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Introduction 
 

1. Sincere condolences and deepest sympathy go to the families and friends who 
are bereaved as a result of the tragic events examined by this review1. 
 

2. Gemma’s mum wrote the following pen picture about her daughter2. 
 

Gemma 
 

3. “Gemma was my youngest child of four children I was elated when she was 
born, I had another bouncy and healthy girl. I didn’t know I was in labour I went 
for a general check-up as I was two weeks overdue, and they told me I was in 
labour!! I had no idea, but she arrived 12 minutes later in the waiting room. This 
was how Gemma lived her life always late and then making an entrance. 
 

4. I separated from Gemma’s dad when Gemma was about 18 months old 
following this Gemma saw her dad only a handful of times during her life.  It 
was just me and my children. I devoted my whole life to my children I cocooned 
them; I was their mum and dad, and I was determined that my children would 
get the best therefore I worked hard to make the best of life for my children. I 
met my now husband when Gemma was 14 when I introduced him to Gemma 
she said ‘If you are happy mum, I’m happy, that’s it’. This was typical Gemma 
she always saw the good in people including her stepdad. Almost immediately 
she bonded with him calling him Daddy George. he worshipped the ground she 
walked on. Gemma was always very trusting in this way she trusted everyone 
she never judged, anyone. 
 

5. As a baby, we called Gemma chunky chops (later Princess Gemma) when she 
was a baby (and growing up) she was spoilt by her siblings especially her 
brother who she adored. Gemma followed him everywhere and insisted on 
joining him at social events (which caused him huge embarrassment growing 
up, especially when she insisted on joining him on his first date!!). 
 

6. We met a dance teacher by coincidence when Gemma was 5 and she 
commented she had perfect feet for ballet from that day her life was 7 days a 
week dancing, she loved it and she was so dedicated even from a young age. 
 

7. From the age of 8, she entered competitions and often she would come in from 
school her bags would be packed, and we would head off she loved her life and 
the whole dance scene. Her brother would take her on the back of his pedal 

 
1 The review was commissioned and completed as a domestic homicide review (DHR) although a review of 
national guidance has introduced the title domestic abuse related death review (DARDR).  
2 Gemma is a pseudonym discussed and agreed with Gemma’s mum. All the names used in the report are 
pseudonyms as detailed in paragraph 38.  
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bike, and we used to joke be careful you don’t break any bones as we knew 
this would impact her dancing. 
 

8. From a baby she was always such a mummy’s girl she loved her siblings and 
her grandmother she was so loving; she loved her family and she loved family 
time. Gemma didn’t like to see anyone upset she would also be there for others 
if they were in trouble. As the youngest we all protected Gemma we did 
everything for her and we as a family made sure she was safe. 
 

9. People said she would light up a room when she walked in, I believe she was 
destined to entertain and make people happy she loved making people happy. 
 

10. She loved playing pranks and she and her sister changed all the pictures in my 
house to Chinese presidents when they were younger. I didn’t notice this for a 
few days which they found hysterical. She once sent her sister a picture of the 
inside of a cheese grater and said what do you think of this new nightclub? Her 
sister responded with oh let’s try it out!! She loved entertaining and she loved 
doing tick-tocks. 
 

11. She was bullied at school, and consequently, she developed an eating disorder 
her confidence took such a plummet and she started to question her image. 
Always worrying about her image and thinking she was not good enough. It’s a 
tough world for a dancer but she loved it. Her high school wanted her to quit 
dancing as they said ‘It's not a proper job’, she responded with I will prove them 
wrong and she did. She was not a quitter. 
 

12. She got a degree in dance, and she did her teaching qualification at the age of 
18. She went to London to the Millennium College where she studied for three 
years, she got a scholarship that paid for this. She auditioned over three days 
and was picked from 500 girls she got the place!! She was so happy and so 
were we as her family because we knew she was destined to do this. We would 
pack her off with a month’s worth of meals as she couldn’t cook, and we spoke 
many times a day although she was living away the communication between 
us never lessened. 
 

13. Once she achieved her qualification, she taught dance and had lots of 
auditions, but her height was always an issue for her standing in a chorus line 
and being a foot shorter than the other dancers. She went on to work abroad 
teaching dance and she loved it. She was still a mummy’s girl even though she 
was away we FaceTimed first thing every day and often throughout the day she 
still relied on me for everything. She rang me one day and she was crying she 
was like Mum sort it out!!  (She had found a cockroach in her room) I said I 
couldn’t I am in another country. She brought spray and had to fumigate her 
room, but every day after that she showed me her room so I could check for 
cockroaches by video!! Although she lived away from home, she still relied on 
her family so much. I ended up flying out to reassure her about the cockroaches 
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she said I feel much better now my Mum is here, she was so proud of me her 
Mum loved to show me off. She was my world I was so proud of her and her 
kindness, generosity, and her eagerness to please others. 
 

14. Covid came and lockdown was enforced Gemma didn’t want to be at home 
doing anything so she became a carer working alongside me and she was so 
good at it, of course, everyone she cared for loved her (I knew that would 
happen) but she did personal care and was amazing. I never thought she would 
do it, but she did. It didn’t faze her. Nothing did. 
 

15. She had worked in Greece (Rhodes and Crete from April 2022) and had been 
offered a further three-year contract from September 2022 but she was killed 
before this. She was so excited about going and looking forward to her next 
challenge. 
 

16. She used to say when I have children, a little girl I am going to do the same as 
you do for me, you’re such a good Mum. We used to talk about running a ballet 
school together and she said I could sell the ballet shoes and the tutu whilst 
she taught. She was in no rush to have children she loved her dog. 
 

17. She played hard she worked hard if she went out with the girls, she would be 
the last one to arrive and the last one standing as she had to make sure 
everyone got home safely. She brought one friend home to her parents when 
she got too drunk and then returned to the party this was typical Gemma. 
 

18. She loved to treat me we went out for porn star martinis. We went for days out; 
we loved spending time together. 
 

19. I loved being her Mum we loved cuddles on the sofa (even as an adult) whilst 
watching her favourite program The Apprentice. We used to sit waiting for the 
program to start, and we would be shouting at the TV. We also loved a bit of 
Love Island. 
 

20. Her appearance was so important to Gemma that she needed to be immaculate 
she loved to look good. When she was at home, she didn’t wear makeup and 
she looked about 12 years old Gemma was 5ft 2 and weighed about 7.5 stone. 
She was a size 6 to 8 in clothes so was very tiny with a size 3 shoe. 
 

21. Gemma borrowed my shoes, my clothes and my trainers, she wore the same 
stuff as I did; often tracksuits for an age 13-year-old as we are both so tiny. 
 

22. She learnt to drive but failed her theory 5 times she struggled with this sort of 
learning but she got on stage and she stood out. 
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23. Gemma was always so grateful for everything we had she never forgot where 
she came from, she even came on holiday with me and Dave at the age of 25 
she loved our company and we loved hers. 
 

24. She was not interested in boys when she was in her early 20s, she used to 
work as a waitress at her auntie’s restaurant in her holidays. Many men showed 
her a lot of interest due to her beauty, but she showed no interest in them her 
family and dancing were her life. Finally, at the age of 25, she got her first 
boyfriend sadly he was not a nice man. I often wonder if did I too much for her, 
did I protected her too much was she too trusting and non-judgmental. She had 
two boyfriends in her life, why didn’t I teach her to be more judgemental and not 
be as trusting? 
 

25. She loved shopping even going to the supermarket she would put clothes in my 
trolley even as an adult she loved to buy gifts for her family. 
 

26. On the 4th of February, I was woken up at 2 am by two women knocking on my 
door and within an hour or so I found out that my beloved daughter had been 
killed. From that minute my life changed firstly I had to tell her beloved stepdad 
and her siblings that she was gone something that no mother should ever have 
to do the impact on my family, has been huge we don’t have choices anymore 
we have to go through this. I am devastated beyond belief. Not only do we have 
to deal with our grief, but we have to deal with a different set of family dynamics 
now Gemma has gone from our lives leaving a huge hole. We tread a fine line 
all the time should we talk about the events of her death or should we leave it 
my other children feel like they should protect me and I feel even more I want 
to protect them. 
 

27. My daughter Gemma was 26 when she was killed on that day my life changed 
forever”. 
 

28. Jack’s family’s description of him taken from their statement to the police is 
included in paragraphs 60-64. They provided additional comments when they 
read the draft report and these are referenced in this report.  
 

The circumstances for the review 
 

29. The independent reviewer and the panel hope the people who knew Gemma 
or Jack and who read this report will feel that their story is described with 
respect and sensitivity. We have worked to make sure that we understood as 
far as possible what happened and want to make sure that where lessons can 
be learnt this is done.  
 

30. The review examines the response of organisations and the appropriateness 
of professional support given to 26-year-old Gemma before her tragic and 
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unlawful death in February 2022 from manual strangulation3 sustained at the 
home of 31-year-Jack who died by suicide later the same day.  
 

31. The police investigation included intimate and sensitive information about 
Gemma and Jack. Gemma unlawfully died from manual strangulation. 
Toxicology tests revealed that GHB4 was a contributory factor in Gemma’s 
death (160mg/l GHB, cocaine less than 0.10mg/l, Benzoylecgonine (cocaine 
metabolites) 0.62 mg/L; toxicology tests confirmed that Jack had also used 
GHB and cocaine (20mg/l GHB; Benzoylecgonine (cocaine metabolites) 0.59 
mg/l).  
 

32. It is an offence if a person intentionally strangles or suffocates another person 
(Domestic Abuse Act 2021)5. Strangulation means intentionally and knowingly 
or recklessly impeding the normal breathing or circulation of blood in the person 
by applying pressure to the person’s throat or neck or by blocking the person’s 
nose or mouth in a manner that creates a risk of death or substantial bodily 
harm. The killing of one human being by another is a homicide.  
 

33. It is a clear principle of English law that “consent to serious harm for sexual 
gratification is not a defence” (s71, Domestic Abuse Act 2021). The police 
confirmed that if Jack had not died, the police would have consulted the Crown 
Prosecution Service (CPS) about a charging decision.  
 

34. The circumstances of Gemma’s death were referred by the police for 
consideration as a domestic homicide review under para 9(3) of the Domestic 
Violence, Crime and Victims Act 2004 (the Act) which requires a review of the 
circumstances in which the death of a person aged 16 or older has or appears 
to have resulted from violence by a person to whom they had an intimate 
personal relationship. Within this context, it is understood that an act of violence 
means the use of physical force or power, threatened or actual, that either result 
in or has a high likelihood of resulting in injury, death or psychological harm. 
The circumstances and initial information from local services including relevant 
history about Gemma and Jack were considered by the Domestic Homicide 
Review steering group in Wakefield who recommended that a Domestic 

 
3 Manual strangulation is a type of strangulation that is caused by external pressure on the neck, 
typically by the use of the hands or arms commonly found in intimate partner violence. Strangulation 
appears to be even more predominant in cases involving sexually motivated homicide against women. 
In a study 97% of strangulation cases involved manual strangulation. Strack GB, McClane GE, Hawley 
DA A review of 300 attempted strangulation cases part 1: criminal legal issues J Emerg Med 2001; 21 
(3): 303-309 
4  Gamma-Hydroxybutyrate is a depressant drug which can produce a high with small doses, and cause 
sedation with only slightly higher doses.  People report that GHB makes them feel euphoric, with a loss 
of inhibitions, increased confidence, and a higher sex drive. It is easy to overdose on GHB, as there is 
not much difference (less than one millilitre) between a dose that gets a person high, and a dose that 
has them becoming unconscious and unresponsive. 
5 https://www.gov.uk/government/publications/domestic-abuse-bill-2020-factsheets/strangulation-and-
suffocation  



**OFFICIAL SENSITIVE**  

Page 9 of 61 
Home Office Reference: 20220318/0 

 

Homicide Review should be completed. This decision was confirmed by the 
chair of the Safer Together community safety partnership. 
 

35. The purpose for undertaking this and any other review under the Act and the 
associated national guidance is to enable lessons to be learned that prevent 
future domestic homicides. For lessons to be learned as widely and as 
thoroughly as possible, professionals need to be able to understand as far as 
possible what happened in each death, and most importantly, what needs to 
change to reduce the risk of such tragedies happening in the future.  
 

36. The review considers the contact and involvement with Gemma or Jack by 
different professionals and organisations from November 2019 when Jack 
returned to the UK after being away for several months up until the day that 
Gemma and Jack died6. Section 6 of the statutory guidance has informed the 
involvement of family and friends in the review.  

Timescales 
 

37. The Safer Together community safety partnership received a notification from 
West Yorkshire Police of Gemma’s death on 11th February 2022. A decision to 
commission a DHR was made at a meeting on 18th March 2022. 
Commissioning activities to appoint an Independent Chair and Author 
commenced on 29th March 2022. A contract was awarded with a 
commencement date of 11th May 2022. The review began in June 2022 with 
the first meeting of the review panel. The draft report was finalised after the 
coronial inquest had been completed in May 2024 and the panel met with 
Gemma’s mum in May 2024. 

Confidentiality 
 

38. The findings of the review are confidential as far as identifying Gemma or Jack, 
their families or professionals. Information about them is available only to 
participating professionals and their line managers.  
 

39. Pseudonyms are used in the report. Gemma’s friend is Fiona in the review. A 
young woman who was briefly in an intimate relationship with Jack before he 
met Gemma is referred to as Helen. She was one of two women who visited 
Gemma’s mum’s home when Gemma had been taken to hospital on the night 
that she died.  
 

40. Professionals are referred to by their roles such as GP or police officer for 
example. The services that were involved are described in paragraph 69.  

 
6 Jack attended a sexual health service in November 2019 (he did not attend for follow up 
appointments).  At the appointment it is documented that he reported he had been in Australia for six 
months. There is no further information from any service about this 
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Methodology and terms of reference 
 

41. The circumstances of Gemma’s death were reported to the Chair of Safer 
Together Partnership (the community safety partnership) in March 2022 who 
agreed that the circumstances of Gemma’s death met the criteria for a 
Domestic Homicide Review of a death that appeared to have resulted from 
violence by a person she had been in an intimate relationship with7.  
 

42. The methodology of the review complies with the national guidance. This 
includes identifying a suitably experienced and qualified independent person to 
chair the panel and to provide the overview report for publication described in 
paragraph 72.  
 

43. Agencies who had significant contact with Gemma or Jack provided individual 
management reports (IMR) against the terms of reference described in 
paragraph 45. For services who had very brief contact a shorter statement of 
information was provided 
 

44. The timeline is from November 2019 when Jack returned to the UK up until the 
day that Gemma and Jack died in February 2022.  
 

45. The following terms of reference were used to provide information and analysis 
for the review.  

a) Did Gemma’s family or friends have concerns about the relationship? Did 
they feel they could talk to Gemma or anybody else about concerns? 
 

b) Was the response to Gemma being a victim of stalking during a previous 
intimate relationship in 2021 dealt with effectively enough and consider how 
that might have influenced how she sought help and support in a different 
relationship? 

 
c) Were there any factors to indicate that Jack might present risk in his intimate 

relationships?   
 

d) What was the circumstance of the police visiting a property in Leeds in 
February 2021 and are any concerns recorded about the female with whom 
Jack was sharing a household?  

 
e) Did agencies identify and respond to Jack’s use of substances?  

 

 
7 The circumstances under which a DHR must be carried out are described in the Domestic Violence 
Crime and Victims Act 2004 and associated national guidance described in multi-agency statutory 
guidance for the conduct of domestic homicide reviews (December 2016). 
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f) What contact, knowledge and information did services have with Gemma 
(or a member of her family) that indicated, or could have indicated, that she 
could be vulnerable to, or be at risk from domestic abuse or violence and 
what response was there?  

 
g) Was there any contact, knowledge or information that services had to 

indicate that Jack might pose a risk of violence or domestic abuse? This 
includes consideration of relevant history and information such as Jack’s 
recorded history of anabolic steroids and poppers.  

 
h) Was there information that any service had that might have indicated self-

harm was an issue for Jack? 
 

i) Was there ever any cause to escalate any issues to senior managers in any 
agency or with any other specialist professionals or organisations? If so, 
were there any barriers or evidence of delay in terms of escalating issues? 
What outcome was there? 

 
j) Were there issues about the capacity or resources of services that had an 

impact on the ability to help Gemma or Jack; or had an impact on the ability 
to work with other services? This included the extent to which professionals 
in agencies have enough training and understanding about risk markers 
such as stalking/harassment and the history of substance misuse such as 
anabolic steroids. 

 
k) Were there any issues about the impact of any organisational changes or 

Covid covered by the period under review that influenced how agency or 
partnership arrangements were operating? 

 
l) Is there good practice to be highlighted in this case? 

 
m) Are there any action(s) by services that in retrospect might have led to better 

outcomes in this case?  
 

n) Are there any lessons to be learnt from the review for individual services 
and partnership working?  

Scope of the review 
 

46. The review took into account the national guidance about any specific issues 
relevant to the circumstances of the review. Gemma met Jack after leaving a 
previous relationship several months previously. A complaint to the police that 
Gemma was being stalked and harassed by a previous partner was still open 
at the time of Gemma’s death and was one of the areas examined by the review 
for any lessons to be learnt. The police provided a very detailed response which 
identified that lessons had been learnt. Given that the previous partner is not a 
subject of the review the information and learning about police contact is 
summarised in the report.  
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47.  Jack had a conviction for violence (affray) and was the subject of a complaint 
by a female in a bar where she was working and was not in a relationship with 
him. Jack’s use of alcohol and drugs (which had an association with his 
conviction) along with a historical record in 2018 of using unregulated anabolic 
steroids are explored in the report to identify potential learning given the 
research evidence about the risk to emotional and physical health discussed 
later in the report. 
 

48. The review aimed to understand and reflect upon: 
 

a) Did families know who or where to go if they have concerns about 
a family member; 

b) The response to concerns that Gemma was a victim or vulnerable 
to domestic abuse; 

c) Inter-agency understanding and perception of risks associated 
with changing attitudes and behaviour in intimate relationships.  

 
49. The scope and terms of reference for the review were discussed with Gemma’s 

mum at the start with the support of her advocate from AAFDA8 and the 
Homicide Case Worker from Victim Support. The opportunity to attempt 
discussion with Jack’s family from the start of the review was delayed due to 
the circumstances described in the next section of this report.  Gemma’s mum 
made contact with AAFDA soon after the independent reviewer gave 
information to her and the family liaison officer at the start of the review. 

Involvement of Gemma’s family, friends, work colleagues, neighbours and the 
wider community 
 

50. Contact with Gemma’s family began at the start of the review and continued 
during the Domestic Homicide Review. The independent reviewer had regular 
contact with Gemma’s mum throughout the review process with her advocate 
and less often with the case worker. It included telephone contact with one of 
Gemma’s siblings who had recently moved to the southwest of England. The 
panel are grateful for the contribution that Gemma’s mum has given to the 
review. She is, with the rest of her family, bereft at the loss of her daughter. She 
was worried about Gemma who she thought was inexperienced and naïve in 
her intimate relationships. Gemma’s mum had been worried about aspects of 
Jack’s behaviour and certainly felt that he was controlling Gemma. The 
perspectives from other people the reviewer spoke to were that Gemma was 
initially attracted by Jack’s very extroverted presentation and lifestyle. Gemma’s 
family or friends who spoke to the reviewer thought this was unlikely to be a 
permanent relationship.  
 

 
8 Advocacy Following Fatal Domestic Abuse 
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51. Gemma’s mum was first told about Gemma being at the hospital by two of 
Jack’s friends who came to her house at 02.00hrs. Further details about this 
are provided later in the report. One of these young women who is called Helen 
in this report had been in a brief intimate relationship with Jack but decided she 
did not want to continue the relationship because she did not wish to use 
substances. Gemma’s mum has consistently said that Helen had expressed 
concerns to her about Jack and his relationship with Gemma. The independent 
reviewer raised this with the police to ensure that Helen was included in the list 
of witnesses for the police investigation. The police confirmed that Helen had 
been interviewed and a statement had been taken from her. The independent 
reviewer has been told that Helen states that there is a misunderstanding on 
Mum’s part. Helen says that she did not want to continue in a relationship with 
Jack although it was not because of domestic abuse but concerns about 
aspects of his lifestyle and activities such as using drugs which she did not wish 
to share. They both remained part of the same circle of friends. Given the police 
assurance that Helen was spoken to and was specifically asked if she had 
concerns about Jack as a perpetrator of domestic abuse and her confirmation 
that she did not, the reviewer did not seek permission from the coroner to have 
access to interview Helen before the inquest. Helen provided a statement to the 
inquest.  
 

52. Gemma's mum says that her daughter’s style of dressing and use of jewellery 
changed over time during her relationship with Jack. Mum says that Gemma’s 
style went from being quite delicate to being “bling and flash”; going from silver 
to gold and large costume pieces. She described how Gemma was dressing 
very differently which she says was at Jack’s insistence and her favoured 
colours changed from red and black to green and luminous yellow and fashion 
brands. Gemma's mum also described how Jack insisted on calling Gemma by 
a different name and referring to her mum as “mother” despite being asked not 
to do this and to use her forename instead; he constantly phoned and texted 
Gemma and insisted she immediately responded to him. Examples included 
calls to be at the gym in the early hours of the morning. She described other 
behaviours that she believed were grooming Gemma such as very lavish gifts 
and expensive meals and trips which Fiona also described. Gemma’s mum 
describes how she tried to talk to Gemma about her concerns about the 
relationship but did not want to alienate her daughter or force her to choose. 
 

53. The reviewer spoke with Fiona who had been at primary school with Gemma 
and who in later life became best friends and had frequent contact until Gemma 
met Jack in 2021 although there had been plans for them to pick up their 
friendship in the weeks before Gemma died. Fiona was upset when Gemma 
became involved with Jack and his social circle. Fiona and Gemma had grown 
closer in adulthood spending a lot of time together although their professional 
lives were very different, they both shared a strong work ethic. Fiona described 
how she felt Gemma was drawn into a lifestyle of party people who did not work 
regular jobs or hours. Fiona says that Gemma dropped her contact with Fiona 
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because she had a “boring lifestyle” of not going out during the working week 
for example and was seen as less fun. Fiona says her friend was physically 
attracted to Jack and enjoyed the lifestyle that he had. She described the lavish 
gifts, expensive meals and designer-branded style of dressing.  
 

54. Fiona described Gemma as “big-hearted” and “loyal”. Fiona described 
Gemma’s insecurity and lack of self-confidence and how she was usually quite 
reserved and careful in her relationships. Fiona says that Gemma was 
subjected to some body-shaming comments on social media from people in 
Jack’s social circle. 
 

55. The reviewer also spoke to the owner and principal of the dance school where 
Gemma first learnt to dance and had kept up contact through the years. Gemma 
was due to be involved in the co-production of a show by the dance school 
before her death. 
 

Contact with Jack’s family 
 

56. Contact with Jack’s family was postponed when the review started at the 
request of the police. The police needed to coordinate their investigation with 
the coroner and Jack’s family were unaware of the circumstances of Gemma 
and Jack’s deaths and about aspects of his lifestyle.  In consultation with the 
police, the independent reviewer was first able to attempt contact with Jack’s 
family in November 2022.  
 

57. Jack’s mum and dad are separated and contact was made with each of them 
by a letter which included the email and phone details of the reviewer and the 
commissioning officer for the review. The contact was followed up in January 
2023 following no response; the police Family Liaison Officer spoke with mum 
at the request of the reviewer and the panel who wanted to ensure every 
opportunity was taken to have contributions from both Gemma and Jack’s 
families.  
 

58. Although none of Jack’s family wanted to meet or speak with the reviewer 
Jack’s mum permitted her statement to the police to be shared with the reviewer 
in March 2023 with the permission of the coroner. Jack’s parents were given a 
copy of the draft report and Jack’s mum provided a written response to the draft 
report that was considered in finalising it. 
 

59. Jack was born in West Yorkshire. Jack’s mum says that he was close to his 
older sibling who was 18 months older described them as best friends. After 
leaving school Jack found employment in building and construction. He later 
worked at a small manufacturing business whilst also finding work as a model, 
film and television extra. He volunteered to train as a retained fire officer. It was 
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his ambition to become a permanent full-time fire officer but no positions 
became available. 
 

60. Jack left the UK to travel for about a year and on his return, he went to live with 
his mum. He found various jobs including modelling, labouring, plastering, 
personal training and reception work.  
 

61. Jack’s mum describes her son as being a great support to her. She became ill 
during the Covid lockdown and had an injury. Jack would get the shopping and 
drive his mum to different appointments. Jack began to divide his time between 
living with his mum and staying at the house where he was living before he 
died. He was renovating the property.  
 

62. Jack regularly visited the gym, swam, skied and cycled with friends. Mum said 
that Jack liked cooking and going out with friends. He enjoyed hiking often 
getting up early in the morning to watch the sun rise. His mum taught him to 
sew and used her sewing machine to adapt his clothes. He was practical. Mum 
says that he made a model working gramophone for his sibling’s birthday. 
 

63. Jack had girlfriends before meeting Gemma. His mum says that he continued 
to have contact with most of his ex-girlfriends. The police did not interview or 
take statements from any previous girlfriend other than Helen as already 
described who was in a very brief relationship with Jack. The police have no 
contact details for the previous partners and Jack’s mum was not able to 
provide any further information to the independent reviewer. In her written 
response to the draft report, Jack’s mum says that she was not aware of any 
coercion or violence towards women in Jack’s past relationships.  
 

64. Jack's mum says that the relationship with Gemma was casual at first. She says 
that Jack was surprised that as the relationship progressed, he had found 
somebody who could be a possible “soulmate that he had not expected to find”. 
Jack’s mum says that Gemma and Jack went cycling and hiking together and 
that he was hopeful the relationship would progress.  
 

65. Jack’s mum confirmed that she had met Gemma more than once when visiting 
her home with Jack. They had both been to her home for dinner together and 
had stayed for a night with Jack’s mum about two weeks before their deaths. 
Jack’s mum did not have concerns about the relationship and in fact, was happy 
to see them together and reported that they both seemed happy and relaxed in 
each other’s company.  
 

66. Jack’s mum says that he tried to phone her on the night he and Gemma died 
but she missed the call because her phone was on silent.  
 

67. Jack’s mum describes her son as kind and thoughtful and who wanted to be 
healthy. Information was provided in Jack’s mum’s statement to the police and 
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therefore the reviewer was unable to discuss it any further during the review. In 
her written response to the draft report, Jack’s mum acknowledges the contacts 
that Jack had with the police in adolescence and adulthood; his use of 
substances and incidents of violent behaviour are discussed later in this report.  
 

68. In her response to the draft report, Jack’s mother acknowledges that her son 
appeared confident to a lot of people and “kept his sadness to himself”. She 
says he was able to speak about his life more honestly with her and it was 
family and some friends who saw the real Jack whilst others saw a bright easy 
confident side.  
 

Contributors to the review 
 

69. Over forty organisations were contacted across West Yorkshire as part of the 
original scoping for the review, inquiring about any contact and knowledge they 
had about Gemma or Jack. Of those organisations, the following services had 
information relevant to the review. 
 

a) Bradford Teaching Hospitals NHS Foundation Trust (BTHFT) 
(chronology and information); Gemma was brought to the hospital 
emergency department where despite attempts to resuscitate, Gemma’s 
death was confirmed and certified; 

b) NHS West Yorkshire Integrated Care Board (ICB) (chronology and IMR 
(individual management report) from GP primary health care services; 
Gemma had two routine contacts with her GP during the scoped 
timeline; March 2020 (travel immunisations) and April 2021; Jack also 
had few contacts with a GP; the first record of substance misuse was in 
2008 when he was 18 and the GP was notified of an overnight admission 
to the Intensive Care Unit for heavy intoxication; in April 2018 Jack 
attended a nurse practitioner appointment about a numb cold arm when 
he disclosed illicit use by injection of anabolic steroids; he was given 
safety advice and blood tests were arranged showing marginally raised 
level of liver enzyme; he was asked to book a follow up appointment but 
did not; in April 2019 an ophthalmologist letter to the GP raised 
suspected maculopathy after Jack had a routine optician appointment; 
this included information about Jack disclosing his use of poppers “two 
years before” and anabolic steroids “alerting clinicians to take it into 
account in future consultations”; in 2019 Jack asked the GP to arrange 
a referral to a specialist ophthalmologist; Jack consulted a GP in January 
2021 with symptoms of tiredness when a borderline Thyroid test was 
recorded; there was no further follow up;  

c) Locala Health and Wellbeing Kirklees (Locala) (chronology and IMR); 
Kirklees sexual health services had contact with Gemma and Jack 
before their relationship; Gemma had two face-to-face contacts and one 
phone conversation; Gemma provided negative responses to routine 
enquiries about domestic abuse in March 2020 and June 2020; Jack had 
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one face-to-face contact, five phone contacts and seven texts with 
sexual health services; he missed two appointments; in November 2019 
he was screened for Sexual Transmitted Infections (STI)  saying that he 
was not in a steady relationship (and was not asked about domestic 
abuse which did not reflect the expected practice); he tested positive but 
did not attend for treatment; this was followed up and when the service 
eventually was able to speak with Jack he said that he had received 
treatment; 

d) Mid Yorkshire Hospitals NHS Trust (MYHT) (chronology and 
information); had two contacts with Gemma during the timeline; neither 
occasion is relevant or applicable to the circumstances of the review; 
there was no contact with Jack: 

e) Probation Service (chronology and IMR); first contact was in August 
2021 when Jack was given a nine-month suspended prison sentence for 
affray; as part of the suspended prison sentence order, he had an unpaid 
work requirement (UPW) of 150 hours; a combination of Covid 
restrictions and lack of UPW placements in West Yorkshire at the time 
meant that most of the contact was completed remotely with options 
such as online learning being offered as a substitute;  

f) West Yorkshire Police (WYP) (chronology and IMR); had no contact with 
Gemma and Jack as partners; there was contact with Gemma in June 
2021 when she reported an ex-partner’s stalking behaviour which was 
the subject of an investigation by the WYP domestic abuse team (DAT) 
in the district where Jack lived and was open at the time of Gemma’s 
death; further information is provided later in the report given this falls 
within the scoped timeline for the review; the police had no contact with 
Jack about domestic abuse but had contact about assault and public 
order offences; there were two contacts during Jack’s adolescence (and 
are not included in the summary); in 2011 Jack was issued a warning for 
dangerous and inconsiderate driving; in 2017 he was issued a fixed 
penalty notice in Lancashire for being drunk and disorderly; in 2017 Jack 
called the police reporting that he was being burgled by men armed with 
firearms; he was located outside his property with two knives and a ball 
bearing gun whilst under the influence of drugs later testing positive for 
cocaine; he was not fit for interview for 22 hours when it was established 
it had been a drug induced hallucination; Jack was released without 
charge and referred to the local drug intervention programme where he 
attended three sessions; in March 2018 a 25 year old man reported 
being threatened with violence at his place of work by Jack; both men 
were interviewed establishing they knew each other from an altercation 
in a pub some six months before; there was no prosecution; in late 
October 2019 Jack was arrested on suspicion of assaulting four men 
outside a pub for which he was convicted of affray in August 2021 and 
received a nine month prison sentence suspended for 12 months with 
an unpaid work requirement and a victim surcharge; in December 2019 
police were contacted by staff at a hotel where Jack was a guest; further 
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detail is provided in the chronology given this falls within the scoped 
timeline of the review; in February 2021 the police were called to a 
property in Leeds where the male householder was found to have Jack 
and a 27 year old female staying at the property who were not members 
of the household and were contravening the Covid guidance at the time; 
all adults were advised that repetition could result in fines; this was the 
last contact the police had with Jack until his death: 

g) Yorkshire Ambulance Service (YAS) (chronology and information); YAS 
had two contacts about Gemma; in June 2021 Gemma’s mum contacted 
111 on behalf of Gemma who was in a lot of back pain; it was not linked 
to domestic abuse or substance misuse; YAS was contacted by Jack in 
early February 2022 reporting that Gemma had stopped breathing; 
Gemma was taken to Bradford Royal Infirmary where her death was 
confirmed. 

  
70. Information was also sought from Calderdale Recovery Steps (CRS) 

(Humankind)9 about the police-required assessment they completed with Jack 
following his arrest and a positive drug test for cocaine in 2017 which was 
before the scoped timeline for the review. CRS completed an assessment in 
September 2017 when Jack reported recreational use of 1-2 grams of cocaine 
per month. He stated he was unable to recall the circumstances of his arrest as 
he was taking sleeping tablets at the time as well as cocaine. A harm reduction 
session was completed and Jack was offered a follow-up appointment that he 
attended in October 2017. He felt he did not need any further support and 
reported spending time in the gym to occupy himself. Jack also attended an 
appointment at the local police station and the case was closed with Jack 
having complied with and fulfilled the police requirement for assessment and 
treatment.  

 

The review panel membership 
 

71. The first meeting of the panel was in June 2022.  There were 13 meetings of 
the panel with the final meeting taking place in May 2024 after the inquest. This 
included a meeting with Gemma’s mum and her advocate and support worker. 
All of the panel members and report authors were independent of any 
involvement or decision-making about the events and people concerned with 
the circumstances examined by the review.  

 
9 CRS provides a recovery and harm reduction service helping individuals, their friends and families 
who suffer the consequences of alcohol and drug misuse.  
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Name Organisation 

Peter Maddocks Independent Chair and Report Author 

 Wakefield Community Safety Partnership 

 Wakefield Community Safety Partnership 

 Wakefield District Domestic Abuse Service 

 Bradford Teaching Hospitals NHS Foundation 
Trust 

 Community Safety Partnership – Bradford Council 

 Community Safety Partnership – Kirklees Council 

 Kirklees and Calderdale Rape and Sexual Abuse 
Centre (KRASAC) 

 Locala Health and Wellbeing Kirklees 

 Mid Yorkshire Hospitals NHS Trust 

 

 Pennine Domestic Abuse Partnership 

 Probation Service, Bradford and Calder 

 NHS West Yorkshire Integrated Care Board (ICB) 
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Name Organisation 

 

NHS West Yorkshire Integrated Care Board (ICB) 

 

 NHS West Yorkshire Integrated Care Board (ICB) 

 South West Yorkshire Partnership Foundation 
Trust (SWYPFT) 

 Turning Point  

Talking Therapies 

 Turning Point 

Drugs and Alcohol  

 West Yorkshire Police 

 

 Yorkshire Ambulance Service (YAS) 

 Wakefield Council (Legal) 

 

The author of the overview report and chair of the review panel and the 
statement of independence 
 

72. Peter Maddocks is the independent author of this report and chaired the panel. 
He has completed domestic homicide reviews with other community safety 
partnerships in England. He has worked in local authority, voluntary and 
national services as a practitioner and in strategic and policy roles. These 
included working with families and children harmed by domestic abuse 
including work on policy and service development as well as direct work. He 
has never worked for any of the organisations that have contributed to this 
review nor has he held any elected position in Wakefield or West Yorkshire. He 
is not related to any individual who either works or holds an elected office in 
Wakefield or West Yorkshire. He was the independent reviewer for one other 
earlier domestic homicide review in Wakefield. 
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Parallel reviews 
 

73. The police inquiry was completed during the review when information was 
submitted to the coroner. The coroner was provided with a copy of the draft 
report. In agreement with the Home Office, the submission of the report was 
postponed until the respective inquests were completed in May 2024. The 
coroner recorded a verdict of unlawful death for Gemma and death by suicide 
for Jack. The pathologist’s evidence at the inquest made clear that Gemma died 
as a result of manual strangulation by Jack. The inquest heard evidence that 
Gemma had likely been deceased for longer than the original timeframe that 
was reported to the Yorkshire Ambulance Service by Jack. The Pathologist 
stated in their report in the Inquest Bundle that ‘rigor mortis was firmly present 
to the muscles of the arms and legs. Lividity was established in a posterior 
distribution, and there was also some faint, purplish lividity present across the 
right cheek’. 

 
 

Equality and diversity 
 

74. Gemma and Jack were both white British and spoke English. They were both 
born and raised in West Yorkshire. Neither of them had a disability and their 
mental health had not been a concern. Neither of them had children. Neither of 
them had been married or in a civil partnership. Discrimination based on the 
protected characteristics set out in the Equality Act was not a factor in how 
services responded to Gemma or Jack. 
 

75. The inter-relationship between substance misuse, mental health and domestic 
abuse is often a factor for reviews to consider.  
 

76. The use of drugs is referenced in text messaging between Gemma and Jack 
reviewed by the police investigation which included cocaine, ketamine and 
GHB.  
 

77. Gemma had good mental and physical health having routine contact with health 
services. Before Gemma’s death, none of the services had any information 
about Gemma using substances other than routine and prescribed medication.  
 

78. Jack had generally good mental and physical health. The GP records include a 
historical single reference to Jack’s use of substances that fall within a category 
known as image and performance-enhancing drugs. As an 18-year-old Jack 
was admitted overnight to a hospital after having become very intoxicated.  
 

79. Although a GP historically recorded on one occasion that a younger Jack had 
been quite casual in his attitude to potential risks from things like his use of 
anabolic steroids his attitude changed in 2019 when concerns about his 
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eyesight were raised. The GP received a letter from Jack that displayed a high 
level of literacy and research of the condition and about specific 
ophthalmologists with particular expertise in the condition and asked for a 
referral to a particular professor in Manchester. Jack was aware that he was 
young to have a diagnosis of popper-related bilateral maculopathy10. A follow-
up appointment was scheduled nine months later although Jack died before 
this happened. The condition had been initially diagnosed after Jack 
complained of deteriorating vision.  
 

80. From historical contact and recording by the police and various health 
professionals, Jack was known to have used different drugs over several years. 
Although there is no recent record by the GP, post-mortem toxicology and 
friends of Jack’s have confirmed he was using drugs. During a GP consultation 
in 2018, Jack disclosed regular use of anabolic steroids which are synthetic 
drugs derived from testosterone; the GP warned Jack about the risks 
associated with steroid use. The ophthalmology clinic report in 2019 to the GP 
referenced Jack’s usage of steroids (along with ‘poppers’ two years before). 
There is no information about whether Jack was using steroids more recently 
than the GP’s recorded history and the inclusion of the reference to steroids is 
to highlight the potential health risks for learning and risk assessment.  
 

81. Doctors never prescribe anabolic steroids to young, healthy people and did not 
prescribe them for Jack. Without a prescription from a doctor, steroids are illegal 
in the UK because of the serious health risks that include physical effects such 
as tumours and cardiovascular damage but also can have an impact on mood 
and behaviour. Illegally, these drugs are regularly self-administered by 
bodybuilders and powerlifters to enhance their sportive performance. Adverse 
side effects of anabolic steroids include sexual dysfunction, alterations of the 
cardiovascular system, psyche and behaviour, and liver toxicity. Chronic high 
doses of anabolic steroids are more likely to increase the risk of aggressive 
and/or violent behaviour. The majority of studies appear to have found at least 
some evidence of an association between anabolic steroid use and aggression 
or violence11.  
 

 
10 Maculopathy, also known as macular degeneration, is a disease that affects the back of the retina, 
called the macula. The macula controls the ability to read, see fine detail in objects and recognise faces 
and colours. Maculopathy is a progressive disease and can lead to central vision loss, usually in both 
eyes. There are several types of maculopathies. It usually affects people ages 50 or older and gets 
progressively worse with age. 
11 Nelson, B.S., Hildebrandt, T. & Wallisch, P. Anabolic–androgenic steroid use is associated with 
psychopathy, risk-taking, anger, and physical problems. Sci Rep 12, 9133 (2022). 
https://doi.org/10.1038/s41598-022-13048-w accessed 29th December 2022 
Kanayama G, Hudson JI, Pope HG Jr. Anabolic-Androgenic Steroid Use and Body Image in Men: A 
Growing Concern for Clinicians. Psychother Psychosom. 2020;89(2):65-73. doi: 10.1159/000505978. 
Epub 2020 Feb 17. PMID: 32066136. 
van Amsterdam J, Opperhuizen A, Hartgens F. Adverse health effects of anabolic-androgenic 
steroids. Regul Toxicol Pharmacol. 2010 Jun;57(1):117-23. doi: 10.1016/j.yrtph.2010.02.001. Epub 
2010 Feb 12. PMID: 20153798. 
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82. Jack’s conviction for violence (affray) and the complaints about his behaviour 
that had included very swift escalation in his aggression such as in his 
interaction with a female employee at a hotel are the context for including some 
reflection about steroids as an area of potential learning. 
 

83. Gemma was the victim of stalking and harassment from a previous partner. 
Domestic abuse, sexual assault and stalking are behaviour that is reported by 
over a third of women and are particularly concentrated in a smaller proportion 
of women who suffer multiple attacks, and severe injuries and suffer multiple 
interpersonal violence and disruption to their lives12.  
 

84. There is no recorded evidence that Jack had self-harmed before his death. Jack 
did not present at any time with any indicator that suggested he would be at risk 
of death by suicide in terms of his mental health or evidence of self-harm.  
 

85. Gemma and Jack’s relationship was heterosexual and not transactional. It is 
not confirmed to the DHR how Jack self-identified his sexuality. The police 
investigation disclosed that Jack had sexual relations with both men and 
women. Some of these were for transactional sex13. Male sex workers who 
sell/exchange sex for money or goods comprise a very diverse population 
within the UK and internationally. The criminalisation (of paid sex work) and 
intersectional stigmatisation of same-sex practices, sex work and health risks 
associated with STI as well as other potential lifestyle risks such as substance 
misuse are significant factors in male sex workers not accessing essential 
services14. As such this is an example of where reasonable adjustment under 
the Equality Act 2010 can apply. The GP and sexual health service were 
unaware of this aspect of Jack’s lifestyle when he consulted them.  
 

86. ‘Poppers’ (alkyl nitrite class of compounds) are inhaled for recreational 
purposes and may provide a brief rush of euphoria and sexual arousal. In the 
United Kingdom, poppers are legal to purchase but illegal to sell for human 
consumption. Poppers are widely used in gay and ‘nightclubbing’ communities. 
 

87. The use of inhaled nitrites, or poppers, among men who have sex with men is 
prevalent. There is an association between men who use unsafe sexual 
practices with the associated risk of HIV as well as sexually transmitted 
infections15.  

 
12 Walby. S and Allen. J, Domestic Violence, Sexual Assault and Stalking: Findings from the British 
Crime Survey. 2004 
https://openaccess.city.ac.uk/id/eprint/21697/1/Domesticviolencefindings_2004_5BritishCrimeSurvey2
76.pdf  
13 The exchange of sex for money, gifts or material goods 
14 Baral, S.D., Friedman, M.R., Geibel, S., Rebe, K., Bozhinov, B., Diouf, D., Sabin, K., Holland, C.E., 
Chan, R. and Cáceres, C.F., 2015. Male sex workers: practices, contexts, and vulnerabilities for HIV 
acquisition and transmission. The Lancet, 385(9964), pp.260-273.  
15 Hambrick, H.R., Park, S.H., Palamar, J.J., Estreet, A., Schneider, J.A. and Duncan, D.T., 2018. Use 
of poppers and HIV risk behaviours among men who have sex with men in Paris, France: an 
observational study. Sexual health, 15(4), pp.370-373. 
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88. A UK study amongst attendees of a sexual health clinic in London found 

poppers to be third (26.8 per cent) behind alcohol (94.1 per cent) and cannabis 
(48.5 per cent)16.  
 

89. An observational study in Paris17 found poppers were the second most 
experimented with illicit substances among 18–64-year-olds in France, after 
cannabis. 
 

90. Poppers were first used as a treatment for angina before being replaced by 
other nitro compounds, including trinitrate. They no longer exist as medicines. 
However, the increasing use of this substance in other circles for a diverse 
range of uses makes it a frequently reported and commonplace product.  
 

91. The French Monitoring Centre for Drugs and Drug Addiction (Observatoire 
français des drogues et toxicomanies, OFDT) cited by Baral et al reported 
massive consumption among adolescents and young adults looking for 
euphoric effects. Club regulars use them to increase the effects of other 
stimulants, mainly cocaine and MDMA, while some people from the LGBTQ 
community consume this product to stimulate libido and facilitate sexual 
practices. Regular use can create dependency. For example, since 2014, in 
Australia, there has been a significant increase in the use of poppers among 
gay, bisexual, and other men who have sex with men18.  
 

92. The use of poppers has been linked with an emerging ophthalmic reaction 
affecting eyesight that Jack sought treatment for.  

Dissemination 
 

93. Gemma and Jack’s families, and all organisations that participated in the review 
will receive a copy of the overview report which will be sent to the Domestic 
Abuse Commissioner, the chief officers of the Safer Together authorities which 
are Wakefield Metropolitan District Council, Wakefield District Housing, West 
Yorkshire Police, NHS West Yorkshire Integrated Care Board (ICB), Wakefield 
and District Health and Care Partnership, Nova Wakefield19, West Yorkshire 
Fire and Rescue Service and the Probation Service. Additionally, the report will 
be sent to the Deputy Mayor of West Yorkshire for Police and Crime, the 
Wakefield District Strategic Suicide Prevention Group, the Wakefield District 

 
16 Thurtle, N., Dargan, P.I., Hunter, L.J., Lovett, C., White, J.A. and Wood, D.M., 2016. A comparison 
of recreational drug use amongst sexual health clinic users in London with existing prevalence data. 
International journal of STD & AIDS, 27(14), pp.1309-1316. 
17 Barrangou-Poueys-Darlas, M., Gerardin, M., Deheul, S., Istvan, M., Guerlais, M., FAN, Jolliet, P., 
Dejoie, T. and Victorri-Vigneau, C., 2021. Poppers use and high methaemoglobinaemia: ‘dangerous 
liaisons’. Pharmaceuticals, 14(10). 
18 Broady, T.; Mao, L.; Lee, E.; Bavinton, B.; Keen, P.; Bambridge, C.; Mackie, B.; Duck, T.; Cooper, 
C.; Prestage, G.; et al. Gay Community Periodic Survey: Sydney 2018. 
19 Nova is the support agency for the voluntary and community sector in Wakefield District. 
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Health and Wellbeing Board, the Wakefield District Safeguarding Children 
Partnership and the Wakefield District Safeguarding Adult Board. Copies of the 
report will also be provided to the community safety partnerships in Bradford, 
Calderdale and Kirklees for them to disseminate as they judge appropriate.  
 

Background information and chronology  
 

94. Gemma and Jack’s relationship began in the early autumn of 2021.  
 

95. Gemma had for many years pursued a very focused ambition to dance 
professionally at national and international levels which required considerable 
self-discipline. Gemma was described by her family and her friends as a young 
woman who was quite shy and reserved in social situations, and not confident 
about her self-image; for example, she had always made sure that her make-
up and hair were carefully arranged and was often reluctant to let people take 
pictures of her face; this contrasted with the young woman who would become 
much more confident when on a stage and performing a role or dance routine.  
 

96. Gemma lived with her mum and stepdad when she was not working in other 
parts of the UK or overseas and had been booked to travel outside the UK to 
dance at the time of her death. Gemma was especially close to her mum who 
used to travel with her to dance competitions when she was growing up and 
would visit her when she was working overseas. Gemma’s mum describes her 
as a daughter who found academic work difficult but had prodigious talent as a 
dancer and was very outgoing and worked well with other people.  
 

97. Gemma’s mum says that Gemma had one significant relationship with a 
boyfriend before initially meeting Jack in July 2021 although the relationship did 
not begin until Gemma returned to the UK in October 2021. Gemma had 
complained to the police about being stalked by an ex-partner. The 
investigation was still open when Gemma died and for that reason was included 
in the scope of the review to ensure appropriate learning had been identified.  
 

98. In February 2019 (before the scoped timeline for the review) Jack visited an 
optician complaining of declining vision and was told he was developing 
popper-related20  bilateral maculopathy and made aware he was very young to 
have the condition and that it was a threat to his vision.   

 
99. Jack was referred to a specialist in Manchester where he was working at the 

time. The specialist confirmed the optician’s findings and reported that Jack had 
given a history of using poppers for about two years and was also using 

 
20 Popper is a slang term given broadly to drugs of the chemical class called alkyl nitrites that are 
inhaled 
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anabolic steroids. The letter filed by the GP noted the diagnosis but not the 
information about Jack’s steroid abuse.  

 
100. In late October 2019, the police received simultaneous calls about an ongoing 

fight in a Halifax town centre bar that had spread into the street outside. Jack 
was one of several men who were arrested and interviewed under caution 
during which he made “no comment” replies to questions. He was released 
under investigation and not subject to police bail.  
 

101. In November 2019 Jack visited the local sexual health screening service saying 
that he had recently returned from a six-month visit to Australia. He reported 
having three sexual contacts with women whilst away from the UK. He did not 
attend any follow-up treatment despite contact from the service.  

 
102. In mid-December 2019 the police received a 999 call from a hotel where Jack 

was reported to have threatened a female member of staff and a male 
colleague who described Jack as having suddenly become abusive and 
aggressive. The police attended and concluded, having spoken to the staff 
concerned who did not want to pursue a complaint that there was no immediate 
threat to life and no ongoing disturbance.  

 
103. In April 2020 Jack was summoned to appear in court for offences of unlawful 

violence and assault by beating during the affray in Halifax in December 2019. 
The court date was adjourned several times because of Covid and in December 
2020 Jack was committed to the Crown Court for trial.  
 

104. In early February 2021, the police attended a property in Leeds and spoke to 
the three occupants including the male householder as well as Jack and a 
female. Further information is provided later in the report indicating this was a 
reported breach of Covid regulations.   

 
105. In mid-June 2021 Gemma’s mum contacted the police on behalf of Gemma to 

report harassment by a previous boyfriend. Gemma was receiving abusive and 
threatening text messages including threats to upload inappropriate pictures to 
social media. Mum reported that Gemma had a bruise on her legs from an 
incident less than a week before when Gemma had tried to get away from him. 
Mum said that Gemma had been too frightened to contact the police herself 
and that the stalking behaviour had led to Gemma taking an overdose of 
paracetamol, nytol and ibuprofen four weeks before (the GP nor any other 
health professional was made aware of this overdose). The call handler created 
a domestic abuse incident report at a standard level as well as created a 
domestic abuse crime occurrence in the police Niche system. Further calls were 
made by Gemma’s mum the following day to report that unwanted messages 
continued to be sent to Gemma who was afraid to leave the house. The 
previous partner is not a subject of the Domestic Homicide Review and 
therefore a detailed account of police contact with him is not included in the 



**OFFICIAL SENSITIVE**  

Page 27 of 61 
Home Office Reference: 20220318/0 

 

report although the management of the subsequent police investigation is 
included in the analysis later in the report.  
 

106. Gemma’s mum contacted the NHS 111 online service in late June 2021 to 
discuss the severe lower back pain that Gemma was suffering. The onset had 
been sudden and Gemma was unable to move. Unhappy with the response 
from NHS 111 Gemma’s mum contacted the NHS 999 service. Gemma was 
described as drifting in and out of consciousness with some vomiting.  

 
107. Gemma’s mum took her to the local hospital emergency department later the 

same evening with her mum and was admitted for further exploration and 
diagnosis. Gemma did not want her family to be informed about any treatment 
she had; there is no record of this being explored with Gemma and there was 
no record of routine domestic abuse inquiry with Gemma. The hospital would 
not have known about the recent disclosure about stalking and harassment and 
is promoting routine inquiry across the Trust. Pain was diagnosed and resolved; 
it did not relate to domestic abuse and respecting Gemma’s expressed wish at 
the time no further detail is included in this report. The panel agreed that it was 
a routine medical issue and the reason for Gemma not wanting her mum to be 
given information is not known.  
 

108. In the summer of 2021, Jack was found guilty at the Crown Court of Affray 
(referenced in para 69). He was given a prison sentence suspended for 12 
months with an unpaid work requirement and a victim surcharge. The probation 
service was not asked to provide a pre-sentence report. The probation service 
says this is not unusual practice within the context of what appeared to be a 
straightforward case within the Crown Court.  
 

109. The Community Order supervision was allocated five days later to a named 
worker in the unpaid work  team which was a remote standalone team working 
from a Liverpool hub. Jack’s induction to the unpaid work team was a phone 
appointment two days after the allocation. He reported being a single man who 
lived with his parents and had no children and was in part-time employment. 
No details about the employment are recorded by that service (or any other 
service) although his mum provided information to the Domestic Homicide 
Review about various employment Jack had. Jack was put on a waiting list for 
allocation to an unpaid work project which at the time was severely limited due 
to Covid restrictions.  
 

110. In early September 2021, an email was sent from probation to Jack to advise 
him of various online learning opportunities and how this could contribute to 
completing his unpaid work  requirement. It was explained that he could 
compete for up to 30 per cent of his unpaid work requirement  by taking online 
learning modules. This was expected practice by the probation service as part 
of their response to the Covid restrictions on face-to-face group work projects.  
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111. The probation officer completed an OASys21 assessment of Jack’s needs and 
risk as an offender. Jack was assessed as presenting a medium risk of harm to 
the public given his index conviction was for violent behaviour toward strangers. 
This was routinely reviewed in December 2021.  

 
112. In mid-October 2021 Jack’s probation officer was changed; there is no reason 

recorded for the change and no record of the new officer being introduced or 
making contact with Jack at the time of the transfer.  
 

113. Gemma’s family met Jack at Christmas 2021 when Gemma wanted Jack to join 
their family celebration. Gemma had told her family that Jack was estranged 
from his family and would be on his own over Christmas. Gemma’s mum has 
described a very difficult day during which she observed behaviour that worried 
and offended her which included Jack calling Gemma by a different name and 
calling mum “mother” instead of using her name as requested, clicking his 
fingers at Gemma for attention and drank a lot of alcohol. Gemma’s mum felt 
that he was trying throughout the day to engineer a falling out between Gemma 
and her family and with her mum in particular and there was an argument. Other 
behaviour worried them such as Jack wanting to show that he had a lot of cash 
and Gemma’s mum described visiting a restaurant where Jack insisted on 
ordering what everybody ate and drank without allowing anybody to choose. 
Gemma’s mum had to prevent Jack from attempting to drive himself and 
Gemma while he was unfit through alcohol. Gemma’s family asked him to leave 
and did not want to see Jack again.  
 

114. Jack’s mum commented when she read the draft report that she was very sad 
that Jack had not been at her home for Christmas day as was their usual 
tradition but Gemma had wanted him to be with her family. Jack's mum says 
that Jack had told her that he had got carried away and that he was 
embarrassed about his behaviour. Jack’s mum is sorry he behaved in the way 
he did and says that Jack was sorry for upsetting Gemma’s family and for the 
bad impression.  
 

115. In early January 2022, Jack was informed by letter that unpaid work 
requirement  was suspended due to Covid but it remained a requirement for 
Jack to remain in contact with his probation officer. An appointment was made 
three weeks later in January 2022. It would have been probation’s expectation 
that there would be at least monthly contact by phone with an offender 
especially whilst awaiting unpaid work placement but that had not happened 
thus far since the start of September 2021. This is explored further in the 
analysis later in the report.  

 
116. In the second week of January 2022, Jack was transferred to a third probation 

officer. Following the re-establishment of the local probation service, the unpaid 
 

21 OASys is the abbreviated term for the Offender Assessment System, used in England and Wales 
by Her Majesty's Prison Service and the Probation Service. 
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work hub was closed in Liverpool and all cases were reallocated locally. The 
transfer happened with no evidence that Jack was notified of changes being 
made.  

 
117. Jack contacted the probation service in late January 2022 to say that he had 

been expecting contact from the probation officer. He spoke to a duty officer 
who recorded that Jack had made contact.  
 

118. On the day of Gemma’s death, the Yorkshire Ambulance Service was 
summoned by Jack’s call to NHS 999. He reported that Gemma had stopped 
breathing. He was given CPR instructions and an ambulance crew was on the 
scene four minutes later. The crew contacted their communication centre 
requesting police attendance due to their concerns about the circumstances 
including evidence of drugs, bruising on Gemma’s neck and evidence of 
restraints. The emergency medical dispatcher, in compliance with standard 
operating procedures, informed the crew that they should do this themselves. 
This is discussed later in the report. The ambulance took Gemma to the hospital 
one hour and nine minutes after the initial call from Jack. The ambulance crew 
had alerted the hospital triage team and resuscitation continued to be attempted 
at the hospital. Jack was transported to the hospital in a separate ambulance. 

Overview 
 

119. The review has to carefully balance complex and sensitive information. There 
were no reported concerns about domestic abuse involving Jack before or 
during the relationship with Gemma. Gemma’s mum had concerns about the 
relationship as described in other parts of the report. This includes Jack 
frequently texting Gemma and expecting her to be available at a moment's 
notice and to for example be at the gym with him in the early hours of the 
morning Helen who was in a brief intimate relationship with Jack provided a 
statement to the police as part of their investigation and to the inquest chose to 
end the relationship because aspects of his lifestyle were not for her and they 
remained part of the same social circle afterwards.  

 
120. According to Gemma’s mum and Fiona, Gemma had changed in terms of 

dropping her contact with longstanding friends, changing the way she spoke, 
and her style of dress and make-up. Mum also says that Jack was persistent in 
his texts and telephone calls to Gemma. One of Jack’s phones was not 
recovered during the police investigation. Jack insisted on calling Gemma by a 
different name including when the paramedics were summoned and Gemma 
was taken to the hospital. These are behaviours often associated with domestic 
abuse and controlling coercive behaviour.  
 

121. Fiona and Gemma had much less contact with each other after Gemma’s 
relationship with Jack began although shortly before Gemma died Fiona had 
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been corresponding by text and email with Gemma. Fiona was not convinced 
that this would be a long-term or deep relationship with Jack although 
recognised that Gemma appeared to have been attracted by the lifestyle. 
Lavish gifts or “love bombing” can be the manipulative subtle behaviour 
recognised in relationships where there is emotional and psychological abuse 
being used to control and coerce.  
 

122. Strangulation, fatal or otherwise, is a significant issue associated with domestic 
abuse and homicide. Strangulation had been used by Jack with Gemma before 
the fatal incident; the phone that was retrieved by the police during their 
investigation contained a comment from Gemma to Jack about nearly killing 
her previously. It is not known if strangulation was part of their intimate 
relationship or whether there had been any other discussion between Gemma 
and Jack.  
 

123. There was information that Jack had used strangulation while participating in 
transactional sex with other partners. There was a photograph of an unknown 
female with a plastic bag over her head. It is not known whether this female 
was an intimate partner or a transactional partner. 
 

124. Strangulation as part of sexual activity has become more widespread and has 
been an offence since June 202222. Sex surveys, advice forums, social media 
feeds and magazines are reporting that the activity has gone mainstream for a 
significant proportion of the population23. It has also become normalised 
through the use of pornography and for example, younger people, in particular, 
being told it is becoming more common and being framed as sex play in 
heterosexual and same-sex relationships. However, non-fatal strangulation 
(NFS) is also a high-prevalence form of assault in abusive relationships and is 
often used to instil fear, power and control. It is a terrifying experience. NFS can 
take place as part of sex which might be consensual but the use of NFS is not. 
It is impossible in law to consent to NFS where injuries of Actual Bodily Harm 
or worse are caused. Strangulation was used in 29 per cent of domestic 
homicides and kills on average a female victim of domestic abuse every two 
weeks.  
 

125. NFS represents a significant short and longer-term risk to physical, emotional 
and psychological health. Anxiety, depression, suicidal thoughts, PTSD, 
memory loss, and even stroke are reported. Victims may lose consciousness 
during strangulation and have trouble recalling details of a sexual assault.  
 

126. The first time that concerns were raised was when the paramedics responded 
to the emergency call to attend at Jack’s home. The ambulance crew were 

 
22 https://www.cps.gov.uk/legal-guidance/non-fatal-strangulation-or-non-fatal-suffocation  
23 Keene. S, The influence of mainstream pornography on changing sexual practices. Pathology The 
Journal of The Royal College of Pathologists of Australia vol 54, March 2022 
https://doi.org/10.1016/j.pathol.2021.12.046   
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concerned about the circumstances under which Gemma had become 
unconscious. The crew reported their concerns to their dispatcher and 
requested that the police be contacted. The crew were advised to make the call 
in line with their standard operating procedure which was for the crew to make 
the call to the police. The police were not contacted until Gemma had been 
taken to the hospital. The report author for YAS was unable to speak to any of 
the paramedics but did review documentation that was completed by the 
response crews. Three response vehicles were at the scene within ten minutes 
of each other responding to the traumatic and urgent circumstances. One of the 
double-crew ambulances transported Gemma to the hospital whilst 
administering urgent resuscitation efforts whilst Jack was transported by the 
second double-crewed ambulance. The third response vehicle was a single 
crew. The hospital was not alerted to the concerns of any of the paramedics 
until after Gemma’s death had been confirmed by the hospital.   
 

127. Due to the sequence of events described, the police were not notified until 
Gemma had been transported to the hospital and her death had been 
confirmed. Jack contacted two friends while he was in the hospital who went to 
mum’s home to say they had been told by Jack that Gemma was in the hospital.  
Gemma’s mum contacted the hospital asking about Gemma’s condition. The 
hospital staff member attempted to encourage Gemma’s mum to come to the 
hospital to be told in person about the dreadful circumstances. The staff 
member offered to have a taxi collect and transport Gemma’s mum to the 
hospital which was declined. Because of the level of mum’s distress, the staff 
member advised her over the phone that Gemma had died. Mum came to the 
hospital where she was met by two members of hospital staff who took her to 
a private room to speak with her and to explain what had happened and that 
the police were involved. The police subsequently asked mum to attend the 
police station where there was a delay of eight hours before mum had further 
information.  
 

128. Jack had left the hospital before the police arrived and he died before the police 
were able to speak to him. The panel were informed that there was nothing in 
his demeanour during the contact with paramedics who responded to the initial 
999 call or the hospital staff who saw Jack that caused any of them to be 
concerned about the potential of self-harm or suicide.  

 
129. Gemma’s mum encouraged and supported Gemma in reporting the 

harassment and stalking behaviour from a previous boyfriend. The fact that this 
matter was still outstanding at the time of Gemma’s death is concerning.  
 

130. Studies show that help is not sought if victims feel the services will not be useful 
or effective or if they feel professionals will not consider it serious enough. 
Erosion of self-worth and identity are significant inhibitors; the impact on 
Gemma of being persistently called by a different name and radically changing 
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her appearance and style of dressing as described by her mum are relevant to 
thinking about the potential impact on who Gemma thought she was.  

 
131. Jack was never the subject of a complaint of domestic abuse. He had a history 

of violence and aggression in the past and represented a potential medium risk 
to other people when he was under the influence of substances or required to 
deal with conflict.   
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Analysis of professional decision-making and practice 
 

Concerns by family or friends about the relationship 
 

132. Gemma and Jack’s mothers have described having a close relationship with 
their respective children. They were both aware of the relationship and had met 
their respective partners. The mothers’ views about the relationship are very 
different. 
 

133. Gemma’s mum only met Jack when he stayed with them during Christmas 2021 
which is described in an earlier part of the report. Gemma’s mum was worried 
about Gemma’s relationship with Jack. This included the marked change in the 
way Gemma dressed, the increasing isolation from people and the frequent 
phoning and texting as well as insisting Gemma be called by Jack’s choice of 
name. Gemma’s mum tried to talk to Gemma about her concerns whilst at the 
same time not losing the relationship, she had with her daughter. She had been 
worried about Gemma’s safety when for example Jack had planned to drive his 
car after drinking heavily at Gemma’s family home and had planned to take 
Gemma in the car with him. Mum prevented him from moving his car on that 
occasion. She did not know any details of the sexual relationship between 
Gemma and Jack. Jack called Gemma by a different name despite her mum 
challenging this. According to the police investigation, the name appeared to 
originate during a chance discussion they both had with a taxi driver who 
remarked that Gemma looked like someone with a particular name. The denial 
of a birth name is discussed later in the report. 
 

134. Jack’s mum provided a different account of Jack and Gemma’s relationship 
which was provided in the statement to the police but the reviewer was unable 
to discuss it with Jack’s mum due to her not wanting to speak to the reviewer. 
In her written response to the draft report, Jack’s mum has said that the use of 
a different name is used in their family and is not malicious or controlling. She 
says they call people and each other by “pet names” as a sign of familiarity and 
affection. Jack’s mum says she spoke to Gemma about the use of a different 
name and asked her what she thought about it and what she preferred. Jack's 
mum says that Gemma laughed and said she liked it and did not mind being 
called by either name. Jack’s mum says that she told Gemma that if she did not 
want the name to be used Jack would stop using it. The point remains that Jack 
had insisted on using the name despite Gemma’s mum asking him not to do it 
when he spent time with Gemma’s family.   
 

135. Jack’s mum met Gemma on several occasions in the company of Jack and her 
description of the relationship has also been described earlier in the report. In 
her written response to the draft report, Jack’s mum states her belief that the 
relationship was not coercive and says that what she observed was “a balanced 
relationship”. She did not have concerns about the relationship and in fact, was 
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happy to see them together and reported that they both seemed happy and 
relaxed in each other’s company.  
 

136. Fiona and other people who spoke to the reviewer who knew Gemma before 
meeting Jack had noticed a change in Gemma over the few months she was in 
the relationship with Jack. They told the reviewer that they did not think it was 
going to be an enduring relationship.  
 

137. Gemma’s mum told the reviewer about the conversation referenced earlier in 
the report when Helen, one of the young women who came to her home on the 
evening that Gemma was taken to the hospital. Both young women were friends 
of Jack’s and knew Gemma. Her mum says that Helen had tried to warn her 
about Jack and believes that Helen had evidence that Gemma was being 
abused by Jack. This information was checked by the reviewer with the police 
to establish if Helen had been interviewed and given a statement as part of the 
police investigation who confirmed this had happened. Helen had been in a 
short relationship with Jack but had quickly decided it was not a relationship 
she wanted to remain in. Helen described him as “a nice guy” but was 
concerned about his use of drugs. Helen said that they had remained in the 
same friendship circle following her decision to leave the relationship. Helen 
confirmed that there had been recent contact between Gemma and herself. 
Helen had told Gemma that she would contact her mum if Gemma continued 
with some aspects of her behaviour; this had included Gemma making 
unwelcome and unsolicited calls to Helen.  
 

138. None of the services had any information about Gemma and Jack being in a 
relationship or concerns about that relationship.  

Response to Gemma being a victim of stalking by her previous partner in 
2021 

 
139. The police provided a detailed account and analysis of their response to 

Gemma being a victim of stalking which was discussed by the panel. This report 
summarises the issues identified by their detailed inquiries and accounts. 
 

140. The initial log graded as requiring a standard response was commensurate with 
the correct use of the THRIVE template24. It did not take into account Gemma’s 
vulnerability and the potential harm to her from the further stalking behaviours 
by the ex-boyfriend. It would have been appropriate to have graded the log as 
a priority for allocation. The THRIVE process has since been amended to 
provide the call taker greater flexibility in determining their grading. 
 

 
24 Threat, harm, risk, investigation, vulnerability and engagement (THRIVE) is a model used to assess 
the appropriate initial police response to a call for service. It allows a judgement to be made of the 
relative risk posed by the call and places the individual needs of the victim at the centre of that decision. 
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141. Although the initial attending officer obtained a witness statement and 
completed a DASH25 risk assessment it did not record information in respect of 
Gemma’s overdose and it was not informed by an assessment of the 
cumulative risk posed by the ex-boyfriend based on history. Consequently, it 
incorrectly assessed the risk of harm as Standard i.e. No significant current 
indicators of risk of serious harm. The police IMR found that this was not the 
case and that the assessment should have been of a medium.  
 

142. When the report was transferred to the district office’s police DAT where the ex-
boyfriend lived the allocating supervisor instructed the investigating officer to 
seek to interview him by way of his voluntary attendance. This was based on 
the risk assessment determined by the Wakefield District staff. Given his recent 
history, the police recognise it would have been more appropriate to ensure his 
prompt arrest at the earliest opportunity; 
 

143. There were no recorded investigatory actions undertaken between allocation at 
the end of June 2021 and the middle of July 2021 when contact was recorded 
with Gemma by the investigating officer for the first time. Gemma was working 
outside the UK by that date. 
 

144. Having failed to secure the ex-boyfriend’s attendance for a voluntary interview 
the police circulated him as wanted and in early August 2021, he attended a 
police station where he was arrested. The officers who dealt with him had no 
previous contact with the case but progressed the investigation, although 
enquiries to locate his phone were not undertaken. However, following his 
release, the only steps that were taken to progress the investigation effectively 
comprised the submission of an IT request to facilitate access to an email. This 
material was not accessed between its receipt in August 2021 and Gemma’s 
death in early February 2022. 
 

145. Charter enquiries were not initiated. This is a basic line of enquiry in the 
investigation of such crimes26. The police IMR describes in considerable detail 
the measures that would identify an individual/s in control of a number and 
provide admissible evidence of their SIM card making these calls, together with 
identifying a handset that would hopefully be recovered from them. 
 

146. There is no record of contact by police with Gemma between the end of August 
2021 and the end of January 2022.  
 

147. The police IMR acknowledged that there was insufficient clear supervisory 
oversight of the progression of the case. There were supervisory entries in June 

 
25 DASH: Domestic Abuse, Stalking and Honour Based Violence Risk Assessment 
26 Charter is the database used to submit enquiries to the Communications Data Investigation Unit 
(CDIU) to secure telecoms data, for example, harassing phone calls and messages sent from one 
phone to another. 
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2021 (allocation), July (re-allocation), November (re-allocation) and the 
beginning of February 2022.  
 

148. The police IMR acknowledged that there was no consideration about obtaining 
a civil Stalking Protection Order under the provisions of the Stalking Protection 
Act 201927. If an application had been considered it would still have required 
the investigation to have progressed to obtain the evidence to support such an 
application (albeit to a civil standard of proof). The police IMR also found that 
the lack of consideration for obtaining such an order was representative of West 
Yorkshire Police’s use of this legislation at that time and has been addressed 
as a result of an inspection as well as learning from this review.  
 

149. The police IMR concluded that based on the above, the investigation taking 
place over a seven-and-a-half-month period was not effective in obtaining 
evidence. 
 

150. The police IMR acknowledges that the impact that this all had on Gemma’s 
willingness to contact the police is not known. It is apparent from Gemma’s 
email to police at the beginning of February 2022 that the ex-boyfriend’s 
stalking of her had ended but it is not apparent when this happened and 
whether his arrest may have been key to this. There was no further contact from 
Gemma or her mum with the police about either the ex-boyfriend or Jack.  

 
151. The MYHT had contact with Gemma in 2021 although were not aware that 

Gemma had reported any domestic abuse. The report of stalking had not been 
graded as high risk and therefore not trigger a referral to MARAC and therefore 
there was no flag on the hospital system. The hospital has not confirmed 
whether a routine enquiry was made about domestic abuse or Gemma’s 
domestic circumstances.  
 

152. The GP practice (along with other health professionals) was not told about 
Gemma's overdose and therefore there was no opportunity to inquire about the 
circumstances including the exploration of domestic abuse.  
 

 
27 The Home Office document: Stalking Protection Orders: Statutory guidance for the police, January 
2021, states (p3): Where that threshold has already been met, a Stalking Protection Order is not an 
alternative to prosecution for stalking offences under the Protection from Harassment Act 1997. A 
Stalking Protection Order can be used to complement a prosecution of a stalking offence. And p5 The 
circumstances when the police may apply for a Stalking Protection Order are where:  
• a victim has reported stalking behaviour, or it has come to the attention of police during a 
separate investigation or by other means (such as a third-party referral through the MARAC / MAPPA 
processes or from another member of the public); 
• at any point during an investigation, up to and including the point of conviction (or acquittal), or 
where an investigation has not yet commenced; and 
• there is a belief the victim is at risk of harm from the respondent and an order is necessary to 
protect them from such risk. 



**OFFICIAL SENSITIVE**  

Page 37 of 61 
Home Office Reference: 20220318/0 

 

Any information recorded by services to identify whether Jack might present a 
risk 

 
153. Although Jack had a history of violent conduct none of the incidents involved 

an intimate partner or member of a household he was living with. The police 
had seven contacts with Jack between 2006 as a 15-year-old to an incident in 
December 2019 when a female member at the hotel became concerned about 
Jack’s behaviour toward her.  

 
154. The police IMR author spoke with the police officer who responded to the 

complaint in 2019. Jack had returned to his room by the time police officers 
arrived. The woman and hotel management declined the police going to speak 
with Jack given he was in his room and was only staying one night.  
 

155. The police IMR author discusses the warning markers on Jack’s Niche record 
for arrest with a fake firearm, arrest in possession of a knife, punching a police 
cell wall and his use of cocaine. These were all connected with a single arrest 
in 2017 referenced elsewhere in the report. Jack’s mum in her response to the 
draft report has commented that at the time of these offences, he was under 
immense emotional stress due to the serious illness of a close family member 
and was using drugs that induced hallucinations. Jack’s mum says that Jack 
had taken steps in 2017 to improve his health and accepted counselling. Post-
mortem evidence is that Jack was using cocaine and GHB before his death. If 
Jack had been arrested at the hotel in December 2019 it is unlikely any 
additional flags would have been entered into his record. It would have been 
processed as a non-domestic related public order offence and if proceeded 
further would have been either the issuing of a fixed penalty notice or a 
conviction for being drunk and disorderly. Based on what was reported to the 
police officers, the fact that no public disorder or other offences were occurring 
and the wishes of the complainants the police response was seen as 
proportionate both then and with hindsight.  

 
156. The probation IMR describes how there was no evidence in the probation 

assessments of Jack posing a risk to known adults, children or himself. The 
service was aware of the one conviction; that there were no police safeguarding 
incidents on the system when it was checked in August and November 2021. 
This means that probation had no information about Jack’s history of handling 
conflict, particularly when under the influence of alcohol. It was a factor in the 
index offence for which Jack was convicted. 

 
157. The GP practice had no information in their records that Jack had difficulty 

dealing with conflict. The letter he wrote when asking for a referral to a specialist 
in Manchester was a courteous, well-written and articulate argument that 
showed some regard and respect for the work of health professionals.  
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158. It is not known if Jack was still using anabolic steroids at the time of his death. 
Anabolic steroids have an association with aggression as discussed in other 
parts of this report. The ICB report explains the reasons why health 
professionals would have been more focussed on physical risk and symptoms 
particularly when Jack presented with a numb cold arm and that Jack deflected 
discussion with his assertion, that he was well aware of risks during a 
consultation in April 2018, he had declared himself a joker who did not take 
things seriously; taking steroids as it was too much hard work going to the gym. 
He did not present as an aggressive man.  

  
159. The sexual health services had separate contact with Gemma and Jack before 

their relationship. The routine enquiry about domestic abuse with Gemma on 
two occasions produced a negative response (no domestic abuse reported). 
Jack on his contact with the service said that he was not in a relationship and 
the routine enquiry was not made with him. This did not comply with the 
expected and recommended practice of routinely asking about abuse 
irrespective of whether there is a current intimate relationship.  

The circumstances for the police visiting a property in Leeds in February 2021 
 

160. The circumstances of the police visiting the property was an alleged breach of 
the covid restrictions on household mixing which is described elsewhere. 

   
161. Jack was staying at the property of a male householder with a female but did 

not live there. The police officer who attended the property had no concerns for 
her or anybody else's welfare over and beyond the control measures relating to 
covid.  

 
162. The police IMR confirmed that the female was not known to the police (other 

than an unrelated incident where she was a victim of theft).   

The attention that was given to Jack’s substance use 
 

163. Substance misuse by Jack was first recorded by the GP practice in January 
2008 (predating the scoped timeline) when a summary of a discharge letter 
stated that Jack (then 18 years old) had been admitted overnight to the 
intensive care unit in an intoxicated condition. There is no further detail about 
the circumstances of the admission. The GP had no record of Jack misusing 
alcohol or cocaine. The GP also recorded a history of injuries sustained by Jack 
(then aged 21 or 22 years old) during a short time frame of 2011-2012 when he 
was treated at the hospital A&E service on six occasions with injuries that 
included a fractured rib, sprained ankle, elbow injury, a whiplash and wrist 
sprain (road traffic accident related) and a fractured metacarpal sustained whilst 
boxing. 
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164. The information about popper and steroid use was not the subject of any GP 
discussion after 2019. During the scoped timeline for the review, the GP had 
two opportunities to discuss substance misuse with Jack. 

 
165. In April 2018 the nurse practitioner elicited Jack’s disclosure of steroid abuse 

including timeline and method. This was flagged on Jack’s patient records so 
that it showed in the summary when Jack attended health appointments and 
therefore prompted health professionals to check on this with Jack. The nurse 
practitioner consulted a GP, discussed risks with Jack and ensured appropriate 
blood tests were taken. This was primarily focused on the numb arm rather than 
the steroid use but as explained in the IMR a clinician would give more urgent 
priority to the numb arm as a potential indicator of more serious health 
problems. Jack was not advised about or signposted to specialist substance 
misuse services; at least it is not recorded. The ICB report makes the point that 
many image and performance-enhancing drug users do not engage with 
services but this should not be a reason for not signposting or supporting a 
referral. If nothing else it is reinforcing the potentially very serious effects of 
steroid abuse on health and relationships with a young man who was making 
light of it. 

 
166. The second opportunity was when Jack was diagnosed in 2019 with popper-

induced maculopathy as evidence that his use of substances was having a 
consequence on his health. Jack was concerned about this development. It was 
an opportunity to ensure that Jack was accessing information and support to 
end his use of poppers and steroids. The specialist did not ask the GP to do the 
review at nine months; the ICB report remarks that the GP within the context of 
a busy and large GP practice perhaps assumed that advice of cessation and 
review was being handled by the specialist. The purpose of a review such as 
this though is to describe and reinforce the critical role of different possible 
organisations in being alert to the hidden harm of domestic abuse and primary 
health care services are a vital part of that.  

 
167. The police contact with Jack occurred when he was under the influence of 

alcohol and on one occasion in 2017 when he had taken cocaine resulting in 
hallucinations. The police referred him to the local substance misuse service 
details which are included in the scoping summary of agency information earlier 
in the report.  

 
168. Jack was arrested and prosecuted for offences of affray and assault when 

under the influence of alcohol. Jack’s mum says in her response to the draft 
report that the incident followed the racial abuse of Jack’s friend that had 
triggered the fight. The delayed conviction resulted in a sentence in 2021. 
Jack’s mum in her response to the draft report says that this conviction was a 
watershed moment when her son made a big effort to get healthier by doing a 
lot more outdoor activity like cycling and hiking and also got back into cooking, 
spending more time at home and doing intricate model making. The 2019 
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complaint about his behaviour toward hotel staff was also under the influence 
of alcohol although the police did not see him on that occasion for the reasons 
already discussed.  

 
169. Although alcohol was a factor in the conviction the probation practitioners did 

not begin any work with Jack. They also appeared to be unaware of Jack’s use 
of anabolic steroids and the associated potential impact on mood and 
behaviour. The probation service sentence plan included a reference to work in 
addressing alcohol misuse given this was a risk factor identified in the offence 
for which he was convicted and sentenced. The IMR author was unable to find 
any evidence of focused work on this being started. There is no evidence that 
any of the three probation practitioners allocated Jack’s supervision at different 
times was aware of his substance misuse involving anabolic steroids, poppers 
or cocaine and he did not self-disclose this.  
 

170. The police had no information about Jack’s use of anabolic steroids or poppers 
and his use of cocaine was limited to one contact when the police referred Jack 
to a substance misuse service.  

Contact, knowledge or information services had with Gemma or family 
members that indicated she could be at risk from domestic abuse. 

 

171. The police contact with Gemma and her mum about her previous partner has 
been discussed elsewhere in this report. The police had one other contact with 
Gemma’s family in December 2019 which is unrelated to the circumstances of 
the review.  

 
172. No other service had contact or information about domestic abuse either before 

or after Gemma and Jack’s deaths.  

Contact, knowledge and information that indicated Jack could pose a risk of 
domestic abuse 

 

173. No concerns about Jack’s behaviour in any intimate relationships were reported 
to any service.  

 
174. The police’s knowledge about Jack’s emotional and mental health was limited 

to the information collated when he was arrested in 2017. This included a 
mental health assessment which determined his condition was the result of 
using cocaine and no other concerns were observed.  

 
175. The probation service inquired about Jack’s relationships as part of the 

induction. Jack reported being single. There is no record of this being explored 
further. 
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Any indicators that Jack could be at risk of self-harm 
 

176. The review has not identified any information that could have indicated Jack 
was at risk of self-harm.  
 

177. In 2014 Jack consulted the GP complaining of poor sleep and low mood. He 
said that it had been a problem for several years. He has been prescribed a 14-
day course of sedating antihistamines to aid sleep and an appointment was 
arranged with the nurse practitioner the same afternoon. Jack did not attend 
and it was not followed up. There is no record of a self-harm assessment. It 
was the only presentation with a low mood and there is no other concern 
recorded about Jack’s emotional or mental health.  

 
178. Police contact with Jack described elsewhere did not indicate self-harm was a 

concern.   

Any reason to escalate any issue to senior managers 
 

179. Two YAS double-crewed ambulances and a single-crew paramedic who 
responded to the emergency call for help in February 2022 were suspicious 
about the circumstances under which Gemma had been injured in a bedroom 
with visible bruising to her neck. A crew member spoke to the emergency 
medical dispatcher to alert the police and request their attendance. This did not 
happen; the crews were advised to contact the police themselves; they were 
unable to do this given Gemma required urgent and ongoing care, Jack had 
joined them and the priority was to transport Gemma to the hospital. Gemma 
and Jack were taken to the hospital in separate ambulances. 
 

180. In response to the review, the YAS is reviewing the standard operating 
procedure. The response on the night that Gemma died was consistent with the 
advice that was in place at the time. CPR took precedence when Jack first 
called and he was instructed in the CPR procedure until the crew arrived and 
continued to attempt resuscitation. Jack’s initial call gave no cause to the call 
handler to alert the police; this occurred after the crew had arrived. The 
standard operating procedures expects that the dispatcher will contact the 
police if there is a cause to make the call at the time of the initial contact. On 
the evening that YAS was responding to Gemma, the service was operating at 
Clinical Safety Plan 3; in plain language, the service was trying to respond to a 
level of calls for service that exceeded their resources. The standard operating 
procedures allowed the dispatcher to delegate the call which was done to the 
crew on this occasion. The crew did not make the call because according to 
their log, “the suspected assailant came back into the ambulance and the crew 
did not want to escalate a potential confrontation with the partner”. 
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181. The hospital was not alerted to the circumstances the crew had found at the 
house and on arrival at the hospital, the focus remained on continued 
resuscitation effort. The police were notified after Gemma’s death was formally 
certified and Jack had already left the hospital.  

Any issue about the capacity or resources of services 
 

182. The police provided information and analysis about organisational capacity and 
resources. A common theme was insufficient staffing levels within the domestic 
abuse team (DAT) during 2021 and high workloads with a consequent effect on 
their capacity to effectively progress investigations. It was an issue identified in 
the inspection that was referenced earlier in the report.  

 
183. The police IMR describes a wide-ranging review that began in 2020 and has 

continued to the present with the findings having been significantly 
implemented. An uplift of 69 new posts was allocated to Safeguarding Units 
including Domestic Abuse Teams. As of July 2022, Safeguarding Units had 98 
per cent of their re-assessed staffing in place. Additionally, 12 response officers 
are seconded to the three teams on a rotational basis. Staff management 
policies have been adopted to ensure that staffing levels are retained. An 
example of this is the posting of experienced officers who transfer to West 
Yorkshire from other police forces to safeguarding roles. Seven officers have 
currently joined the units under this initiative and the four officers transferring to 
West Yorkshire in August 2022 also joined Safeguarding Units. The Force 
currently recruits directly into Detective posts and these recruits will be posted 
to safeguarding. Officers currently undertaking the Policing Education 
Qualifications Framework (PEQF) entry route are now able to choose whether 
they wish to pursue a patrol or detective pathway and those who elect the 
detective route will also enter safeguarding roles.     
 

184. The only risk marker in place in police systems for Jack’s substance misuse 
was the use of anabolic steroids and Alkyl Nitrite.  Substance misuse as a risk 
factor for domestic abuse is emphasised in mandatory safeguarding adults 
training which all front-line primary healthcare staff must undertake.  However, 
any particular risks inherent in steroid misuse are not routinely emphasised.   

 
185. Some primary care clinicians including GP8 at the practice have had training in 

drug misuse, (Part 1 RCGP certificate in the management of drug misuse). This 
focuses on the use of class A drugs, heroin and cocaine. 

 
186. All GP practices were sent the 2017 UK Guidelines on the management of 

substance misuse28 which covers the use of image and performance-
enhancing drugs such as anabolic steroids. Primary care clinicians can use 

 
28https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/673978
/clinical_guidelines_2017.pdf   



**OFFICIAL SENSITIVE**  

Page 43 of 61 
Home Office Reference: 20220318/0 

 

them as a reference.  The guidelines recommend consideration that anabolic 
steroid users undergo a comprehensive assessment. 

 
187. The guidelines suggest that a referral to a drug treatment agency for image and 

performance-enhancing drugs use may not be that helpful: There is very little 
published research evidence on which to base specific recommendations for 
the treatment of those with problems stopping IPED use, and few patients 
present to specialist drug treatment services.  This may be because IPED users 
do not consider themselves to be “drug users” in the usual sense in which the 
phrase is used and they find attending substance misuse services rather alien 
and stigmatising.  The GP confirmed that they would not have expected a 
referral to the local substance misuse service to have been made as they would 
not have expected this service to deal with steroid misuse.   

 
188. The guidelines emphasise the need for harm minimisation, particularly through 

needle and syringe providers (NSPs) which primary care clinicians would 
normally be expected to be able to signpost patients. Checks with those 
services for the review confirmed they had no contact with Jack.  

 
189. In the case of image and performance-enhancing drugs use, the guidelines 

suggest that there is an expectation that IPED users will generally need 
outreach services to engage with NSP, as IPED use is a super-specialised field 
within the speciality of substance misuse and that the normal signposting to 
NSPs by primary care would not be that helpful. 

 
190. MYHT staff receive mandatory safeguarding training which incorporates 

domestic abuse, and stalking/ harassment. In addition, risk identification and 
assessment (DASH risk assessment) training is available for identified clinical 
areas and staff groups. Additionally, in the identified time frame MYHT 
developed a specialist domestic abuse service to provide expert advice and 
support to people experiencing domestic violence and abuse.   

Any organisational changes or Covid that impacted how services were 
provided 

 

191. West Yorkshire Police has undergone a continuous process of organisational 
change since the government’s comprehensive spending review in 2010, but 
of particular relevance to this review are the changes to staffing and the Force 
workforce profile. Between 2010 and 2016 WYP lost 2000 officers and staff as 
a consequence of budget constraints. In September 2016 there were 4,556 
police officers, down 1,244 from 2009 (5810).  

 
192. A new recruitment campaign started in 2016 began to reverse that reduction in 

officer numbers and this has accelerated in recent years. West Yorkshire 
Police’s allocation from the Government’s recent policy uplift programme was 
835 officers and recruitment has progressed through 2021 and 2022. In June 
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2022, for example, sixty new officers joined and as of the 30th of June 2022, 
there were 5,708.5 FTE police officer posts in West Yorkshire (5,803 actual 
officers).  

 
193. This has meant that WYP now has a significant proportion of relatively 

inexperienced staff. 15.4 per cent of all district staff are currently student officers 
i.e., with less than two years of experience. These are largely on patrol teams 
with, as of June 2022, 22.5 per cent of all response constables being students. 
WYP5, the officer who attended Gemma’s mum’s call to the police in June 
2021; WYP15, the Domestic Abuse Team officer to whom the report was re-
allocated to investigate and WYP14, the Domestic Abuse Team officer who 
interviewed the ex-partner later that day, all, by coincidence, joined West 
Yorkshire Police in the same cohort in December 2019 and each had eighteen 
months police experience at the time of their involvement in the circumstances 
of this review. One more of the nine Domestic Abuse Team officers on duty that 
morning also joined the same December 2019 cohort. WYP13 was by far the 
most experienced officer and had a joining date in November 2003. It is 
noticeable that their involvement over a few days was responsible for the most 
progress being made in the investigation. 

 
194. WYP is addressing the capacity issue within safeguarding teams and is also 

seeking to address the capacity issues which the deployment of relatively 
inexperienced staff inevitably raises. In addition to the inputs, student officers 
receive as part of their student learning programmes WYP has established a 
monthly crime accreditation board chaired by the Detective Chief 
Superintendent of the police protective services crime department which 
ensures district accountability in terms of progressing the crime accreditation of 
their safeguarding staff including advanced interview skill, visually recorded 
interview (VRI), and specialist child abuse investigation development 
programme courses. The safeguarding review team have worked with the WYP 
learning and organisational development department to devise a training 
programme from September 2021 to October 2022 which includes four SCAIDP 
courses to be attended by 44 officers and four VRI courses to be attended by 
48 officers. Additional VRI courses have been arranged in Leeds for a further 
16 officers. Four safeguarding supervisors’ courses for 72 safeguarding unit 
sergeants are also part of the training plan as are four supervisor well-being 
courses which are delivered by the Police National Wellbeing Centre for 48 
officers.  

 
195. WYP is currently conducting a training needs analysis in respect of those 

officers who have moved into the safeguarding unit’s as part of the recent staff 
uplift and this will shape the training plan to be implemented by the learning and 
organisational development department in 2023. Additionally, a domestic 
abuse induction pack has been prepared by the Force and has been issued to 
all DAT staff. This contains modules covering all aspects of responding to and 
managing domestic abuse reports and investigations.  
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196. The probation service has also been subject to organisational changes at local 

and national levels. At the time of Jack’s sentencing, the probation service in 
West Yorkshire had a specialist stand-alone unpaid work team which operated 
from a remote hub based in Liverpool. This ended with the unification of the 
probation service and from January 2022 Jack’s case was transferred to a 
locally based probation practitioner. Covid had severely curtailed face-to-face 
activities but the IMR author comments that they would have expected to have 
seen more telephone contact from the three practitioners to Jack.  

Good practice  
 
197. The practice nurse ensured that Jack’s use of steroids and poppers was coded 

and flagged thus ensuring it was in the patient summary. 
 

198. The Domestic Abuse Team at MYHT are increasing awareness, knowledge and 
understanding of Non Fatal Strangulation (NFS) amongst staff by joining the 
Emergency Department (ED) junior doctor induction programme, ED registrar 
training day and ED clinical governance meeting to provide education on best 
practise for supporting victims of NFS attending ED. Providing staff with the 
knowledge of the potential consequences of NFS and how to recognise a victim 
of high-risk strangulation that requires investigations. The gold standard is for 
high-risk NFS victims to receive a computed tomography angiography of the 
neck to visualise the internal structures in the neck and identify any internal 
injuries. This process has been approved through the clinical governance 
process for radiology and ED. Since the implementation of this process there 
have been several cases of NFS that have attended an MYHT ED, the 
assessments from the ED staff were detailed and accurately identified those 
high-risk victims that required investigations. The victims received the 
appropriate investigations and the requests were accepted appropriately by the 
radiology practitioners. This demonstrates the vast improvement in care for 
NFS victims attending MYHT services. 
 

199. This has been further embedded in the trust by the Domestic Abuse team 
amending the DASH (Domestic Abuse, Stalking and Harassment) training to 
include NFS awareness. 

Action that with retrospection could have been taken 
 

200. The police should have been contacted when the YAS crew first became 
concerned about the circumstances of Gemma’s injury. An account of why this 
did not happen on the night is included in previous sections of this report. By 
the time the police were alerted Gemma’s mum had already been visited and 
told by two of Jack’s friends that Gemma had been taken to hospital. Jack had 
already left the hospital and was never spoken to by the police or any service 
about the circumstances.  
 

201. It would have been good practice for the GP to discuss with Jack his use of 
substances after receiving the letter from the ophthalmologist in April 2019.  
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Whilst steroid abuse often takes place in isolation from another substance 
misuse, Jack had admitted to the use of another substance. 

 
202. Jack had no recorded history of using poppers, steroids and other substances 

after 2019 or being asked about it. It would have been particularly important to 
ensure he had ceased the use of poppers given the damage already done to 
his eyesight, and to offer a referral for support with the use of this drug if 
needed. The panel were advised that Jack had trace levels of GHB and cocaine 
following his death.  

 
203. It would have offered an opportunity to undertake a comprehensive assessment 

of his substance use as per guidelines which might have picked up the use of 
any other substances and might have picked up psychosocial factors such as 
relationships. 

 
204. Further, it could have presented an opportunity to offer support around illicit 

steroid use and any other substance misuse. The GP could reasonably have 
assumed the ophthalmologist would have focused very strongly on whether 
Jack had stopped using poppers and from the ophthalmologist's letter, it 
appeared the specialist believed him to have ceased two years previously. The 
ophthalmologist did not ask the GP to review Jack at all, and he planned to 
follow Jack up nine months later, so again it would be reasonable for any GP in 
this situation to leave the matter in the specialist’s hands.   

 
205. The police response to the initial report of stalking by the ex-boyfriend has been 

discussed at length in earlier sections of the report along with actions that would 
have been the better practice. 
 

206. The probation IMR comments that if Jack had been able to access the unpaid 
work placement at the start of the sentence, he would have spent on average 
seven hours a day with an unpaid work supervisor. It provides the opportunity 
for building relationships and talking about what is happening in the lives of 
people who have been convicted of an offence.   

Lessons and actions identified by the individual agencies 
 

207. There was an opportunity for the GP practice to undertake a comprehensive 
assessment of Jack’s drug misuse in line with the 2017 UK Guidelines on Drug 
Misuse (Assessment of Risk section 2.2.2)29.  However, these are guidelines. 

 
29 Assessing risk is an important part of assessment. Drug misuse may present specific risks related to 
overdose, polydrug and alcohol misuse, mental health, unsafe injecting practices, and unsafe sex. Risks 
may include self-harm or harm to others. Assessing the need for any safeguarding or other protection 
actions for at-risk adults or children is an important ongoing expectation on professionals. Risks to 
dependent children should be assessed as soon as possible after contact with services. At initial 
assessment, all service users should be asked about their own children and other children in the home 
and otherwise in close contact, the ages of the children (with some service protocols requiring date of 
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The consultation was in 2018 around four years before Jack died; the 
information from the ophthalmologist was three years before he died.  

 
208. The police response to Gemma’s complaint in June 2020 has been commented 

on in detail. WYP has established a dedicated team consisting of a sergeant 
and two constables whose role encompasses the following:  

 
a) Providing support and assistance in the delivery of a dedicated 

stalking tactical plan; 
b) Providing tactical planning and operational advice to officers and 

staff investigating stalking (both DA and non-DA) crimes; 
c) Conducting reviews on all medium and high-risk domestic 

stalking and all non-DA stalking crimes;   
d) Supporting and recording advice (on Niche) for the Investigative 

Officer with CDI compliance, cumulative and overall risk through 
a secondary review of DASH, eligibility for Stalking Protection 
Orders and assessment for referrals to specialist support 
services;  

e) Liaising internally and externally to provide a multi-agency 
approach to handling reports of stalking to improve outcomes for 
victims;  

f) Monitoring the quality of the initial response to stalking incidents 
and reporting areas of concern to their line manager. 
 

209. In addition to the above WYP has initiated several other measures to improve 
service delivery in respect of stalking crimes: 
 

a) Stalking and harassment training is currently delivered as part of 
new officers' initial training and WYP has mandated the 
completion of the College of Policing Stalking or Harassment 
eLearning package.  This course is mandated for all Police 
Officers, Special Constables and PCSOs.    

Additionally: 

b) Paladin, the National Stalking Advocacy Service, delivered two 
one-day awareness training courses for thirty-one frontline single 
points of contact officers. The training package covered: 

 Dynamics of stalking 
 The difference between stalking and harassment 
 Stalking legislation 
 Impact of stalking on victims 
 Safety considerations. 

 
birth) and the level of contact. Any important current risks should be clarified and reflected in a risk 
management plan 
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c) The Suzy Lamplugh Trust delivered two, two-day courses for DAT 
and other safeguarding unit’s staff attended by 18 officers. This 
course covered: 

 Introduction to stalking   
 The impact of stalking on victims   
 Risk Management and safety planning   
 Introduction to Legislation   
 Casework and Advocacy  
 Digitally enabled stalking  
 Stalking behaviours, typologies, and the impact on risk 
 Criminal Legislation  
 Civil Legislation  
 Stalking Protection Orders 

 
d) A trial of a stalking risk assessment tool commenced in the 

Wakefield District in July 2022. West Yorkshire Police are one of 
five Forces trialling this nationally. This should be completed for 
all stalking victims and is intended to identify risks and facilitate 
the creation of risk management plans. The Force is reporting the 
progress of this pilot to the national leadership and the pilot will 
run until December. 
 

e) WYP uses an externally commissioned service to conduct 
independent telephone satisfaction surveys with victims of 
domestic abuse. This has recently been expanded to separately 
specifically survey victims of stalking to measure their satisfaction 
with the service they have received from West Yorkshire Police. 
The feedback from these surveys is fed back to the district and 
can be used to assist in service recovery. 

 

210. The IMR from WYP is confident that the issues which are seen in the police 
response to Gemma’s complaint of stalking in June 2021 have been fully 
recognised and significant work has been commenced to address them.    
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Conclusions and lessons to be learnt 
 
211. The inquest found that Gemma died as a result of manual strangulation and 

was unlawfully killed by Jack. The coroner acknowledged that had he not died 
Jack would in all probability have been subject to criminal prosecution.  
 

212. Throughout the conduct of the review, the panel paid careful attention to cross-
governmental guidance about domestic abuse being any incident or pattern of 
incidents of controlling, coercive or threatening behaviour, violence or abuse 
that can encompass psychological, physical, sexual, financial and emotional. 
Controlling behaviour is a range of acts designed to make a person subordinate 
and/or dependent. Coercive behaviour is a continuing act or a pattern of acts 
of assault, threats, humiliation and intimidation.  
 

213. The deaths of Gemma and Jack are tragedies that have left their respective 
families and friends bereaved and bereft.  
 

214. According to Gemma’s family and other people who spoke to the reviewer, 
Gemma had changed during the months that she was in a relationship with 
Jack. Her mum and friends were worried about how Gemma had changed. 
Jack’s behaviour could be reckless such as when he attempted to drive his car 
with Gemma as a passenger when under the influence of alcohol and drugs. 
His persistence in renaming Gemma and mum’s reported level of contact by 
phone and text and his demands for Gemma to be in places such as a gym in 
the early hours along with physical changes to Gemma’s appearance and 
clothing and the lavishing of gifts and lifestyle are markers associated with 
intimate partner abuse. If Gemma and Jack had not died it would have been 
expected that these would have been examined as part of risk assessments. 
 

215. Jack’s mum has said that she strongly feels the relationship was not coercive. 
The police confirmed to the panel that there was considerable phone/text traffic 
between Gemma and Jack and that it was initiated by both of them to the other. 
There are witness statements made to the police about Gemma sending 
multiple text messages to other people in their social group at different times of 
the day.  If Gemma and Jack had not died there may have been an opportunity 
for information to have been collated and examined as part of risk assessments 
that considered whether there was a discernible pattern of coercive controlling 
behaviour. 
 

216. Gemma expressed no thoughts or plans of leaving the relationship before she 
died. The police spoke to Helen who had been in a short relationship with Jack 
and she did not disclose abuse. She described the relationship with Jack as 
“full-on” in that he seemed very “ADHD all the time”. She described Jack as a 
nice guy but he used drugs which she “could not get on board with”. They parted 
on amicable terms and remained in a shared circle of friends.  
 



**OFFICIAL SENSITIVE**  

Page 50 of 61 
Home Office Reference: 20220318/0 

 

217. The review has not found anything that could have predicted or prevented these 
awful deaths by anybody except for Jack himself. There are reflections and 
learning from the review.  
 

218. The first and most important is that Gemma was not responsible for her death. 
The presence and significant amount of GHB (160mg/l GHB) in Gemma’s body 
are a concern. The panel do not know the circumstances or method by which it 
was administered. It is a substance that can easily render people unconscious 
and its link to rape and sexual assault is well known.  
 

219. Nobody knows why GHB was used or whether this had been a feature of any 
previous sexual activity.  
 

220. The legal issue by which no one can consent to fatal strangulation has been 
described at the start of this report. The wider issue of consent is more 
problematic. How is it established if someone is giving their consent freely 
without coercion or control and with sufficient information about risk and 
consequences?  
 

221. Gemma’s friend Fiona, in particular, felt that Gemma was carried along with a 
lifestyle that was very different from anything she had experienced before. The 
young woman described by her friends would probably have felt very out of her 
depth at least to start with.  
 

222. Recent research has highlighted the damage caused by non-fatal 
strangulation30. Although it is common for strangulation to leave no visible signs 
of injury, research sets out the terrible harm suffered by victims of non-fatal 
strangulation, with the onset of symptoms sometimes delayed by days or 
weeks. Harms can include stroke, cardiac arrest, miscarriage, incontinence, 
seizures, paralysis, speech disorders, and other forms of long-term brain injury. 
 

223. The issue of choking31 and NFS is increasingly identified as a severe health 
risk to women in particular (women by far being the most common victims 
where men have done the choking). It is also found in relationships that are 
abusive and used as a form of intimidation and subjugation.  
 

224. The normalisation of sexual practices that involve choking and strangulation 
contributes to a culture in which young women may feel coerced or obliged to 
participate in activities that are not safe and may be abusive and are activities 
that have been defined as an offence since June 2022. The idea that there is 

 
30 Bichard, H., Byrne, C., Saville, C. W. N., & Coetzer, R. (2020, May 15). The neuropsychological 
outcomes of non-fatal strangulation in domestic and sexual violence: A systematic review. 
https://doi.org/10.31234/osf.io/c6zbv 
31 The term choking is itself problematic given it suggests something lodged in the throat rather than 
the act of squeezing and compression; choking is a term in common usage and appears in research 
literature and is therefore included in this section of the report.  
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‘safe’ strangulation causes real harm whether fatal or non-fatal. It helps men 
justify attempting defences of rough sex if and when they face criminal charges.  
 

225. A UK campaign32 fighting for more women to recognise the dangers of 
strangulation shares the stories of women who died during a sex act where the 
woman had been deemed to be a consenting participant. The “rough sex game 
gone wrong argument” that allowed men to attempt to argue it was sexual play 
gone wrong has been removed by the changes to the law in England and Wales 
that are referenced earlier in this report.  
 

226. Strangulation during sex is becoming more and more prevalent. A US study33 
of more than 4000 students found more than a quarter (26.5 per cent) and more 
than a fifth (22.3 per cent) of trans and non-binary students had been choked 
(sic)(strangled) during their most recent sexual encounter. Young adults and 
women in particular report finding out about choking from multiple sources; porn 
sites and magazines, social media, friends, and partners. Strangulation is 
becoming normalised by the publication of safety guides which many would 
argue are trying to distinguish between erotic play and sexual violence and 
where such a distinction might not exist. What is the difference between a man 
who uses strangulation to subdue and control a sexual partner from a man who 
wants the behaviour to enhance their sexual experience?  “Erotic asphyxiation” 
is strangulation in terms of what physically happens to the body with serious 
health consequences including death. The choice of terminology in some 
communities such as BDSM’s “breath play” contributes to the hazards 
associated with this behaviour.  
 

227. Non-fatal strangulation is one of the highest markers for future homicide which 
is why more countries are introducing preventative legislation to strengthen 
police, prosecution and sentencing policies34.  
 

228. The use of GHB as part of sex is increasingly a normalised activity for many 
people and carries considerable risk. A recent study35 found participants using 
GHB in nightclubs and at festivals, at home with close friends, or when having 
sex with both regular and casual partners. Participants enjoyed using GHB, 
describing the sensation of the GHB high, describing it with words like 
disinhibition, relaxation, euphoria, and aphrodisiac. GHB was considered a 

 
32 https://wecantconsenttothis.uk/ 
33 Herbenick D, Fu TC, Patterson C, Rosenstock Gonzalez YR, Luetke M, Svetina Valdivia D, Eastman-
Mueller H, Guerra-Reyes L, Rosenberg M. Prevalence and characteristics of choking/strangulation 
during sex: Findings from a probability survey of undergraduate students. J Am Coll Health. 2021 Jul 
9:1-15. doi: 10.1080/07448481.2021.1920599. Epub ahead of print. PMID: 34242530. 
https://pubmed.ncbi.nlm.nih.gov/34242530/  
34 https://www.gov.uk/government/publications/domestic-abuse-bill-2020-factsheets/strangulation-
and-suffocation 
35 Freestone J, Prestage G, Bourne A, Ezard N, Race K, Nedanoski A, Murray J, Siefried KJ. 
Controlling for pleasure and risk: The experiences of sexuality and gender diverse people who use 
GHB. Int J Drug Policy. 2022 Jul; 105:103747. doi: 10.1016/j.drugpo.2022.103747. Epub 2022 May 
25. PMID: 35643047. 
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social drug and participants enjoyed how it created a strong sense of 
connection to self, peers, and community. Although pleasurable, participants 
noted that GHB can be dangerous, carrying risks associated with overdose (as 
happened to Gemma when she died), hospitalisation, and the violation of 
sexual consent boundaries (and Gemma’s family felt very strongly was a 
factor).  
 

229. To increase the experience of pleasure and reduce risks participants used a 
range of strategies to stay in control. The study found that participants 
demonstrated strong knowledge of harm reduction strategies to prevent GHB 
overdose. However, overdose in the sample was common, with those new to 
using most at high risk due to lacking knowledge; this might have applied in 
Gemma’s case.  
 

230. Experiences of sexual violence when using GHB need more attention in both 
research and service-based responses. Challenges associated with sex and 
consent were reported and approaches to negotiating, understanding and 
preventing sexual violence in the context of GHB use need more attention in 
research, community, and service-based responses. 
 

231. The use of poppers and inhaled nitrates to stimulate libido and facilitate sexual 
practices is prevalent amongst particular groups and demographics and is 
discussed elsewhere in the report. Regular use can create dependency. The 
use of poppers has been linked with an emerging ophthalmic reaction affecting 
eyesight that Jack sought treatment for.  
 

232. The inadequate response to Gemma’s disclosure of stalking and harassment 
from a previous partner is relevant to this review. If victims do not have 
confidence that agencies will respond effectively to reports of abuse, they will 
not report abuse and risk exposing themselves to additional harm. Victim 
Support in West Yorkshire launched an independent Stalking Advocacy Service 
in October 2022 covering the whole of West Yorkshire and is staffed by qualified 
Independent Stalking Advocate Caseworkers .  
 

233. The resourcing of WYP Safeguard Units generally and Domestic Abuse Teams, 
in particular, was a factor that influenced the response to Gemma being stalked 
by a previous boyfriend. The WYP response is detailed in their report and 
staffing levels are now at target levels WYP is working to ensure that those 
numbers are sustained going forward. The capability of staff within those units 
to conduct professional investigations based on sound knowledge basis is 
ongoing work. The analysis of the police response to Gemma’s 2021 stalking 
complaint disclosed several issues concerning the quality of the investigation 
and victim contact. Action has been initiated by the responsible safeguarding 
unit delivery manager, also detailed in that section, to address the issues 
uncovered. This is also a work in progress. An amended THRIVE assessment 
process and the re-training of all contact management centre staff in THRIVE. 
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234. An opportunity was missed by the probation service to complete work with Jack 

as part of the sentence plan to address alcohol misuse. This was a risk factor 
identified in the offence for which he was convicted and sentenced. The IMR 
author was unable to find any evidence of focused work on this being started. 
The three probation practitioners allocated Jack’s supervision at different times 
were not aware of his use of anabolic steroids, poppers or cocaine. Enquiries 
about this are not recorded and Jack did not self-disclose this.  
 

235. The pressures on YAS emergency dispatch and ambulance crews are 
recognised. The service needs to ensure that when a police response is 
required it is followed up. The communication from the YAS crew to the hospital 
did not report concerns first raised with the emergency medical dispatcher . 
Team leaders have spoken to all the individual crew members as part of the 
learning and support procedure within YAS. This has included reflective 
discussion about what happened and the learning from it. The issue of 
paramedic staff being able to summon a police response has been part of a 
wider discussion related to the specific circumstances of Gemma’s death. In 
the spring of 2023, YAS introduced a specific call response protocol that a 
paramedic can use to summon an urgent police response where a discussion 
is difficult or compromised. YAS is reviewing arrangements for paramedics to 
have in-ear audio that would allow confidential communication. YAS provide 
on-body camera equipment for staff to wear although it is not mandatory. YAS 
will produce a focussed learning summary from the Domestic Homicide Review 
to reinforce the importance of involving the police and use of early alert of 
hospital emergency departments as quickly as possible when there are 
concerns about crime or safeguarding and the value of measures such as the 
specific call response protocol.  

The learning from the review 
 

236. The learning is summarised; 
 

a) The call to the police on the night that Gemma was fatally injured 
should not have been delayed; although this did not prevent the 
YAS from providing urgent and persistent care to Gemma it 
caused the delay in the police response; it was unacceptable that 
Gemma’s mum was not first alerted about Gemma’s death by a 
professional and that she was not received and cared for more 
sensitively than being left in a room at a police station on her own 
for eight hours;  

b) The communication from the ambulance crew to the hospital staff 
did not alert hospital staff to their concerns when they had initially 
attended; there is learning for the YAS in terms of calls to the 
police and alerting hospital emergency departments;  
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c) The response to Gemma as a victim of stalking and harassment 
was inadequate and may not have given her confidence in 
reporting any other domestic abuse; the failings reflected 
systemic weaknesses at the time which the WYP report has 
addressed; 

d) Healthcare professionals and police officers in particular have 
critical roles in identifying NFS; non-fatal strangulation of any 
duration is an offence and can easily result in significant physical, 
emotional and psychological harm and is a significant predictor of 
escalating and potentially fatal harm where an intimate partner is 
a perpetrator of domestic abuse; health professionals and police 
officers need to be alert to recognise potential signs and be 
professionally curious to provide advice and probe about potential 
abuse; 

e) Young women can be under multiple pressures to participate in 
high-risk sexual activity that involves strangulation and drugs and 
appears increasingly normalised in some communities; 

f) Anabolic steroid use and nitrate inhalation have serious 
implications for emotional and physical health; the motivation and 
use of substances can have implications for regulating or 
managing emotions and relationships; undertake a 
comprehensive assessment of Jack’s drug misuse in line with the 
2017 UK Guidelines on Drug Misuse (section 2.2.2). 

 
237. A learning summary is being provided to local services drawing particular 

attention to the dangers associated with non fatal strangulation. It is a cause of 
serious injury or death in intimate relationships. It is sexual violence and 
coercion used by perpetrators of controlling and coercive domestic abuse. It 
has implications for sexual health practitioners being sufficiently curious and 
confident to explore potentially unsafe sexual practices. It has implications for 
any professional making routine enquiries about domestic abuse. The use of 
substances is a common factor in domestic abuse. The use of GHB has 
particular risks in terms of being used to subdue and take control; it can cause 
serious injury or death.  

Recommendations 
 

1. The Wakefield Safer Together Partnership should ensure that learning 
summaries have been produced and circulated within the agencies 
providing services in Wakefield and participated in the review. 

2. The Wakefield Safer Together Partnership should ensure that local 
DASH training and guidance include the significance and purpose of 
routine inquiry about non-fatal strangulation as well as any use of 
substances. 
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3. The Wakefield Safer Together Partnership should consider what further 
action should be taken to increase the awareness and response to the 
risks associated with non-fatal strangulation. 

4. The Director of Public Health in Wakefield should consider whether 
additional training and guidance to health professionals are indicated in 
responding to patients who present with a history of steroid use. 

5. The YAS should ensure that a focused learning briefing is issued to staff 
to ensure that practitioners understand their responsibilities in notifying 
the police as soon as possible and know how to use the specific call 
response protocol and pre-alerting hospitals about relevant information. 

National policy 
 

1. The Home Office should consult with the Department of Health and 
Social Care on whether further research and guidance are required on 
the use of GHB as part of sex. 

2. The Home Office consult with the National College of Policing about 
whether further training and guidance is required on the investigation of 
deaths associated with strangulation during sex giving attention to 
issues such as how consent and sexual history are handled.  

3. The Home Office to consult with the Department of Health and Social 
Care about strategies for increasing public and professional awareness 
of the dangers associated with strangulation and GHB during sex. 

4. The Home Office should consult with the Department of Health and 
Social Care as to whether any additional guidance should be issued to 
ambulance trusts on how requests for police response are managed 
under critical response pathways. 

5. The Home Office should consult with the Department of Health and 
Social Care about further advice to primary health care providers to 
undertake a comprehensive assessment of drug misuse in line with the 
2017 UK Guidelines on Drug Misuse (section 2.2.2).   
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Agency recommendations 

Locala Health and Wellbeing 
1. Benchmark health assessment templates with other sexual health services. 

NHS West Yorkshire Integrated Care Board (WYICB)  
1. Primary care clinicians encountering any sort of drug misuse for the first time 

should consider undertaking a comprehensive assessment as per UK 
Guidelines. 

Probation service 
1. Probation Service to offer adequate numbers of Unpaid Work placements for 

those sentenced to requirements by the Courts 
2. All people subject to Probation Supervision are to be offered minimum monthly 

contact with a probation practitioner.  

The Yorkshire Ambulance Service 
 

1. To continue to raise awareness in YAS staff of attempted suicide as a potential 
indicator of domestic abuse. 

2. To actively encourage professional curiosity and to purposefully question when 
concerns are evident during a call to 999/111. 

3. To raise awareness of the importance of time-critical police reporting 
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Glossary 
 

Anabolic Steroids Synthetic drugs derived from testosterone are prescription 
drugs without which they are illegal in the UK because of serious 
health risks including mood and behaviour.  

DARA Domestic abuse risk assessment  
DASH Domestic Abuse, Stalking, Harassment and Honour-Based 

Abuse Risk Indicator Checklist now superseded by DARA. 
Domestic Abuse 
Act 2021 

It includes the offence of strangulation or suffocation. See 
below.  

GHB Gamma-Hydroxybutyrate is a depressant drug which can 
produce a high with small doses, and cause sedation with only 
slightly higher doses.  People report that GHB makes them feel 
euphoric, with a loss of inhibitions, increased confidence, and a 
higher sex drive. It is easy to overdose on GHB, as there is not 
much difference (less than one millilitre) between a dose that 
gets a person high, and a dose that has them becoming 
unconscious and unresponsive. 

ICB There are 42 integrated care boards across England are 
statutory NHS organisations which are responsible for 
developing a plan for meeting the health needs of the 
population, managing the NHS budget and arranging for the 
provision of health services in a geographical area.  

IMR Individual management review completed by agencies for the 
DHR  

Manual 
strangulation 

Manual strangulation is one of three types of strangulation. It is 
caused by external pressure on the neck, typically by the use of 
the hands or arms. The other types of strangulation are the use 
of ligature and hanging. 

Poppers An alkyl nitrite class of compounds that are inhaled for 
recreational purposes may provide a brief rush of euphoria and 
sexual arousal. In the United Kingdom, poppers are legal to 
purchase but illegal to sell for human consumption. Poppers are 
widely used in gay and ‘nightclubbing’ communities. 

OASys  OASys is the abbreviated term for the Offender Assessment System, 
used in England and Wales by the Prison Service and the Probation 
Service It combines actuarial methods of prediction with 
structured professional judgement to provide standardised 
assessments of offenders’ risks and needs, helping to link these 
risks and needs to individualised sentence plans and risk 
management plans. 

Stalking Stalking is a crime and is behaviour that is fixated, obsessive, 
unwanted and repeated. It includes behaviour that happens two 
or more times, directed at or towards a victim by another person, 
which causes them to feel alarmed or distressed or to fear 
violence might be used against them. Stalking can cause 
severe psychological distress to a victim. Depression, anxiety, 
sleep disturbance, paranoia, agoraphobia and post-traumatic 
stress disorder are all common side effects of stalking. 
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Strangulation and 
suffocation 

Strangulation, fatal or otherwise, is a significant issue 
associated with domestic abuse and homicide. It is an offence 
if a person intentionally strangles or suffocates another person 
(Domestic Abuse Act 2021). Strangulation means intentionally 
and knowingly or recklessly impeding the normal breathing or 
circulation of blood in the person by applying pressure to the 
person’s throat or neck or by blocking the person’s nose or 
mouth in a manner that creates a risk of death or substantial 
bodily harm. The killing of one human being by another is a 
homicide. 

Transactional sex The exchange of sex for money, gifts or material goods applied 
to some of Jack's relationships but not Gemma.  

Unlawful death Is a verdict that can be returned by an inquest in England, Wales 
and Ireland when someone has been killed by one or more 
unknown persons. The verdict means that the killing was done 
without lawful excuse and in breach of criminal law. A verdict of 
unlawful killing generally leads to a police investigation, to 
gather sufficient evidence to identify, charge and prosecute 
those responsible.  
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Annex: Home Office Quality Assurance Feedback Letter 
 

Sally Fawcett 
Strategic Safer Communities Manager 
Wakefield Council 
Wakefield One Burton Street, 
Wakefield 
WF1 2EB 

26th March 2025 

Dear Sally, 

Thank you for submitting the Domestic Homicide Review (DHR) report (Gemma) for 
Wakefield Community Safety Partnership (CSP) to the Home Office Quality 
Assurance (QA) Panel. The report was considered at the QA Panel meeting in 
February 2025. I apologise for the delay in responding to you. 
 
The QA Panel felt that the report is well written, thoughtful and considered. There is 
good use of research in relation to high-risk sexual practices and sex-related use of 
drugs. 
 
Although there is not a separate section specifically analysing the response of 
individual agencies, this is adequately covered within the analysis against the terms 
of reference. 
 
The QA Panel felt that there are some aspects of the report which may benefit from 
further revision, but the Home Office is content that on completion of these changes, 
the DHR may be published. 
 
Areas for final development: 

 Whilst this is generally a well-considered report, there is a significant concern 
to address: the exclusion of information that appears to suggest Jack had a 
previous sexual interest in strangulation and sexual violence. This should be 
included and discussed given its potential relevance to the circumstances of 
the victim’s death. 
 

 The family have requested that paragraph 30 includes the conclusion of the 
coroner, and that the terms unlawful death and as a result of being manual 
strangled be added throughout the report. The coroner recorded a conclusion 
of suicide. Again, family members would like this terminology used in 
paragraph 30 and throughout the report. The CSP and Chair should honour 
this request. 
 

 It would be helpful to include information in the section on timescales about 
when the police notified Wakefield Community Safety Partnership of the 
deaths, when the decision to commission a DHR was made and when the 
chair/report author was appointed. 
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 Please confirm the independence of panel members and IMR authors. 

 
 Please consider replacing the word ‘died’ with ‘died by suicide’ in paragraph 

30 in relation to Jack’s death.  
 

 Please clarify how many organisations produced IMRs (list at para 69 in 
Overview Report and para 6 in Executive Summary imply four but text of para 
6 of Executive Summary says it was six). 
 

 It would be helpful to reword second sentence of para 119 to make clear that 
no concerns about domestic abuse had been reported to agencies (although 
her mother and friend were concerned that the relationship was controlling). 
 

 Please include a footnote briefly explaining THRIVE (para 139). 
 

 Please clarify which unit is being referred to in para 181. 
 

 The final sentence of para 201 should be updated now that the inquest has 
concluded. 
 

 Please identify which agency could have undertaken a comprehensive 
assessment in para 206. 
 

 As it is not known who administered the GHB, it would be helpful to replace 
‘arguably’ with ‘may have’ at the end of para 228 (and in para 43 of the 
Executive Summary). 
 

 Please consider reducing the number of abbreviations. Even when explained 
on first use, they make the report less accessible and less readable.  
 

 Please ensure consistency of information and emphasis between the 
Overview Report and Executive Summary regarding: 
 

o when the couple first met (July 2021 in Overview Report (97), October 
2021 in Executive Summary (11)); 

o the context for Jack’s threatening behaviour to a female bar worker 
(rejection of sexual advances mentioned in Executive Summary (27) 
but not in Overview Report);  

o the reasons why Helen did not continue the relationship with Jack (his 
‘intimate behaviour’ is mentioned in the Executive Summary (30) but 
not in the Overview Report (51). 
 

 Please include within para 213 of the Overview Report that the factors 
mentioned would have been part of a domestic abuse risk assessment had 
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the victim and perpetrator lived (as suggested in the final sentence of para 29 
of the Executive Summary). 
 

 Please ensure consistency of wording of recommendations between the 
Overview Report and action plan.  
 

 Please ensure that changes suggested above for the Overview Report are 
reflected in the Executive Summary, where relevant.  
 

Once completed the Home Office would be grateful if you could provide us with a 
digital copy of the revised final version of the report with all finalised attachments and 
appendices and the weblink to the site where the report will be published. Please 
ensure this letter is published alongside the report. 

Please send the digital copy and weblink to DHREnquiries@homeoffice.gov.uk . This 
is for our own records for future analysis to go towards highlighting best practice and 
to inform public policy. 

The DHR report including the executive summary and action plan should be 
converted to a PDF document and be smaller than 20 MB in size; this final Home 
Office QA Panel feedback letter should be attached to the end of the report as an 
annex; and the DHR Action Plan should be added to the report as an annex. This 
should include all implementation updates and note that the action plan is a live 
document and subject to change as outcomes are delivered. 

Please also send a digital copy to the Domestic Abuse Commissioner at 
DHR@domesticabusecommissioner.independent.gov.uk  

On behalf of the QA Panel, I would like to thank you, the report chair and author, and 
other colleagues for the considerable work that you have put into this review. 

Yours sincerely, 

Home Office DHR Quality Assurance Panel 

 

 

 

 

 


