 

15
 Gorin, S (2004) Understanding what children say: children’s experiences of domestic violence, parental substance misuse 

and parental mental health problems. London. NCB 
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approach was taken to the wider family. This may well have identified their needs as 
secondary victims to the attempted murder of L and the death of Y, and therefore have 
prevented the escalation of family tensions and a proactive approach when these became 
apparent to the police. It may also have produced better senior management oversight in 
Children’s Services and a fuller and more helpful multi agency core assessment to have 
been undertaken. 

 20.4  Gwent police have acknowledged the need to improve their linking of calls so 
that the real issues and volume can be determined and an officer allocated to manage these. 
This has been identified in a previous incident and is the subject of a current action plan to 
commission a system which will enable better filtering and grouping of calls so that they can 
be overseen by the relevant senior divisional officer. This may also assist in more effective 
management of high risk category domestic violence, so that immediate action is taken in 
response to related calls even when there is no clear offence being committed.  

 20.5  The police have already introduced better intelligence and information sharing 
through their daily management meetings, where all calls are discussed together with actual 
and potential breaches of bail, and decisions are made about proactive steps to protect 
victims, with senior divisional managers taking responsibility for ensuring that those actions 
are taken. This coupled with further training for call handlers and officers on domestic abuse 
should avoid the mis handling of calls and information which occurred in this case.  

 20.6  As stated previously, the effectiveness of the DACC and MARAC processes 
may also be improved by the adoption of an agreed multi agency screening and risk 
assessment tool so that there is agreed and consistent action taken to families where there 
are potential risks to children and young people. This may also address the effective 
management of the high volume of domestic abuse ‘contacts’ made to Children’s Services, 
and ensure that miscommunication and lack of understanding about whether social care are 
actually involved is addressed. 

 20.7  The police have also reviewed the staffing and organisation of the Domestic 
Abuse and Serious Violent Crimes Team, and have recommended that the latter receive 
training on the nature and impact of domestic violence. The option of creating a single 
dedicated Team dealing with all aspects of domestic violence was identified in the recent 
Gwent Police Review, and was also discussed at the Panel as a means of ensuring that 
these incidents were managed consistently and were not being prioritised against other 
violent crimes in the community. 

 20.8  The role of the IDVA is a very positive one, but needs to be more clearly 
embedded in the process, in that the IDVA needs to be kept fully informed when things 
change, and should be involved in any multi agency planning. The IDVA in this case was a 
valuable source of support to mother but was not aware of the deteriorating relationship with 
child X and its potential consequences. This is being addressed by the bringing together of 
all domestic abuse resources in the Newport into one Unit, managed by the Head of 
Community Safety in Newport Council. However the future funding of this post, and the 
minimal resource that it represents needs to be addressed and the importance of the role 
recognised and embedded in the permanent staffing structure. 

 20.9  Agencies were unaware that Y was accessing voluntary project drug 
counselling and did not therefore seek their early involvement in this review. The creation of 
this single Domestic Abuse Unit in the Council will provide the opportunity to consider how 
voluntary sector providers can be better engaged in multi agency awareness and planning in 
relation to these issues, including their safeguarding responsibilities where parental 
substance misuse and mental health are factors. 



EXECUTIVE SUMMARY – CHILD X AND HIS MOTHER, L 

30 | P a g e            
 

 20.10  The discharge procedure for Y from the short stay unit at A&E did not appear 
to address the issues of how Y would be supported when he left the hospital and the family 
has raised concerns about the process and the robustness of the plan made for him as 
reported in the written notes. The health management reviewing officer has been told that 
new patient information leaflets have been produced that suggests the involvement of 
significant family members in consultations is often helpful.  These are now provided to 
patients with new appointments.  This information, along with contact details of where family 
members can access support for themselves or for family members they are concerned 
about, should be made more readily available 

 20.11  CAMHS are aware of their multi agency context and worked with child X on 
the assumption that the paternal family understood the advice being given and that things 
were going well. This was not of course the case.  Consideration needs to be given on how 
better to engage with families to ensure that they are able to understand the danger signals 
from young people, and also to consider whether those families themselves have need of 
support, or are the right people to be providing it. The requirement to agree a written plan 
which is specific to the patient, may be helpful here, and will need to include the capacity for 
the family to meet the child or young person’s needs and what help they need to do so. In 
addition, the issue of parental consent needs to be clearly addressed in every case. This 
issue is addressed in the recently developed Pan Gwent Teenage Self Harm and Suicide 
Guidance being rolled out across agencies. 

20.12  There have been widespread changes in Children’s Services since these 
tragic events. The service has been undergoing a whole scale transformation, which has 
sought to increase the preventive resources for children on the edge of care, and also to 
further clarify the role and responsibilities of the Duty Service. The Corporate Director, Care 
and Customers, who holds the statutory responsibility of Director of Social Services, has 
written in response to a complaint from the family setting out a number of changes to ensure 
that these circumstances do not arise for another young person. This includes more effective 
senior management oversight, particularly in relation to ‘exceptional’ incidents, and more 
focussed and effective supervision of social workers to ensure that assessment and planning 
clearly reflect engagement with other agencies. Team Manager, Senior Practitioner and 
social worker posts have been increased at the front line. The Council has also recently 
carried out a threshold audit, was made available to the author, and are in the process of 
setting up a review of strategy discussion arrangements, to ensure that multi agency working 
is effective. This needs Safeguarding Board oversight and is included in the 
recommendations from this report.  
 

 20.13  The CPS did not advise either the police or the victim when dealing with a bail 
variation application by Y, and they therefore had no time to make representations. This 
appears to be standard practice and is in need of review, as there is too much potential for 
important information to be lost and for victims to be placed at risk as a consequence. 
Similarly, it is surprising that Magistrates courts do not seem to question this practice or to 
check the victims’ views before approving bail variations in which they have had no say. The 
good work of the police and other agencies is potentially seriously compromised by this 
position. 

 20.14  The Welsh Government ‘National Action Plan to Reduce Suicide and Self 
Harm in Wales 2009-2014’ sets out seven objectives and identifies responsibilities for 
agencies and partnerships across Wales set out as 75 supporting actions. The supporting 
actions for Health Social Care and Wellbeing Partnerships, Children and Young People’s 
Partnerships and Local Safeguarding Children Boards include: 
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 Improving children and young person’s mental health through the Network of Healthy 
Schools Schemes 

 Integration of suicide prevention in relevant local plans 

 Expansion of school based counselling services 

 Delivery of training programmes to develop understanding of suicide 

 Ensuring timely access to broad-based information and counselling for people 
experiencing personal difficulties 

 Establishing processes for engaging with children and young people 
 

 20.15  These areas for development appear particularly pertinent to cases like child 
X, particularly in relation to full involvement of schools and the improved training of 
professionals to recognize the potential precursors to teenage suicide.  

 
 20.16  Social media and the use of mobile phones to text and to share information 

amongst family members played a huge part in creating and maintaining tensions amongst 
the family, and also particularly for child X. The impact of this was not recognised and needs 
to be fully considered in all of the work that professionals do with families, and in the 
management of domestic abuse cases. 

  
20.17  There was a failure in the Adult Social Care Services to provide appropriate 
information to the family in respect of the contact made by ‘Y’s sister about her concerns for 
her brother. Since this incident both the duty systems of Social Services and the CMHT have 
been re-configured to enable a more direct route into the CMHT and an assurance that all 
duty contacts are assessed by a clinician qualified to make decisions around risk. There do 
remain, however, issues about the information being shared with the Panel representative so 
that the review could have access to all of the facts in a timely manner. The status of such a 
review needs to be clarified at the outset in future to avoid the delays which have affected 
this review. 

20.18  There are also recurring issues throughout this review about the use of the 
term ‘mental illness’ which has created difficulties for agencies and for the family in terms of 
their expectations about what could and would be done to assist Y. At the time of these 
events he did not have a formal diagnosis of mental illness but was accessing help from his 
GP for his psychological difficulties and was on medication in relation to this. Both the police 
and the family made reference at various points to his mental health difficulties and his wife 
and his sisters sought help for him at various points through his life and at the time of these 
events on this basis. Their expectations about the level of help he would receive were 
however unrealistic, given that he had not reached the criteria for compulsory intervention 
from mental health services and could choose to accept or decline help, which he had done 
several times in the past. The management of his mental distress and the decision to seek 
further psychiatric assessment would have been the responsibility of the GP, with whom he 
was in contact, yet the GP had not received timely and important information about his 
apparent mental deterioration or of the risk he posed to his wife. 

20.19  The lessons learned from this must be for professionals to be clearer in the 
use of terminology, and to ensure that both they, and the public, have a clear and mutual 
understanding of what is being said and the implications of this. Also, the criteria and route 
for accessing mental health services needs to be better communicated to professionals and 
to the public, and the role of the GP acknowledged and supported in dealing with those 
individuals who have psychological problems, which do not apparently meet the service 
criteria for acute mental illness. This includes ensuring that GPs have the necessary 
information on which to form a judgement. For example, communication from courts and the 
criminal justice mental health liaison team when they have assessed an individual in 
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custody, and contact from the MARAC and MAPPA when individuals are assessed as high 
risk in these forums, would be helpful. 

20.20  The engagement of the family in the debrief exercise with the Panel was a 
very powerful and positive experience for all involved and represents a much more inclusive 
way of understanding events and context, and also of identifying learning. It is unfortunate 
that it was not possible to extend this to the other side of the family and to the professionals 
involved until after this report was due to be finalised. In future, therefore, it would be helpful 
to build this into the process at an earlier stage, before the final IMRs are completed, in order 
to provide a fuller and more meaningful review which reflects the complexities of human 
experience and is respectful of the lived experience of those involved in the tragedies which 
precede these reviews. 

20.21  The decision to carry out one review to satisfy the requirements of both a 
serious case review and a domestic homicide review has presented many challenges but 
has also resulted in a huge amount of learning, which may not have been possible had they 
been run separately. It has also been helpful for the families to experience one process, and 
to deal with consistent professional contact. This is particularly important when there are 
also parallel processes in train in relation to the IPCC and other complaints. Joint reviews 
should be considered in future as the well established SCR process has much learning to 
transfer to the domestic homicide review process when children are also victims.  

20.22  Finally, as with all serious case reviews and domestic homicide reviews, the 
themes of silo working and lack of communication have been highlighted. Experience has 
demonstrated that these issues cannot be resolved by tightening procedures or by 
implementing one off training. On the contrary, they are a feature of complex organisations 
which deal with complex human circumstances. What is required is a culture of continuous 
learning and questioning, of looking beyond the obvious and considering every person as a 
whole human being, rather than a ‘case’ or ‘problem’. This is a challenge which can only be 
met through continuous effort and dialogue, and by systems which reflect the need for 
practitioners themselves to be inquisitive and challenging and to be given the opportunity 
through supervision and peer review, to reflect on their own practice and to learn from it. 
Only in this way, can professionals ensure that they are not just ‘doing things right’ but also 
‘doing the right thing’ and thinking about individuals in their whole context, rather than 
through the lens of their single agency perspective. 

21.   OVERVIEW REPORT RECOMMENDATIONS 

 

21.1  I accept and endorse the recommendations listed in the Agency IMRs and 
outlined below. I also note the recommendations in the draft Independent Police Complaints 
Commission Learning Report and I have no doubt that Gwent Police will consider these 
carefully. In addition I make the following recommendations: 

21.2 Newport Safeguarding Children Board and Newport Community Safety 
Partnership should  

1. Consider how to improve the effectiveness of MARAC arrangements in the 
light of this review, and specifically to ensure that all ‘referrals’ to agencies are 
purposeful and that a response is obtained and considered in the context of 
the risk assessment to the child and the potential or actual ‘victim’ – referrals 
should not be made if it is clear that they will not result in any action. All 
agencies should confirm that they have received a contact or referral and 
what they intend to do with it. 
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2. Consider the adoption of a multi agency risk assessment and screening tool 
in relation to children and young people who are living with domestic violence, 
so that consistent professional judgements can be made about the response 
to domestic abuse calls where there are children living in the household. 

3. Ensure that the impact of social media is considered in managing domestic 
abuse cases and that clear information and guidance is provided to staff and 
to families in regard to this. 

4. Review the relationship of the DACC arrangements to the MARAC and the 
recommendations above, so that it is an effective and fully owned intervention 
for victims and their families 

5. Consider how the IDVA service is to be permanently funded and resourced to 
meet the identified needs within the area, and to ensure that the role is seen 
as a crucial element of all domestic abuse plans where there is a high level of 
risk to the victim. This may include writing to the Home Office and to the 
Welsh Assembly to seek guidance on the need to provide permanent status 
and funding to these roles given the current piloting of changes to legislation 
around domestic abuse, such as Section 24 of the Crime and Security Act 
2010, and the Domestic Violence, Crime and Victims Act 2004   

6. Support the adoption of the family debriefing model used in this review in all 
future reviews as part of the learning process 

7. Ensure that the terms of reference for any future review is clear about the 
responsibilities of Panel members: they should be sufficiently senior to talk on 
behalf of their agency, should ensure that their contribution includes all 
available information, and should keep their agency fully informed of 
developments and of proposed recommendations as and when these are 
discussed at the Panel.  

21.3  Newport Community Safety Partnership should: 

1. Consider how best to ensure that good quality and timely information about 
individuals who are identified as posing a risk to others via MARAC 
processes, is shared across services, and in particular with the responsible 
GP. This includes the outcome of mental health assessments carried out 
within the court arena when such individuals are either in custody or being 
considered for bail conditions.  

2. The Chair of the Community Safety Partnership should write to the Home 
Office following this review, asking that consideration be given as to whether 
there are grounds to impose upon the courts a requirement to hear the views 
of the police and the victim when considering a bail variation application. The 
Chair should also seek the views of the Home Office on the routine sharing of 
information from the Courts with General Practitioners who are responsible 
for the medical care and support provided to vulnerable and challenging 
people who are medically assessed within the court process. 

3. Newport Community Safety Partnership should also consider how to engage 
with the CPS to ensure that they work more closely with the police in these 
circumstances to ensure that they have full information including the views of 
the victim when responding to bail variation applications in domestic abuse 
situations. 
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21.4  Newport Safeguarding Children Board should: 

1. Support the Children’s Services review of strategy discussion and meeting 
arrangements in Newport and ensure that these fully reflect the All Wales 
Child Protection Procedures and are truly multi agency in nature. 

2. Require the Aneurin Bevan Health Board to reassure the LSCB that 
discharge arrangements for adults who have attempted suicide are effective 
and take into account arrangements for their physical care. 

3. Consider whether the findings of this review should be shared with the Adult 
Safeguarding Board, particularly in relation to the need to improve information 
sharing and to address the public and agency perceptions of ‘mental health’ 
and the impact of this on risk management. 

4. Ensure the effective implementation of the Pan Gwent Teenage Suicide 
Guidance, and that this is linked clearly to the Welsh Government ‘National 
Action Plan to Reduce Suicide and Self Harm in Wales 2009-2014’ 

21.5  The police should give positive consideration to the proposal to create a 
single Domestic Violence Team which will enable a clear focus on this as a serious crime in 
its own right, and which will support the use of any improved multi agency process. 

21.6  The Newport Domestic Abuse Forum via the newly formed Newport Domestic 
Abuse Unit should maintain a directory of Domestic Abuse service providers or those 
services that at any time may be associated in any way with Domestic Abuse victims or 
perpetrators and that all of these agencies are notified of any future reviews and requested 
to participate in the gathering of chronologies and IMR’s where appropriate. 

 

 

  

 

 

 

 

Ruby Parry,   

Overview Author,  

Director of Consultancy, Reconstruct Ltd  

November  2012 
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AGENCY IMR RECOMMENDATIONS 

 

Recommendations made in Mental Health Incident Investigation Report (ABHB) 

1. ABHB should review the provision of the Liaison Psychiatric Service to the Accident 
and Emergency Departments and develop and communicate a clinical pathway in 
line with NICE guidelines, for patients presenting with self harm. 

2. Primary care should review the mechanism of response to clinical recommendations 
made by secondary services, particularly in relation to a patient’s presentation to 
Accident and Emergency. 

3. The Liaison Psychiatric Team should ensure that the assessment undertaken is 
comprehensive and considers all available information. They should ensure that all 
organisational avenues are explored when gathering information. The process of risk 
assessment and risk formulation should have a broader focus concentrating not 
simply on risk to self bit to all domains of risk, including risk to others. 

4. The Liaison Psychiatric Team should have access to and be adequately trained in 
the information systems that are available across the Health Board, including PAS, 
CWS and Symphony. 

5. Appropriate accommodation for the Liaison Psychiatric Team when reviewing and 
assessing patients, needs to be available so that it is adequate for safe working, as 
well as conducive to good communication, information gathering and decision 
making. 

6. Additional recommendation made in Health addendum: 
Aneurin Health Board, with partner agencies, should within 3 months of accepting 
this report, review the process for receiving and contributing information to the multi 
agency risk assessment process for domestic abuse (MARAC). The review should 
identify best practice for health professionals and communicate this to relevant staff 
groups for implementation.  

 

Newport Children’s Services 

1. Children’s Services consider how they contribute to MARAC meetings to ensure that 
all agencies are clear about actions that the local authority have agreed to complete. 
Therefore representation at these meetings needs to be appropriate to ensure that 
the decisions made at the meetings are made by a representative with the sufficient 
authority to agree the actions and ensure they are carried out. Children’s Services 
should also ensure that there are appropriate processes in place to feedback where 
agreed actions cannot be conducted. The minutes from MARAC meetings should be 
entered into ICS in full. 

2.  Children’s Services should examine how to improve initial decision making by 
considering the recommendations of the threshold audit. In particular they should 
consider the introduction of focused lateral checks, better consider previous 
involvement and developing improved processes for communicating with and feeding 
back to referrers. In addition decision making within children’s services needs to take 
a wider focus than the presenting issue, including focusing on the links between 
domestic abuse and physical abuse and the needs of children who have witnessed 
domestic abuse. 

3. Children’s services to work with partner agencies, via NSCB,  to consider how best to 
support these changes by ensuring a timely response to lateral checks and also 
considering how to develop a more joined up approach to family support that avoids 
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duplication of service, or families remaining unsupported as they fall below agency 
thresholds.  

4. Children’s services should continue their work reviewing the staff policies and 
procedures including the reviewing the staff handbook. Included in this work to 
review policies should be a contribution to the Pan-Gwent Initiative to develop a Self 
harm and Suicide Guidance Document, to ensure there is a agreed procedure to be 
followed in the event of a young person being identified as being a suicide risk. This 
should make explicit the need to consider conducting a core assessment and also 
the circumstances in which one would be completed. 

5. Develop the skill and knowledge of workers about self harming behaviour, suicide 
ideation and assessment of risk; appropriate interventions including the duty to 
communicate with other agencies and share information when young people either 
self-harm or present as at risk of suicide; and to be aware of the role of other 
agencies and particularly CAMHS. 

6. All staff to be reminded of the importance of recording all contacts, even in cases of 
missed calls.   

 

Gwent Police 

1. Gwent Police to record and discuss incidents of ‘breach of bail’ in domestic abuse 
cases at the Force Daily Management meeting. 

2. Gwent Police Serious Violent Crime Team to undertake multi agency training in 
domestic abuse and child protection 

3. Gwent Police ‘log closure team’ to receive refresher training in respect of 
identification of domestic abuse incidents, particularly those involving wider family 
members 

 

Newport Education and Leisure Services 

1. To revisit the present Education processes for pupils moving from Key Stage 2 to 
Key Stage 3, that is from Primary to the Secondary sector. The purpose of this action 
is to assess if anything additional could have been identified or done to support JW 
and or other pupils in the future in regard to the Education processes. 

a. Action for the Child Protection Officer (CPO) in consultation with CPO’s line 
manager.  

b. Action to be completed within one month of the Case Review work being 
concluded. 

c. Action to be monitored by Inclusion Leaders Management Team. 
2. To discuss and consider the attendance issues surrounding child X in particular the 

element of unauthorised absences that was condoned and supported by parent/s. 
The purpose of this action is to assess if anything else could have been done to 
reduce the high levels noted in this case. 

a. Action for CPO in consultation with CPO’s line manager and Senior Education 
Welfare Officer.  

b. Action to be completed within one month of the Case review work being 
concluded. 

c. Action to be monitored by Inclusion Leaders Management Team. 
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  GUIDE TO TERMINOLOGY 

  Gwent police provided the following helpful explanation of terminology in their IMR, 
  and this is included here to assist readers of the Overview Report 

  Outline of police Structure and Relevant Definitions 

Gwent Police currently and at the material time, operates a central referral centre and 
singular specialised structure to deal with child protection, vulnerable adults, domestic abuse 
and sexual offences. The currently named Serious Violent Crime Unit, which often takes 
primacy in respect of high risk domestic abuse investigations, is also co-located with the 
Domestic Abuse Unit (DAU). The entire department is called the Public Protection Unit. 

Gwent Police has policies and procedures in existence for the recording and investigation 
into domestic abuse. The service currently operates in conjunction with the following 
definitions that are applicable to this review. 

Domestic Violence 

Domestic Violence is not a specific statutory offence. The term is used to describe a range of 
criminal - and sometimes sub criminal behaviour. ACPO Nationally and Gwent Police have a 
common view on the definition of Domestic Abuse: -i.e. “Any incident of threatening 
behaviour, violence or abuse (psychological, physical sexual, financial or emotional) 
between adults, who are or have been intimate partners* or family members, regardless of 
gender’. 

 Intimate Partners  

There must have been a relationship with a degree of continuity and stability. The 
relationship must also have, or have had, a sexual aspect, such as in a relationship between 
a husband and wife or between others generally recognised as a couple - including couples 
of the same sex. The partners or co-partners need not be living together on a full time 
continual basis and need never to have done so.  

 Family Members  

Family members are defined: - as mother, father, son, and daughter, brother, sister, 
grandparents, in-laws and stepfamily.  

 Domestic Homicide 

The killing (including murder, manslaughter and infanticide) by one family member of 
another (including killings by and of children) or by a current/former partner 

 A Child 

A child is defined by section 105 Children Act 1989, as any person under the age of 18 
years.  

 Child in Need 

A child is defined as in need if: - 

 He/she is unlikely to achieve or maintain, or to have the opportunity of achieving or 
maintaining, a reasonable standard of health or development without the provision for 
him of services by a local authority  
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 His/her health or development is likely to be significantly impaired, or further 
impaired, without the provision for him of such services; or 

 He/she is disabled 
 

 Significant Harm  

The question of whether harm suffered by a child, is significant turns on the child's health or 
development. His/her health or development shall be compared with that  which could 
reasonably be expected of a similar child. 

 “Harm” means “ill treatment or the impairment of health or development”  

 “Development” means physical, intellectual, emotional, social or behavioural 
development 

 “Health” means physical or mental health. 

 “Ill treatment” includes sexual abuse and forms of ill treatment which are not physical, 
for example, impairment suffered from seeing or hearing the ill-treatment of another".  

 

 Parental Responsibility 

Parental responsibility under section 3 of the Children Act 1989 means ‘all rights, duties, 
powers, responsibilities and authority which by law a parent has in relation to their child and 
his or her property’.  

 Parental responsibility is, held by the following: -  

 Natural mother 

 Natural father if married to the natural mother at the time of the birth or if he 
subsequently marries the mother 

 Natural father if he has a written agreement with the mother 

 A person having parental responsibility through a court order 

 An unmarried father if he acts with the mother to have his name recorded on the 
child’s birth registration certificate (only in the case of children born after 1 December 
2003) 

 Officers conducting an investigation should consider the legal status of those 
responsible for a child to ensure that the child is protected from harm 
 

 Vulnerable Adult 

A vulnerable adult is a person 18 years old or over whom: 

“Is or may be in need of community care services by reason of mental or other disability, age 
or illness; and is or may be unable to take care of him or herself, or is unable to protect him 
or herself from significant harm or serious exploitation.” 

This definition of vulnerable adult may include a person who:  

 Has a physical or sensory disability; including people who are physically frail or have 
a chronic illness 

 Has a mental illness, including dementia 

 Has a learning disability 

 Is old and frail  

 Misuses drugs or alcohol 
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 Have social or emotional problems, or whose behaviour challenges services. 
 

A person's vulnerability will depend on their circumstances and environment, and each case 
must be judged on its merits. 

 Threats to life 

The force policy entitled ‘Threats to Life’ (ACPO approved) provides officers with detailed 
information, the objectives of the policy are to; 

 Protect the life any intended victim(s) 

 Preserve the lives of all others involved 

 Prevent serious injury 

 Ensure public safety 

 Maintain the safety of all those involved in attempting to mitigate the risks 

 Protect intelligence sources. 

 Provide a standardised national framework for dealing with such incidents with other 
agencies and across force boundaries.  The policy and its associated operating 
procedures provide a framework to identify record, assess, manage and resolve 
matters that involve threats to life. 

 

The principles outlined in the document may also be adopted to manage threats to cause 
non-fatal serious injury e.g. threats to shoot someone in the legs, an escalation of or 
repeated low threats, threats towards a child or Honour Based Violence.  

Allegations of threats to kill (e.g. those that are evidentially based) or risks to life that are a 
consequence of action rather than deliberate intent to cause harm (e.g. human facilitation or 
drink driving) that can be properly classified as other substantive offences or 'no crime' are 
not to be dealt with as threats to life within the definition of this policy. 

 Command and Control 

Firearms operations often form one part of a more complex, multi-faceted operation that will 
be already using Gold, Silver, Bronze command descriptors. It is therefore, important to 
define the command of the firearms element through the use of functional descriptors. The 
descriptors used within operations that involve the deployment of armed officers are: 

 Strategic Firearms Commander 

 Tactical Firearms Commander 

 Operational Firearms Commander 
 

Strategic Firearms Commander determines the strategic objectives and sets any tactical 
parameters. Retains strategic oversight and overall command responsibility. 

Tactical Firearms Commander develops commands and coordinates the overall tactical 
response in accordance with strategic objectives. 

Operational Firearms Commander commands a group of officers carrying out functional or 
territorial responsibilities related to a tactical plan 



EXECUTIVE SUMMARY – CHILD X AND HIS MOTHER, L 

41 | P a g e            
 

It is normal practice within Gwent Police for the Senior Officer available and having taken 
responsibility for major incidents or critical incidents to be referred to as the Gold 
Commander. This person is usually of the rank of at least Superintendent. 

A ‘Gold Group’ is a meeting of relevant multi agency personnel of strategic level who 
convene in response to critical or community issues.  

 Critical Incident 

The agreed ACPO definition states:- 

 A Critical Incident is any incident where the effectiveness of the police response is likely to 
have a significant impact on the confidence of:  

 the victim; 

 their family; 

 and/or the community 
 

Effectiveness: this is a measure of the professionalism, competence and integrity evident in 
the police response to an incident. 

Significant impact: ‘significant’ should be interpreted as being particular to each incident but 
critically relates to the ‘impact’ on the individual, family and/or community. 

Confidence: this is a reference to long-term confidence in policing by victims, families and/or 
communities. 

Key principles:  

 The definition is deliberately broad to ensure that potential Critical Incidents are not 
missed,  

 it recognises the fundamental importance of community confidence and trust in the 
police response to Critical Incidents,  

 it applies to all Critical Incidents, either internal or external. 
 

 Domestic Abuse Conference Calls (DACC) 

The Domestic Abuse Conference Call takes place on a daily basis Monday to Friday.  On 
Tuesday to Friday the call covers the previous 24hr period of domestic abuse incidents from 
0700hrs the previous day to 0700hrs on the day of the call.  On a Monday, the call covers all 
domestic abuse incidents from 0700hrs on Friday through to 0700hrs Monday. 

Within Gwent there are five Local Policing Units. Two of the units share a number of 
agencies and are, therefore, linked for the purpose of the DACC.  This means that there are 
five areas on the website and four conference calls that take place Monday to Friday 
simultaneously. 

There are two stages to the conference.  The first is the DACC website. This is a secured 
shared access site on the world wide web and gives details of all Domestic Abuse incidents 
in that Local Policing Area that will be discussed during the call.  Police and agencies view 
this site first thing in the morning in order to research and obtain any information that they 
hold in relation to the persons involved or address, in order to share that information during 
the call.  
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The site is populated automatically taking its information from Gwent Police’s Command and 
Control System (ORIS).  The criteria for population is that an incident is created post 
0700hrs and then closed with a Domestic Abuse qualifier prior to the following 0700hrs.  At 
this time, due to the programming, incidents closed following the 0700hrs cut off do not ever 
make it onto the DACC website.  This is being addressed. 

The second is the conference call itself.  This is chaired by a Domestic Abuse Officer and is 
facilitated by the agency’s representatives along with a Sergeant or Inspector from the Local 
Policing Unit calling into a BT ‘Meet Me’ conference call facility.  The Domestic Abuse Officer 
guides the meeting through each incident during which all known information is shared.  
Depending on the risk assessment (which may alter with the sharing of information) actions 
are agreed in respect of each victim and allocated to the relevant agency to carry out.  The 
Domestic Abuse Officers note the actions and who they were issued to on the website for 
that area.  Only the Domestic Abuse Officer has access to add to the site at this time. 

 Daily Management Meeting (DMM) 

Gwent Police currently operates a ‘Daily Management Meeting’ at 08:30hrs every day. This 
meeting is held at Police Headquarters and the conference call facility allows staff from all 
areas and work streams to participate. A daily force report is prepared and made available to 
all staff prior to the meeting.  The report contains details of domestic abuse incidents for the 
previous twenty four hours.    

 Operational Resource and Information System (ORIS) 

Gwent Police operates a call logging and live time recording system ‘ORIS’. Upon receipt of 
a call, a log is created with a unique reference number. Once a call is placed upon the 
system it is accessible to all staff within the force area. It is a facility that assists in recording 
of allocation and attendance of personnel. The closing of an incident log is completed by the 
selecting of categories to which the incident relates. This action is significant in respect of 
specialist departments being made aware of incident.   

 


