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Executive Summary Domestic Homicide Review: The Death of Mrs Sharon B 

Foreword by the Chair of the Review 

The names used in this report are not the actual names of the individuals who lost 
their lives in the arson attack at their home on 18th September 2012 but are names 
chosen by Mrs S the mother, grandmother and great grandmother of the family.  

This report outlines the findings and future learning recommendations following the 
Domestic Homicide Review into the death of Mrs Sharon B who died on that night 
alongside her daughter Chelsey, aged seventeen years old, and her granddaughter 
‘baby’ Mary aged 6 months.  

The panel wishes to send their condolences to the family of Sharon, Chelsey and 
Mary and to thank them for their generosity of spirit and hugely valuable input into 
this report.  

Sharon’s mother, Mrs S, described Sharon as “a great character, the life and soul of 
the party, lively and funny”. Sharon’s partner, Mr P, said that “Sharon was a very 
special lady; she would talk to anyone and was always organising family get-
togethers and good times with their friends”. Mr H, Sharon’s surviving son, describes 
Sharon as “a great mum”. Mrs D, Sharon’s best friend who spoke with her every day, 
believes “Sharon was the best friend anyone could ever have”. 

Without doubt Sharon, her daughter Chelsey, and granddaughter Mary, are sorely 
missed every day by those who knew and loved them. 

The family had stated that they wished for Sharon, Chelsey and Mary to be known 
by their given names and are disappointed that this was not possible.  

The three family members who died on the 18th September 2012 were 

Mrs Sharon B 

Ms Chelsey B her daughter 

Baby Mary B her granddaughter 

 

Jan Pickles OBE 

Independent Chair and Report Author 

 



 

1.  On 18th September 2012, emergency services were called to a domestic fire 
at the B family home in Cwmbran.  The fire consumed the property and took 
the lives of Sharon, Chelsey and Baby Mary.  

A joint investigation by Gwent Police and South Wales Fire and Rescue 
Service concluded that the fire was started deliberately.  The subsequent 
investigation led to the arrest and charge of Mr M, the 27 year old boyfriend of 
Sharon’s 17 year old daughter, Chelsey, and the father of baby Mary. 

In July 2013, Mr M was found guilty of the murders of Sharon, Chelsey and 
baby Mary. Newport Crown Court awarded Mr M a 30 year indeterminate 
sentence for public protection.  This sentence was later increased to 35 years 
on appeal by the Solicitor General on the grounds of undue leniency. The 
Appeal Court Judge Lord Thomas in his concluding remarks stated: 

“The murders of three members of the family took place against a background 
of controlling and abusive behaviour by the offender”. 

2.  Chelsey and Mr M met in 2010 through the social networking site Facebook. 
She was 15 at the time, and according to family and friends was a naive 
young woman. 

3.  Mr M was a 26-year-old man described by his mother as a “loner”, who often 
travelled the country apparently aimlessly on trains. Mrs M the mother of Mr M 
stated that as a teenager Mr M used fire as a threat to control her.  She 
recalled on one occasion and following an argument that Mr M had set fire to 
her bed when he assumed she was in it mistaking the dog in the bed for her. 

Emergency services were called with two fire engines attending, however as it 
was Mrs M’s property that was damaged, she chose not to press charges - a 
decision she now deeply regrets. 

Mrs M describes other occasions on which Mr M interfered with her electricity 
supply in order to gain access to her flat and, she believes, to frighten her. 
Mrs M stated that Mr M would call her and tell her to “watch her electrics”.  

She describes him as carrying knives at all times, hiding them under chair 
cushions where ever he sat so that he easy access to them, and on one 
occasion holding one to her throat.  



Mrs M further described Mr M as developing ‘problem drinking’ when he was 
16 years old, after his grandfather died.  

4.  This family had experienced tragedy previously when Sharon gave birth to 
twin sons L and H. L died shortly after birth. Some years later Sharon, D and 
H were subject to carbon monoxide poisoning that led to the death of D.  
Sharon’s mother described the effect of the loss of D as devastating for all but 
that it had a long term impact on his twin Chelsey’s surviving brother. Albeit 
the previous loss has no connection to the DHR, the loss of children through 
tragic circumstances meant that Sharon was close to her surviving children 
and lived near her mother and step father as family was very important to her. 

Sharon made significant efforts to keep Chelsey and later her granddaughter 
Mary safe, first by trying to keep Mr M away from Chelsey and then when it 
was apparent Chelsey was besotted by Mr M.  

Sharon and her partner Mr P tried to involve him in normal family life. When 
this failed due to Mr M’s abusive behaviour she tried her best to manage this 
threatening and difficult man and sought help from many agencies sharing her 
concerns. 

5.  Chelsey was a pupil at Fairwater High School before she met Mr M, where 
her attendance was good. From 2010 onwards as the relationship developed, 
her school attendance suffered.  

Sharon liaised closely with the school and with the Education Welfare Service. 
Sharon accompanied her daughter to school but Chelsey would then leave 
the site without permission. At that time, there were also concerns that 
Chelsey was with a group of friends who were felt to be more sophisticated 
than her and may be meeting men in the town centre.  

6.  Before Chelsey was 16 years old, there were concerns by Social Services 
and the Police that she was having a sexual relationship with Mr M; these 
concerns were investigated by Police and Social Services but were not 
substantiated.  

There was a significant age gap between Chelsey and Mr M. but concerns 
about possible sexual exploitation were not followed up. A strategy discussion 
in November 2010 between Police and Social Services agreed that Social 
Services would undertake Section 47 enquiries in line with the All Wales Child 
Protection Procedures.	   It appears that the child protection enquiry was 
opened and closed on the same day in December 2010, with 
recommendations that Chelsey receive some “further work”.  

The nature or timing of “further work” cannot be identified and does not 
appear to have been delivered by services. 



7. According to the Police and Social Services records, the Police informed 
Sharon and Chelsey about Mr M posing “a significant risk” and discussed the 
concept of grooming. A Serious Case Review that has been undertaken in 
relation to the deaths of Chelsea and baby Mary reports on adherence to 
practice and procedures. 

 8.  Over the next five weeks, Sharon contacted the Police and Social Services 
four times, expressing significant concerns. These concerns were that Mr M - 
a man she had been told by Police was dangerous and was threatening her 
sixteen-year-old daughter via unwanted texts.  

Mr M was also sending death threats to her son Mr H,	  Sharon was advised by 
Social Services to keep the texts and talk to the Police, and that a social 
worker would talk to Chelsey.  

9.  The relationship between Chelsey and Mr M continued in 2011.  

He was seen sleeping rough in the area and (separately) arrested on the 29th 
January 2011 for non-payment of fines. At this point, information was 
requested from Greater Manchester Police about Mr M.  

Sharon was also visited by the Police but did not disclose a criminal offence, 
despite her reporting of Mr M’s threats to slaughter Sharon’s son in a text.  

During this period, Mr M returned to Bolton. In April 2011 his mother rang the 
Police following another domestic assault by him on her. Social Services in 
Torfaen were not made aware of this information. 

10  In August 2011, Gwent Police received a third party report of Mr M physically 
assaulting Chelsey in a local park. The Police attended and Chelsey did not 
make any disclosure and denied any assault by Mr M.   

The family state that Sharon tried hard to discourage her daughter’s 
relationship with Mr M during this time, but that it proved impossible as 
Chelsey was even prepared to sleep rough with him.  

Sharon and Mr P, her partner, tried another approach - that of involving Mr M 
in family meals and family life in general. They were unable to sustain this 
approach because of Mr M’s difficult and abusive behaviour.  

Chelsey had bought a tent and she and Mr M slept together in this near the 
house and then in the garden. Chelsey would come into the house to shower 
and eat. Mrs S, Mr P and Mrs D describe Sharon as exhausted by her 
attempts to keep her daughter ’safe ‘ from Mr M. 

11.  Chelsey learned she was pregnant in October 2011. Chelsey was seen on 
eleven subsequent health appointments (five with the General Practitioner).  



Sharon was very supportive to her daughter throughout her pregnancy. In 
December 2011, it was confirmed she was pregnant with twins.  

The twins were born prematurely with Baby A stillborn and Mary being cared 
for in the hospital neonatal unit.  

Within five days of the birth nursing staff identified Mr M as a problem. 
Nursing staff requested information on Mr M from the health visitor and 
contacted Social Services on 2nd April 2012 and were then informed about Mr 
M and concerns of grooming. 

12  According to family and friends, Sharon showed considerable commitment to 
her daughter. From May 2012 it became apparent to Sharon that Chelsey was 
putting her relationship with Mr M first. Sharon acknowledged to her friend 
Mrs D that it may in the long run be her who would care long term for Mary. 

She believed Chelsey was obsessed by Mr M and he was not a fit father for 
the child.  

On 17th March 2012, staff at the NICU observed inappropriate behaviour 
between Mr M and Chelsey.  

Sharon also expresses her concerns to the NICU staff in that she asks 
specifically for any concerns about Chelsey to be reported to Social Services 
by health professionals.  

The family and Mrs D state that Sharon was of the view that Chelsey away 
from the influence of Mr M was a good mother. 

13  Social Services became involved again on the 16th May. At this point Social 
Services records describe Mr M as abusive to Chelsey and Sharon. The 
nature of the threats was extreme.  

14  Social Services referred Mr M to a substance misuse project to address his 
alcohol abuse. Mr M was also advised about his homelessness situation but 
records do not indicate whether his coercive and threatening behaviour was 
addressed.  

By July 2012, Mr M was again homeless and not cooperating with the 
substance misuse project, but Social Services were unaware of his lack of 
engagement with that service.  

Mrs D Sharon’s best friend who she spoke with at length nearly every day 
described Sharon as confused about the role of Social Services and 
described Mr M as controlling and paranoid to Social Service employees.  



It was recorded that a safety plan was developed by the Social Services team 
for baby Mary, however such a plan was not considered for Sharon or 
Chelsey.  

15   According to family and friends, over the next few weeks Sharon’s concerns 
mounted culminating on 13th August 2012 when Mr H, Chelsey’s brother, 
believed Mr M was trying to procure Chelsey to a Polish lorry driver to gain 
money for alcohol, and Mr H alerted his mother and the  Police. This led to a 
family argument.  

It was at this point, Mrs D believes, that Sharon felt she would have to care for 
Mary as she believed Chelsey was choosing Mr M over her baby. Mrs D 
describes Sharon as relieved that Chelsey had finally made a decision but 
sad that it was to put Mr M first for now. 

16  On the 15th August 2012, Sharon became aware that Mr M’s behaviour had 
become more extreme and reported to Social Services that he told his mother 
(Mrs M) that baby Mary was dead and that Chelsey had told her mother that 
Mr M had been physically abusive to her.  

This disclosure did not result in an assessment of domestic abuse risk, or any 
attempt to seek specialist advice or provide a multi-agency approach to this 
complex situation. At this point Sharon decided she would not allow Mr M into 
their home and would no longer supervise contact between Mr M and Mary.  

17  On the 22nd August 2012, a discharge meeting was held at which Mary’s 
need for oxygen was discussed, as well as the inherent risks of having 
oxygen in a home.  

18 On the 28th August, the night before Mary was supposed to be discharged; 
Mr M used the oxygen at the house as a threat. 

Following an argument over the phone with Chelsey and Sharon, who were at 
the hospital, he threatened to “put on the oxygen”. Instead he caused damage 
to the property and stole house keys; during this incident the family dogs 
escaped the property. 

19 On the 29th August 2012, Sharon attended Cwmbran Police Station to report 
that Mr M had cut all the electrical leads in her home, snapped the key to the 
electric meter and taken her door keys.  

The officer responded to this reported offence of criminal damage by 
obtaining a statement, submitting a crime complaint and believing a 
proportionate safety plan was put in place, which included requesting new 
locks to be fitted at the address the same day by the Housing Association.  



The officer then briefed her acting Sergeant, the case was not prioritised and 
remained in the hands of the officer who took the complaint. Mr M was never 
spoken to or arrested over these alleged offences.  

20 On the 17th Sept when Mary was allowed home with her mum and 
Grandmother from Hospital Mr M sat in a tent outside the family home. The 
forensic reports indicate that prior to setting fire to the family home he set fire 
to the tent. Mr M then set fire to Sharon’s family home in which his baby 
daughter, her mother and grandmother were asleep. The fire destroyed the 
property killing Sharon, Chelsey, Mary and family pets whilst he was observed 
watching the blaze.   

 

National-UK 

Recommendation 1 - Flagging of perpetrators who use fire as a weapon 
 

That the Home Office reviews the existing system of flagging of perpetrators using 
guns and knives on the Police National Computer and the Police National Database 
and to extend the flagging system to include perpetrators who use fire as a weapon 
in a domestic context. 

Victims of domestic abuse consistently report the threat of arson by partners and ex-
partners as a significant concern.  

The Fire and Rescue Service offers safety advice to victims of domestic abuse and 
attends MARAC in many areas.  Adopting this recommendation will enable 
perpetrators who use fire in a domestic context to be monitored across all Police 
force areas in England and Wales, ensuring that when a perpetrator moves around 
the country this intelligence will follow them and inform multi-agency safety planning. 

Recommendation 2 
 

Future revisions of the Domestic Abuse, Stalking and Honour Based Violence Risk 
checklist (DASH) are revised to include the threat of arson or history of fire setting. 

Recommendation 3 

That the NICHE system be recommended for National roll out to ensure information 
between forces is shared in an accessible and format which allows it to inform real 
time Police responses to offenders. 



 

National-Wales and Gwent wide  
 

 Recommendation 4 – Safeguarding of third parties 

That the Welsh Government’s Christmas domestic abuse TV campaign that 
focussed on third party reporting by a family member is re-run as and when finance 
permits.   

The materials from 10,000 Safer Lives the Welsh Government domestic abuse 
campaign should also now be used in all current Welsh Government family 
intervention programmes and in schools, forming part of the healthy schools 
package delivered by the All Wales Schools Programme, which reaches 98% of 
schools across Wales.  

The uptake of its Safer Relationships module varies significantly across Wales and 
Torfaen should identify which Secondary Schools so far have not taken up this offer 
of free materials and inputs for schools. 

 Local domestic abuse service providers have significant material which should be 
displayed in all settings where young people are present.  

That domestic abuse service providers ensure their promotional / advice literature 
and websites are clear that concerned relatives can access advice, information and 
support and identifies the risk this poses to them as individuals. 

Cultural change  
 

We acknowledge that throughout this review the family sought help on many 
occasions and were cooperative with agencies. This report identifies the need for 
cultural change across all agencies in their response to domestic abuse, and we 
wish to create a culture that is open, encourages learning and that makes the service 
user/citizen more demanding of services.  

The assurance that public service leaders have received on staffs’ ability to identify 
and act on domestic abuse is challenged by the facts set out in this report. 

In order to create a positive culture for the identification and management of 
domestic abuse for victims, their families and perpetrators, we need to have a 
confident and competent workforce who put into practice the training they have 
received.  

We require a climate where it is seen as good to acknowledge our limitations and to 
seek advice from line management and specialist services - and we need a zero 
tolerance to target-driven behaviours that lack compassion.  



For this positive culture to permeate organisations, staff at all levels including the 
leadership should question our ability to listen to victims, provide realistic responses 
based on professional judgement and approved risk assessment tools, and to act 
robustly to manage alleged offenders. 

Recommendation 5- cultural change through education 
 

That young people’s resilience is developed through education so they can better 
face domestic abuse, sexual abuse and sexual exploitation both in the online and 
offline world.  

The proposed Gender-based Violence, Domestic Abuse and Sexual Violence 
(Wales) legislation for Wales plans to take this forward through a ‘whole school’ 
approach.  

The current All Wales Schools Programme, although well regarded, is both 
expensive and limited in its capacity to deliver as it is staffed by Police Officers.  

In order to increase capacity and to recognise that many young people will not feel 
comfortable with disclosing information that could lead to the arrest of a parent or 
intimate partner to a Police Officer, the voluntary sector should be considered as a 
delivery mechanism for the future delivery of this programme.  

That Gwent undertakes a pilot of this approach in schools, colleges, pupil referral 
units and youth service settings and does not wait for the legislation.  

A wide range of agencies have existing ‘healthy relationships’ packages but need 
staff for pilots. We are aware that there are cost implications when increasing the 
frequency of delivery - but the costs of not informing young people are more 
significant.  

An ‘invest to save’ bid could be considered as this proposal fits the criteria of a 
prevention approach. 

Recommendation 6- cultural change in public agencies 

 
That Gwent agencies, which have a good history of training around domestic abuse 
and the use of the Domestic Abuse Stalking and Honour (DASH) assessment tool, 
immediately ensure that all agencies need to have procedures in place to ensure a 
DASH form is completed for all identified victims of domestic abuse. Once 
completed, a victim could be referred to MARAC and /or a standardised safety 
planning tool may be used.  

The proposed Gender-based Violence, Domestic Abuse and Sexual Violence 
(Wales) legislation will place a duty on Wales’ public bodies for staff to ‘ask and act’ 
about domestic abuse.  



All professionals will be required to pro-actively enquire about domestic abuse and 
act upon information in order to seek to protect the victims they are in contact with, 
whatever the context of their relationship with that victim.  

All agencies need to have procedures in place that ensure a DASH form is 
completed for all identified victims of domestic abuse. 

This case highlights that agencies and professionals do not have access to a 
standardised safety planning tool and we recommend that this is developed and 
piloted by the pan Gwent Domestic Abuse Forum. This will ensure consistency 
across services for victims, whoever they choose to disclose to. 

Recommendation 7 - Cultural change in leadership  

 
Torfaen Local Safeguarding Children Board (superseded by the South East Wales 
Safeguarding Children Board in April 2013) states it had undertaken a proactive 
approach to Child Sexual Exploitation from late 2011 with the then Operation 
Artemis.  

Their IMR notes that training to identify grooming was cascaded from 2008 onwards 
although grooming was identified in this case no appropriate action was taken to 
address it, this lack of operational competence was not known or acknowledged by 
the leadership. 

That an appropriate response to Child Sexual Exploitation using the Grooming 
training or SERAF model was fully operational was the responsibility of the then 
Local Safeguarding Children Board and ultimately the Local Service Board in 
Torfaen.  

We recommend that future revisions of or additions to the All Wales Child Protection 
Procedures which are not being delivered systematically in Torfaen are identified by 
agencies as a risk and made known to the South East Wales Safeguarding Children 
Board and the Local Service Board this will ensure the LSB Executive Leadership 
Group can review risk, understand what measures are in place to mitigate risk and 
ultimately hold agencies to account.  

Gwent Police according to the HMIC March 2014 Domestic Abuse Inspection report 
identified that the force does not have a specific domestic abuse policy or procedural 
guidance in relation to the identification and response to incidents of domestic 
abuse.  

That this gap in policy and procedure is addressed to ensure frontline Police Officers 
and staff has clarity, middle managers have a process to scrutinise and the 
leadership a clear and publically well defined position. 

Recommendation 8 Mandatory training  



 Despite extensive domestic abuse awareness and DASH training availability in 
Gwent (more so than in the rest of Wales), existing courses are undersubscribed 
wasting valuable resource. The Social Services Department are now undertaking 
DASH Training and Gwent Police are incorporating details from this case into their 
training to ensure Domestic Abuse is identified.  

Agencies must ensure all staff receive appropriate fit for purpose training and 
monitor attendance. A systematic approach to ensure all staff is appropriately trained 
is a management responsibility. 

Recommendation 9 Cultural change with focussed training outcomes which address 
alleged perpetrators and ensure victims are referred to specialist services 
 

The failure of services to engage the alleged perpetrator of domestic abuse in this 
case suggests that this is a skill that needs to be embedded in existing training.  

The skills of engaging and challenging perpetrators are already present in the 
criminal justice workforce and these should be translated to the social care, 
substance abuse and other relevant public service workforce.  

This creates a culture where all staff feels confident and are skilled to engage 
alleged perpetrators, both safely and constructively (for themselves as well as for 
victims and their families). 

That the resources and content of training be reviewed to ensure that the outcome is 
an increase in referrals and relevant and proportionate information sharing in 
domestic abuse cases. That this review addresses  

• The identification and management of perpetrators  

• How management can provide effective  monitoring and oversight of 
practice 

 Recommendation 10 Intervening early for vulnerable children and young people 

Sharon expressed her concerns about her daughter frequently to agencies. We 
consider that these were perceived as low risk because at no point was a risk 
assessment generated.  

Managing these high volume low risk concerns is a recognised challenge, but 
effective models do exist. For example, in Northern Ireland, the Early Authoritative 
Intervention adversity matrix is a model where the threshold to intervene lowers as 
the frequency of concerns increases, thereby ensuring that low-risk-high-volume 
cases are not ignored.  

In Gwent the nearest model to this is the Gwent Missing Children Hub. 



We recommend that the Gwent Missing Children Hub model is expanded to address 
teen domestic abuse and child sexual exploitation cases, where a child or young 
person may not be missing but where there are frequent concerns expressed by 
Recommendation agencies or families.  

 Recommendation11 Provision of a Young Person’s Independent Domestic Abuse 
Adviser role 

Correspondingly, the multi-agency nature of the response and the specialist CSE 
input by Barnardos into the Hub will need to be enhanced by the addition of a Young 
Persons Independent Domestic Abuse Advocate.  

We recognise this will require funding but at present much agency time is spent in an 
uncoordinated response to these young people, and a coordinated response 
promises far greater efficacy.  

Recommendation 12– Routine Enquiry audit  

Within the ABU Health Board the All Wales Routine Enquiry is fully embedded in 
practice. 

An audit to be undertaken on the extent to which Routine Enquiry has been 
implemented and an action plan developed to address any issues identified. 

The Health IMR acknowledges there is no evidence that the All Wales Domestic 
Abuse Antenatal Care Pathway was followed. The panel acknowledges that, had 
Mary been asked if she were experiencing abuse, she was unlikely to have identified 
it herself.  

However the questions recommended by the pathway are subtler than a direct 
enquiry and are designed to provoke thought and encourage disclosure. 

Recommendation 13 - SERAF 

We recommend that a SERAF assessment is undertaken on all women under the 
age of 18 years presenting in pregnancy. 

 

 

Glossary of terms  

DACC- Domestic Abuse Conference Call – A daily conference call (Monday to 
Friday) where the  Police and other attending agencies share information and plan 
action on domestic abuse incidents that have occurred in the preceding 24 hours 
.This approach was piloted in Gwent  lead by Gwent  Police. 



DASH- Domestic Abuse, Stalking and Honour Based Violence risk checklist – This is 
a risk identification, assessment and management model developed by UK Police 
Forces and partner agencies in 2009. The author of this report was a member of the 
expert panel who devised the model. The aim is to enable all frontline staff some 
with limited training, knowledge and skills to use evidence based questions to advise 
victims on their level of risk and then appropriately manage the risk to keep victims 
as safe as they can be.  

DHR – Domestic Homicide Review 

GP – General Practitioner 

HMIC – Her Majesty‘s Inspector of Constabulary 

INI- Impact Nominal Index Introduced in 2005 post the Bichard enquiry as an 
information sharing electronic mechanism between Police Forces as an interim 
approach prior to the construction of the Police National Database (The author was 
shown a reconstruction of the use of this database for this case and acknowledges 
its failings) 

 IPCC- The Independent Police Complaints Commission 

 IDVA – Independent Domestic Abuse Adviser these are trained individuals who 
provide services to victims of domestic abuse to reduce the risk they are facing 

IMR – Independent Management Review   a review prepared by agencies involved 
in this tragedy written and scrutinised by a member of staff not involved and a senior 
manager within the organisation 

MARAC – Multi Agency Risk Assessment Conferences- Multi agency meetings 
where high risk victims (i.e. victims that score 14 or over positives to the DASH 
questions, or who have experienced 3 or more incidences of known domestic abuse 
in a certain time frame or those who an agency feels is at high risk of harm) of 
Domestic Abuse are discussed and actions plans to make them safer are designed 
and specific actions agreed 

NHS- National Health Service  

NICU- Neonatal Intensive Care Unit 

PNC – Police National Computer a database which contains formal information 
known to the Police and is accessible to all Police Officers 

 PND – Police National Database a database which contains intelligence and other 
formal Police information on individuals. This database was established in June 
2011(Gwent Police were an early adopter and as such information from other Forces 
was limited as it was uploaded as they came online) At this point the INI system 
became obsolete  



SBAR Situation, Background Assessment an assessment tool used in the Neonatal 
Intensive Care Unit to assess risk and need 

SERAF – Sexual Exploitation Risk Assessment Framework 

SEWSCB – South East Wales Safeguarding Children’s Board 

 YOS – Youth Offending Service  

Jan Pickles OBE 
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