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Introduction: 
 

It gives us pleasure to jointly present the North Wales Safeguarding Board Annual Report. 

This Annual Report outlines the progress we have made against the outcomes set by the 
North Wales Safeguarding Board Annual Strategic Plan for the year 2025-6.  

We are extremely grateful to all board partners who have supported and undertaken work 
for North Wales Safeguarding board resulting in a much richer picture of our safeguarding 
concerns and achievements in keeping people safe, whilst also producing ideas for 
solutions and innovative ways of raising awareness, preventing abuse and neglect, and 
protecting children and adults in the region. 

The report describes the hard work undertaken by colleagues in subgroups to progress our 
common commitment to safeguarding children and adults at risk of abuse or neglect. This 
hard work is thoughtful and professional, demonstrating both expertise and commitment 
to practice development and service improvement.  We continue to work hard to 
demonstrate the difference all of this work has made. We held an extremely valuable 
development day where we considered the learning available from safeguarding practice 
reviews and performance analysis 

During this year, the Board published Our Bravery Brought Justice Child Practice review. 
The name of the report had been chosen by one of the young people who took part in the 
review, and it was important that the courage of these young people was recognised and at 
the heart of the review. As a region we have had to reflect on the findings from the practice 
review and ensure lessons are learnt. We must also acknowledge that during the upcoming 
year, we have a number of practice reviews to be published and must ensure that we 
implement the learning from these reviews. 

This year, we say goodbye to our longstanding Co-Chair. Jenny Williams who has led the 
Board since its inception in 2014, and during her tenure, has guided the Boards through 
significant development and progression, to the established collaborative partnership 
which exists today. The preceding twelve years have seen countless achievements in 
relation to the development of regional policy, training and guidance, and Jenny has been 
instrumental in driving the Boards’ programme of work during her time as Chair, as well as 
influencing the national agenda in relation to a number of key areas. The Boards wish to 
express their sincere gratitude to Jenny for her dedication to the Boards over the last twelve 
years  

We are delighted to welcome Fôn Roberts into the role of Co- Chair this year. Fôn has been 
an engaged and supportive partner of the Board for several years as Director of Social 
Services in Ynys Môn, and the Board looks forward to entering the coming year under Fôn’s 
guidance and support. 
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The Boards continue to be supported by unwaveringly strong partnerships across agencies 
in the region, and the achievements shared within this report would not have been possible 
without partners’ commitment, enthusiasm, and generosity of their time. We wish to thank 
our colleagues for their continued support and look forward to working together in the 
coming year to continue to develop our practice and build upon what we have achieved to 
date. 

   

 

 

 

Fôn Roberts       Nicola Stubbins 

Co-Chair North Wales     Co-Chair North Wales 
Safeguarding Board      Safeguarding Board 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



5 
        

 

Objectives of the Safeguarding Board 
 

The North Wales Safeguarding Boards serve the citizens and diverse communities of the 
North Wales region which encompasses six Local Authority areas this does not come 
without significant challenges. The Board and its’ members however continue to be proud 
of the strong ethos of collaboration and partnership working that has been established at a 
senior executive board and subgroup level. We look forward to the year ahead and 
continuing to build upon the strong foundations established in the preceding five years to 
deliver against our objectives and our aspiration to achieve excellence in Safeguarding 
Work, Professional Practice, and within the services we provide to our communities. 

Protecting and preventing children and adults at risk from experiencing harm and 
promoting the wellbeing of the people of North Wales enabling them to achieve better 
outcomes remains central to the Board’s work. 

Areas have been identified for continuing improvement and will enable the Board and its 
members to fulfil their statutory responsibilities as outlined in Part 7 of the Social Services 
and Well-being Act (Wales) 2014 to protect and prevent children and adults at risk in the 
region from experiencing abuse and neglect and other kinds of harm. 
 

1.   About the North Wales Safeguarding Board 
 

Structure & Membership: 

The North Wales Safeguarding Board currently meets four times per year; there is also a 
Business Development Day held annually to set the priorities for the coming year and self-
assess the progress of the Boards. The Board’s SUSR Adults Case Review Group, the 
Regional Practice Delivery Groups and the Policies and Procedures Groups meet on a 
quarterly basis. The SUSR Children’s Case Review Group and the Joint Workforce and 
Training Group meet every two months. Meetings are held mainly virtually but the Board is 
partially returning to face-to-face meetings.                                                           

Structure: 

 

North Wales Safeguarding Board 

SUSR Adults Case Review Group SUSR Children’s Case Review Group 

Regional 
Adults 

Delivery Group 

Adults Policy 
& Procedures 

Group 

Childrens 
Policy & 

Procedures 
Group 

Regional 
Childrens 
Delivery 

Group 

Workforce Learning 
Development & 

Safeguarding 
Training Group 
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North Wales Safeguarding Board Members: 
 

Co-Chair: Nicola Stubbins – Corporate 
Director, Social Services & Education, 
Denbighshire County Council 

Co-Chair: Fôn Roberts, Director of Social 
Services & Head of Children and Families 
Services, Isle of Anglesey County Council 

Co-Vice Chair NWSAB: Michelle 
Denwood, Director of Safeguarding & 
Public Protection, Betsi Cadwaladr 
University Health Board BCUHB 

Co-Vice Chair NWSCB: Jacqueline 
Downes, Detective Superintendent / 
Protecting Vulnerable People Unit, North 
Wales Police 

Isle of Anglesey County Council - Director 
of Social Services & Head of Children and 
Families Services, Head of Adult Services, 
Director of Education, Skills and Young 
People 

Gwynedd Council – Corporate Director & 
Head of Adult Health and Wellbeing 
Services, Head of Children and Family 
Support Department, Head of Education 

Conwy CBC – Director of Social Care and 
Education, Head of Children, Family & 
Safeguarding Services, Head of Education 

Denbighshire CC – Joint Head of Service 
for Education and Children's - Children's 
Social Care Head of Community Support 
Services 

 

 

 

 

Flintshire CC – Chief Officer Social 
Services, Senior Manager Safeguarding 
and Commissioning, Head of Education 

Wrexham CBC – Director Social Services / 
Head of Adult Social Care, Senior Head of 
Service – Children Social care, Head of 
Education 

North Wales Fire & Rescue Service – 
Safeguarding Manager & Head of 
Prevention. 

National Probation Service – Head of 
Probation Delivery Unit, North Wales 

Public Health Wales – Designated Nurse 
National Safeguarding Team 

Welsh Ambulance Service Trust – 
Safeguarding Specialist Quality, Safety & 
Patient Experience Directorate 

Barnardo’s – Assistant Director Children’s 
Services 

National Independent Safeguarding Board 
Representative. 

Youth Justice Service – Service Manager 
Prevention & Support, Senior Manager(s) 

Betsi Cadwaladr University Health Board, 
Named Doctor Children’s safeguarding, 
Director of Nursing Mental Health & 
Learning Disabilities 

Deputy Governor, HMP Berwyn 

VAWDA SV Regional Business Manager 

Head of Safeguarding & Advocacy, Hope 
Project Manager, Age Cymru
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2.   Action the Safeguarding Board has taken to achieve particular   
outcomes 

 

2.1 Review of Risk Register 

The NWSB is now undertaking a review of the risk register at each Board meeting. 
This is in part due to the increasing demands on all safeguarding work streams across 
the region. We need to highlight the following risks identified within the register: 

There is a failure to learn from, or positively respond to, SUSR Reviews or 
national and or local enquiries. 

Risks: 

▪ Learning is not identified or used to inform practice to ensure adults and children 
at risk in North Wales, are protected from harm or abuse. 

▪ Reputational damage to the Board for failing to meet the needs of adults and 
children at risk and their families as identified through Practice Reviews. 

▪ The impact of the SUSR places increased pressures on the Business unit. 

The mitigating actions that the Board has undertaken include: 

In response, the Board has prioritised timely dissemination of learning outcomes 
from SUSR Reviews, ensuring that findings are clearly communicated across all 
safeguarding partners.  

Regular training sessions have also been introduced to support staff in implementing 
new recommendations, helping to reinforce best practice and consistency 
throughout the region. 

Development of thematic 7-minute briefings around key practice areas. 
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Performance Information and data is not available to the Board to provide 
assurance that appropriate steps are taken to protect and safeguarding adults/ 
children at risk e.g. training and recruitment. 

Risks: 

▪ Board does not have oversight of key performance issues. 
▪ Significant harm to adults/ children as risk due to partner agencies not having 

adequate systems available to identify who has or has not received training, who 
has or has not got up to date DBS check or to ensure people unsuitable to work 
with adults/ children at risk are appropriately referred to the appropriate 
regulatory body. 

The mitigating actions that the Board have undertaken include: 

The Board have updated the Performance Management template in accordance with 
the work undertaken by Manchester Metropolitan University. 

Significant work has been undertaken nationally and across the region on section 5 of 
the Wales safeguarding procedures.   

Insufficient funding resources for the NWSB to comply with statutory duties. 

Risks: 

▪ The current funding arrangements for the Board are insufficient to support the 
Business unit to meet Statutory Requirements 

The mitigating actions that the Board have undertaken include: 

Contributed to the National Safeguarding Governance review and the first-year review 
of the Single Unified Safeguarding Review. 

We have highlighted the concerns that the increase demand of practice reviews is 
placing both financial and workforce challenges that have significant funding 
requirements. The board has concerns that if the pilot program of Offensive 
Homicide Weapons reviews does become part of the SUSR program this will increase 
the pressure.  

 

2.2 Our Bravery Brought Justice review 

During this year, the NWSB published Our Bravery brought Justice review. It is 
important that the board highlights the bravery of all the children and young people 
impacted by the actions of the former headteacher. One of the young people 
suggested that the title of the review should be “Our Bravely Brought Justice. In 
accordance with their wishes, this became the name of the review.  
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We highlighted within the previous annual report the additional work that the Board 
has undertaken to ensure the review was published during the year 

This included:  

▪ Additional learning event in May 25 to ensure the staff at the school had 
opportunity to engage with the learning. 

▪ The establishment of a Comms Task and finish group chaired by the Co-chair of 
the NWSB to plan for the publication. 

▪ Significant demands placed on the Denbighshire County Council Comms lead. 
▪ Development of a Child-friendly version of the report. 
▪ NWSB administrator during the year was working full time on the review.  

Following publication, the Board provided the following update to the Welsh 
Government in February 26: 

Learning from the review shared across the region: 

The North Wales Safeguarding Board (NWSB) have undertaken the following actions:  

▪ NWSB requested written updates in December 2025 from all Board members 
regarding initial responses to the recommendations and actions that have been 
undertaken/started.  

▪ North Wales Directors of Education presented at the NWSB meeting in 
December with an initial response to the recommendations.  

▪ Jan Pickles (Chair of the Review) presented the learning from the review to 
members of the Regional Children Delivery Group in December.  

▪ Learning from the review has been shared across all Board Partners at relevant 
forums such as Corporate Safeguarding Panels across the region.  

▪ A further request was made to Board members to update the response to the 
recommendations in February 2026.  

▪ The action plan will be reviewed and updated at the Children’s Case review 
group. 

To demonstrate the work that is being undertaken during this year, we include 
the responses to recommendations 1 and 2 of the review: 

Recommendation 1: All organisations that work with children must ensure that 
their policies on listening to the voice of the child are reviewed, fully 
implemented, and reflect the learning from this Review. 

Recommendation 2: Organisations must be able to evidence to their 
professional Board and Regulators that they have a mechanism for listening to 
children and that this is embedded and functioning. 

 



10 
        

The NWSB have received the following updates from Board Partners in respect of 
recommendations 1 and 2:  

Betsi Cadwaladr University Health Board - The Children’s Charter in the health 
board includes and supports the child’s voice. A review of internal governance and 
actions to evidence the child’s voice is embedded and evidenced will be completed 
and monitored by the BCUHB Safeguarding Governance and Performance Group. 
This will be supported by the Patient Advice and Liaison Service/Patient Experience 
Team. 

Conwy County Borough Council - Social Workers are provided with refresher 
training in respect of the tools the Local Authority have available to support with 
capturing the voice of the child (such as “Mind of My Own”).  This was recently 
reviewed in the most recent voice of the child audit. Feedback from children and 
young people is reflected in our Quality Assurance Framework Quarterly Report. In 
respect of Education in Conwy, safeguarding refresher training for schools and school 
governors is being delivered with particular emphasis on the ‘voice of the child’. 

Safeguarding in Education and the response to the recommendations is being 
presented at the Joint Meeting of the Education and Skills and Social Care and Health 
Overview and Scrutiny Committee on March 26 

Cyngor Gwynedd - A first draft of the Children and Young Peoples strategy has been 
produced which will form the basis for discussion with our Children and Young 
People's Forum moving forward.  

▪ Involve the County Youth Forum and seek approval for the content of our 
Children and Young People's Voice Strategy – March 2026. 

▪ Develop a charter on listening to the child's voice and child-friendly versions of 
the strategy with a completion date of April 2026. 

Denbighshire County Council - Children’s Services have established mechanisms 
for hearing the voice of the child such as MoMo. The policy and process for these 
mechanisms will be subject to review and audit in early 2026 to ensure that the 
learning from this review is captured. Feedback from children and young people is 
reflected in our Quality Assurance Framework Quarterly Report. 

Flintshire County Council - Children Services have ensured following policies, 
directives and charter have recently been reviewed or will be reviewed shortly:                                        

▪ Children Participating in Conference – Practice Directive. 
▪ Corporate Safeguarding Policy. 
▪ Mind of my Own Practice Standards. 
▪ Corporate Parenting Charter 

The most recent CIW inspection in Flintshire highlighted the following: 
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‘Children and young people have opportunities to make their voices heard. We found 
positive practice with children having an opportunity to share their thoughts and 
opinions with a conference buddy prior to a conference held in line with the Wales 
Safeguarding Procedures (WSP).’ 

Wrexham County Borough Council - Children’s voice is a key part of our Social Work 
practice across the Social Care department. It is embedded within our key forms on 
WCCIS (assessment, care and support plans, reviews etc.) We monitor as part of 
performance framework whether children have been seen / seen alone as a 
mechanism for ascertaining that children have been spoken to.  In addition, in Social 
Care we have an embedded audit framework in place and audit tools specifically ask 
for evidence of the child’s voice. 

A new policy ‘Capturing the child’s voice’ is currently in development for the Social 
Care Department. Initial scoping meetings took place in quarter 1 2025/26 to discuss 
scope and content of the policy.  As of February 2026, the policy has undergone initial 
quality assurance and is currently with the wider team for consultation. 

Isle of Anglesey County Council - "Ynys Môn Learning Service - The Service is 
confident that the ‘voice of the child’ is listened to and valued. The Service can 
evidence numerous examples of ‘good practice’ in this regard: 

▪ Use of QR codes feedback boxes for pupils to raise concerns.  
▪ School Councils, Catchment Councils 
▪ Anglesey Children and Young People’s Forum.                                                                                     

The Service will review all relevant School Safeguarding policies to ensure that the 
voice of the child is fully embedded within relevant policies and procedures. Draft 
review of policy has been completed and will go out to consultation with relevant 
partners before end of February 25.                                                                      

In respect of Children Services, Ynys Môn are confident that children’s voices are 
listened to and valued.  To strengthen this further, the Service has commissioned an 
external audit to ensure the voice of the child is fully embedded into the work of the 
Service, inclusive of those working in support roles The Local Authority, alongside 
partner agencies, inclusive of all schools, will continue its journey to become a 
‘trauma informed island’. 

North Wales Police - Listening to and capturing the child’s voice is already 
embedded within force practice guidance, aligned with the All-Wales Safeguarding 
Procedures and forms a core part of the force vulnerability referral process. It also 
forms part of the force’s performance and governance framework, including its 
continuous learning and quality assurance processes to ensure ongoing scrutiny and 
improvement.  
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This is evident across several areas including:  

Training: 

▪ As well as the established force training plan, training investment continues 
across the force in relation to Voice of the Child including: 

▪ Voice of the Child training – VOC training from PVP Officers to initial recruits has 
been updated to include the good practice from Hampshire’s MASH training 
which has been adjusted for local use in NWP. 

▪ Voice of the Child virtual reality training - Ynys Môn police officers receiving Voice 
of the Child training utilising Virtual Reality headsets in conjunction with local 
authority. Feedback has been positive, and the force is now planning to roll out 
the training more widely. Denbighshire will be the next local authority to benefit 
from the initiative. 

Wales Probation Service – demonstrates its commitment to the Voice of the Child 
and Think Child Approach via the HMPPS Child Safeguarding Policy Framework. The 
framework covers the following:                                       

▪ Requires staff to consider the child’s best interests in every safeguarding 
decision. 

▪ Explicitly mandates exploring ways to capture the voice of the child and ensure 
their safety and wellbeing are prioritised. 

▪ Embeds the Think Child approach, meaning staff instinctively consider children 
connected to those under supervision and view decisions from the child’s 
perspective. 

▪ Child-Centred Approach - Policies emphasise keeping children in focus, listening 
to them where possible, and working in partnership with families.  

North Wales Fire and Rescue Service - North Wales Fire and Rescue Service will 
review its Safeguarding Policy and will add a dedicated section titled ‘Voice of the 
Child.’ This section will require staff to seek and record children’s views in all 
safeguarding decisions, using age-appropriate methods. Guidance for staff and an 
audit process will be developed to ensure compliance.  

North Wales Heads of Education - The Regional Safeguarding in Education Leads 
Group have worked at length to discuss each recommendation and to align an 
appropriate response to each one. The group have worked strategically in this way to 
respond in a consistent manner and implement a consistent regional framework for 
improvement in education safeguarding. Examples of this work across the region 
include: 

▪ Dip samples of referrals. 
▪ Sampling mechanisms. 
▪ Sampling of child voice. 
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2.3 Single Unified Safeguarding Review 

The demand in relation to reviews has grown exponentially over the last ten years.  
With the advent of the Single Unified Safeguarding Review process, and the 
additionality of undertaking SUSR Domestic Homicide and Mental Health Homicide 
Reviews as part of the Regional Safeguarding Board’s remit, has increased demands 
on both the Board and the Business Unit. 

Year Adult 
Practice 
Reviews 

Child 
Practice 
Reviews 

MAPFS 
Adult / 
Child 

SUSR 
Adult 

SUSR 
Children 

SUSR 
DA 

SUSR 
MH 

Total 

2016 2 3 2  
 

 
Not Applicable 

7 
2017 2 2 1 5 
2018 1 2 0 3 
2019 1 1 1 3 
2020 0 2 1 3 
2021 0 3 1 4 
2022 0 5 1 6 
2023 1 3 1 5 
2024 2 2 2  1 1 1 9 
2025 0 0 2 0 4 1 1 8 
2026       1 1 

 

Difficulties in identifying Chair and Reviewers with the appropriate skills continues to 
be problematic, in particular there is a shortage of individuals who have the expertise 
in relation to both the SUSR Domestic Abuse and SUSR Mental Health reviews.  This 
has resulted in the Regional Safeguarding Board needing to commission 
professionals from outside of the region.  This has resulted in increased pressure on 
financial resources and significant delays in starting the reviews. 
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Additional training for Chair and Reviewers has been taking place throughout the 
year, however, there appears to be a nervousness about undertaking the roles 
without first the opportunity to shadow experienced Chair and Reviewers. This is 
compounded by a lack of experienced professionals who would be able to facilitate 
this opportunity. 

An additional challenge for the business unit has been the capacity to attend the 
SUSR Domestic Abuse Reviews as this is a new process for the Community Safety 
Partnerships who are undertaking these. 

 

2.4 Launch and Implementation of Icon. 

  

ICON: Babies Cry, you can cope': 
Recommendations from Child Practice 
Reviews resulted in the BCUHB launch of 
‘ICON’ which is an initiative to prevent 
Abusive Head Trauma (AHT) in babies and 
children. This has been funded and 
supported by North Wales Safeguarding 
Board, and BCUHB are the first health 
board in Wales to launch ICON.  

From the 10th of November 2025, all 
parents/carers of babies discharged from 
inpatient Maternity, Neonatal, and Home 
Birth settings will receive the ICON 
message through five core touchpoints. 

Phase 2 will aim to engage with partner 
agencies and target health promotion. 

 

2.5 Response to Accessibility Requirements – North Wales Safeguarding Board Website 

The NWSB website was randomly tested on 28 August 2025 against the Web 
Content Accessibility Guidelines (WGAG) 2.2 AA accessibility standard by the 
accessibility monitoring team at the Government Digital Service. It is a requirement 
of The Public Sector Bodies (Websites and Mobile Applications) (No. 2) Accessibility 

https://www.gov.uk/service-manual/helping-people-to-use-your-service/understanding-wcag
https://www.gov.uk/service-manual/helping-people-to-use-your-service/understanding-wcag
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Regulations 2018 that public sector websites are accessible to everyone. This came 
into force on 23 September 2018. 

Based on their testing, the site is compliant with WCAG 2.2 AA, meaning no serious 
or critical issues were found during the testing, however, the accessibility statement 
was not compliant and were advised to rectify this within 12 weeks (26 November 
2025), after which further testing would be undertaken to ensure compliance. 

In order to resolve this issue, the Business Unit was required to undertake an 
extensive audit of the NWSB website over a period of three months. Work was done 
around identifying what was not compliant as the accessibility statement now 
requires the non-accessible content to include the WCAG criteria it fails. A review of 
all documents, web pages, links and images took place and any changes required 
were made by the Business Unit and the webs site developer and the NWSB 
website’s Accessibility Statement is now fully compliant. 

There is a plan to commission a full and thorough audit undertaken by a specialised 
organisation within the next twelve months.  The website is monitored for 
accessibility by the business unit on a monthly basis and staff are continually 
reminded about the importance of continuing to ensure documents, images and 
links uploaded to the website are fully accessible. 

 

3. The extent to which the Safeguarding Board has implemented its 
most recent Annual Plan. 

  

3.1  To respond effectively to the learning identified from Practice reviews / 
Regulatory Inspections and other reviews. (NWSB) 

The following updates in relation to progress around the priority have been 
undertaken_ 

▪ We have offered in addition to the National Welsh Government SUSR 
training, are own internal training based on the national materials. 

▪ All published practice reviews have follow-up training and briefings to 
staff. In addition, each review has its own seven-minute briefing. Briefings 
are provided to all the sub-groups.  

▪ We continue to see similar practice themes coming from reviews. 
▪ The Training subgroup completed a training needs analysis regarding 

learning from SUSR. This has led to the Board undertaking the following 
actions: 

• Updating the content of the Section 47 enquiries training. 
▪ Designing a joint multi agency Adults Safeguarding training. 
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▪ Commissioning the Centre of Expertise for CSA to develop a grooming 
training program. 

▪ During the year, the NWSB have received updates on several regulatory 
inspections within the region. This also included oversight of the actions 
that were being undertaken in respect of the lessons from the review. 

▪ The Board also provided a further update to CIW on the actions 
undertaken on the Rapid Review of Child Protection Arrangements 
 

3.2  Effective engagement and communication: To improve engagement and 
consultation with children and adults at risk, vulnerable groups, 
professionals and partnerships (NWSB)  

▪ In relation to Adults at Risk, the NWSB are working with CARE (Centre of 
Adults Social Care Research) on an engagement project around the 
experiences of Adult at Risk during the safeguarding process. 

▪ We are also working with SAB Chairs Network in England on developing a 
practice briefing on engagement with Adults at Risk.  

▪ For Children at Risk, we are working with Denbighshire Youth Services 
around updating the Children’s webpage on the Board’s website. 

▪ At the launch of ICON, we had a presentation from a Parent around their 
experiences of receiving services. 

▪ In response to the Gwynedd CPR action plan Our Bravery brought 
Justice, we are able to highlight the work taking place across the region 
regarding the Voice of the Child. 

▪ At the Board’s partner agency annual report, we had several good 
practice examples around the lived experiences of children and adults at 
risk. 

▪ We have seen increased activity on the NWSB website. 
▪ We ensure that updates are provided on National developments via the 

website. 
 

3.3 To continue to ensure a robust, resilient, and consistent approach to emerging 
safeguarding themes (NWSB)  

▪ We have updated the regional performance framework in accordance with 
the work undertaken by Manchester Metropolitan University. 

▪ We have reviewed the group C safeguarding training across the region. 
▪ Lauch via Social Care Wales the Group C materials on November 25 
▪ In response to the National CSA action plan, we are holding a regional 

CSA conference. 
▪ The IICSA report – we are reporting back to Welsh Government the work 

undertaken 
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▪ We are leading on the development of a National Adults Exploitation 
Practice guidance. 

▪ We have also created 7-minute briefing for NWSB members on emerging 
recommendations from the Southport Inquiry. 
 

4. How have the safeguarding boards collaborated with other 
persons or bodies engaged in activities relating to the board’s 
objectives? 

 

North Wales Vulnerability & Exploitation Board: 

Regular highlight reports are provided to the V & E Board in relation to cross cutting 
themes and issues. Co-Chairs of the safeguarding board are members. Joint meeting 
held annually where the V & E Board Chair presents his annual highlight report.  

Safeguarding Boards across Wales: 

Regular meetings with colleagues from across the Safeguarding Boards in Wales take 
place on a quarterly basis. The Business Managers communicate and share 
information, resources, and knowledge on a regular basis. 

Welsh Government: 

Meetings with Welsh Government and the National Independent Safeguarding Board 
take place with the Chairs of Safeguarding Boards every few months. 

Quarterly meetings also take place with the safeguarding boards Business Managers, 
Welsh Government, and the National Independent Safeguarding Board to discuss 
themes and issues arising, and progress on national work streams. 

North Wales Coroner’s Office: 

Co-Chairs of the Board and members of the Business Unit attend bi-annual meetings 
held with the North Wales Coroners, to discuss key issues and themes coming out of 
practice reviews and anything highlighted within the practice delivery groups that are 
deemed to be in the realm of the coroner. 

Care Inspectorate Wales (CIW): 

Regular communication between the Boards and CIW takes place. Issues and 
themes are discussed, together with progress on how agencies are responding to the 
Rapid Reviews that have been undertaken, following CIW’s attendance at the North 
Wales Safeguarding Board to present their findings. 
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Cheshire & Cheshire West Safeguarding Boards: 

Meetings are scheduled and due to take place annually. The Board have requested 
further updates from Cheshire West Partnership regarding the Thirlwall inquiry. 

North Wales Regional Commissioning Board & the North Wales Regional 
Partnership Board: 

A number of Safeguarding Board members also attend the Regional Commissioning 
Board and the North Wales Regional Partnership Board. Further collaboration is 
taking place in relation to work streams such as UASC that have potential cross-over 
with safeguarding. 

5. Any requests the Safeguarding Board has made to qualifying 
persons under Section 137(1) of the Act for specified information, 
and whether the requests were complied with. 

The Board has not felt it necessary to make any requests under section 137(1) of 
the act. All information has been supplied as part as usual board business. 

 

 6. Achievements of the Safeguarding Board during the year.    
 

6.1 National Safeguarding Week 

National Safeguarding Week in Wales took place w/c 10th – 14th November 2025. 
Learning and themes from practice reviews resulted in the NWSB facilitating the 
following sessions: 

▪ ICON Launch Event 
▪ Signs and Indicators of CSA – CSA Centre/ Cardiff & Vale RSB 
▪ The Mental Capacity Act 2005: - What’s an assessment and when  
▪ do you need to do one? – Dr Laura Pritchard-Jones 
▪ Speaking to children about CSA – CSA Centre/ Cardiff & Vale RSB 
▪ Professionals Protect - Lucy Faithfull Foundation 
▪ Exploitation of Adults at Risk: Interventions and Motivations – North Wales  

  Police 
▪ IFAS Session – Richard Dolphin BCUHB 
▪ Substance Use and Safeguarding – Adferiad 
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▪ Safeguarding and Substance Misuse – The impact of Ketamine – Richard 
Dolphin BCUHB 

▪ Supporting people living with dementia through safeguarding processes, good 
practice – Jeremy Dixon, Cardiff University.

 
6.2 Development and Publication of Protocols and Guides: 

Learning from practice reviews has highlighted the need for additional guidance to be 
developed and current guidance to be reviewed by both the Adults and Childrens Policy 
and Procedures Group over the past year. 

NWSB Suicide Prevention Protocol: 

This Protocol has been developed by partner members of the North Wales Safeguarding 
Board and North Wales Suicide and Self-harm Forum in response to the growing need 
for a framework to enable agencies to work together to support the safety of individuals 
at risk of suicide. 

Multi-Agency Practice Guidance for Dealing with Cases of Domestic Abuse to Safeguard 
Adults with Care and Support Needs 

This document provides additional guidelines to assist North Wales Police, the local 
authorities and where appropriate health services to work together to address the issues 
of Domestic Abuse where they affect adults with care and support needs. The practice 
guide was reviewed following a number of referrals to the SUSR Adults Case Review 
Group. 

Multi-agency Protocol for the Resolution of Professional Differences 

Professional differences of opinion should always be resolved in a constructive and time 
limited manner. It is therefore necessary for all parties to ensure that the resolution 
process does not adversely affect a child or adult’s circumstances. It is important to 
note this protocol encourages any professional differences that are identified to be 
resolved via discussion and resolution wherever possible as opposed to unnecessary 
escalation. 

Fabricated or Induced Illness in Adults - Practice Guide 

This North Wales Safeguarding Board Adults practice guidance will support practitioners 
in all partner organisations to understand and respond to suspected fabricated and 
induced illness in adults. 

Adult Exploitation All Wales Practice Guides 

Members of the NWSB Adults Policy & Procedures group are working with Welsh 
Government colleagues to produce guidance. 
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6.3     Website Resources 

The NWSB website continues to be a popular resource for the region.  Regular 
updates are posted together with topical and up to date information and 7-minute 
briefings.  The website also facilitates the publication of practice reviews as per 
Welsh Government requirements. 

Analytics show the interest shown in the various areas of the website, the chart 
below depicts the website page views for the period end March 2025 to end of 
March 2026. 

   
 

It can be seen from the statistics below that the publication of ‘Our Bravery 
Brought Justice’ in November 2025, generated a vast amount of public interest 
with over 14,000 users logging on at the time the report was published. Interest is 
still high with the page being accessed on a regular basis. 

 

 
The North Wales Safeguarding Board website was accessed by users not only in 
Wales but the United States, Singapore, China, Vietnam, Ireland, and Holland. 
United Kingdom 25000, United States 1900, Singapore 1800, China 1200, Vietnam  
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226, Ireland 216, Holland 124. We are unable to clarify the numbers of genuine 
user activity or artificially generated web searches from these countries. 
 

 

            
 

      

7. The extent to which each member of the Safeguarding Board 
contributed to the Board’s effectiveness. 

 
 7.1 North Wales Safeguarding Board Attendance: 
   

   
   

Five North Wales Safeguarding Board Joint Children and Adults Board meetings  
were held during the period April 2025 to end of March 2026, including a Business  
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Development Session.  
 
Of the twenty-six agency members of the NWSB, only twelve, less than half of those 
(46%) achieved 100% attendance. Six agencies (23%) attended two meetings or 
less. One agency, the Welsh Ambulance Service Trust, due to capacity issues, no 
longer attend Board meetings but provide an information sheet outlining their 
activity. 
 
At the 2026 Business Development Session, the issue of attendance at Board and 
the sub-groups was highlighted as problematic and agencies were urged to ensure 
the relevant officers attended the meetings on behalf of their organisations.  

  
 

7.2 SUSR Adults Case Review Group Agency Attendance:       

 

                      The SUSR Adults Case Review Group held five meetings between April 2025 and 
end of March 2026.  Of the eighteen member agencies of the group, six agencies 
were present at all the meetings representing 33% of the membership, with five 
agencies (28%) attending two meetings or less.  

 

7.3 SUSR Children’s Case Review Group Agency Attendance: 

The SUSR Children’s Case Review Group between April 2025 and end of March 
2026, held five meetings.  The data chart below shows that of the twelve members 
of the group, nine agencies were present for all meetings, (75%), three agencies 
either did not attend or attended three meetings or less (25%). 
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7.4 Chair Arrangements 2025: 

 

  

 

 

 

 

 

 

 

 

 

7.5 Chair & Reviewer Activity: 

The table below shows the activity currently taking place. As highlighted in section 
2.3, the data shows that the commissioning of independent Chairs and Reviewers 
remains high in order to meet the demand.  Despite additional training, North Wales 
has still been unable to cover the high volume of cases that are be referred to and 
accepted by the Children and Adult’s Case Review Groups. 
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Anglesey Gwynedd Conwy Denbighshire

Flintshire Wrexham Police BCUHB

Probation 3rd Sector - chair WAST Education

Board / Subgroup Agency 
NWSB Co-Chairs                  Conwy / Denbighshire – Anglesey from June 2026 

NWSB Co-Vice Chairs                              BCUHB / North Wales Police 

SUSR Adults Case Review Group Flintshire 

SUSR Childrens Case Review Group Barnardo’s 

Regional Adults Delivery Group Previously no Chair - BCUHB from June 2026 

Regional Children’s Delivery Group Previously no Chair - North Wales Police from 
June 2026 

Adults Policy & Procedures Group Wrexham 

Children’s Policy & Procedures Group Previously no Chair - Anglesey from June 2026 
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There is also a rising number of SUSR DA referrals and SUSR referrals that have a 
combination of DA and Mental Health, this requires reviewers with specialisms in 
their field.  

                 

 

7.6 Partner Agency Reports 

Annual Partner Agency Reports were submitted to highlight work undertaken by 
statutory agencies on the board priorities, highlight key themes / challenges and 
provide good practice examples.  

Agencies identified the following key themes: 

Isle of Anglesey County Council: 

a) Rising Safeguarding Demand and Complexity.   
b) The Workforce, Assurance and Maintaining Standards.  
c) Learning, Improvement and Strengthening Voice and Prevention. 

 

Conwy County Borough Council: 
  

a) Embedding Learning from Reviews into Practice and Governance.  
b) Strengthening Multi-Agency Front Door and Risk Decision.  
c) Responding to Rising Complexity and Emerging Safeguarding Risks. 

Denbighshire County Council: 

a) Children’s Services - Safeguarding Practice.  
b) Adults Safeguarding Practice: Strengthening citizen voice within 

safeguarding practice.  
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c) Delays in S5 process resulting from pressures in partner agencies in 
completing investigations. 

Flintshire County Council: 

a) Staff Retention & Recruitment. 
b) Continued increase in the number and complexity of adult safeguarding 

referrals. 
c) Continued demand in respect of Deprivation of Liberty Safeguards, best 

interest assessment and Supervisory Body work. 

Cyngor Gwynedd: 

a) A consistent increase in safeguarding activity across both children’s and 
adult services.  

b) Challenges in maintaining sufficient and experienced staffing capacity:  
c) Multi-agency working and information quality. 

Wrexham County Borough Council: 

a) Sustained Pressure on Safeguarding Capacity and Timeliness.  
b) Embedding Consistent, High-Quality Practice Across a Complex System. 
c) Reliance on Robust Multi-Agency Engagement and Shared Accountability.   

 
North Wales Police: 
 

a) Vulnerability Governance.  
b) Significant changes in the Protecting Vulnerable People Department. 
c) Adoption of the Home Office Pilot for DAPOs (Domestic Abuse Protection 

Orders). 

Betsi Cadwaladr University Health Board: 

a) Increase in MAPPA activity. 
b) Implementation of ICON: ‘Babies Cry, you can cope'. 
c) JICPA & Child Practice Review Recommendations. 

HM Prison and Probation Service: 

a) Access to safeguarding information. 
b) Quality of Safeguarding Practice. 
c) Cross Border Activity. 
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8.0  An assessment of how the Safeguarding Boards used its resources 
in exercising its functions or achieving its outcomes. 

 

 8.1 Learning from SUSR Adult / Child Practice Reviews: 

In regard to the recently published NISB thematic review of Adult Practice Reviews, 
the NWSB continues to detail progress and update the initial action plan. 

 Actions Identified NWSB response 
Lack of clear documentation of what 
mattered to the individual in support plans. 
 
 
 
Lack of consideration regarding social 
and environmental context for adults at 
risk, including appropriate inclusion of 
families and carers, as well as the impact 
of particular environments including the 
residence of adults at risk 
 
Lack of, or delays in providing 
advocacy services. 

In relation to documentation, across the six 
authorities work has been done to ensure 
that the documents do refer to the What 
Matters questions  
 
We acknowledge that we do need to do 
further work in relation to the social and 
environmental context for the Adult at Risk. 
The NWSB are developing its level C multi-
agency safeguarding training.  
 
 
Engagement work has taken place 
with Regional Advocacy Services. A 
focus has been around ensuring a 
referral to advocacy services at the 
start of the Adult at Risk Process. In 
particular we have promoted the use 
of advocates for self-neglect cases. 

Inconsistent communication. 
 
 
 
Lack of accountability, coordination and 
follow up. 
 
 
Lack of recording around rationale for 
safeguarding decisions. 
 
 
 
Lack of professional curiosity and 
inconsistencies in the escalation of 
concerns to safeguarding teams. 

Work has taken place across the region 
around closer working with NWP and 
BCUHB around improved communication.  
 
We have done work with BCU around the 
enquiries stage of the Adult at Risk 
process.  
 
We will address the learning from the 
thematic review in the level C training 
around accountability and rational for 
safeguarding decisions.  
 
The NWSB have done work with Norfolk 
Adult Safeguarding Board previously 
regarding Professional Curiosity. 
Workshops held across the region. 
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 Actions Identified NWSB response 
Lack of the offer of Advocacy. 
 
Where advocacy was offered, lack of 
repeated offer. 
 
 
Disconnect between the support adults 
and their families felt was important to 
them, and the support that was offered 
or prioritised. 

As part of the Quality Assurance Framework, 
work has been undertaken across the region 
around the engagement with Advocacy 
Services. Audits undertaken consider 
engagement with an Advocate.  
 
We have identified cases, where further 
work is required around the need to 
consider the offer of an advocate at key 
stages where the individual has initially 
refused. 

Lack of evidence and decision making 
when undertaking a formal mental 
capacity assessment. 
 
Lack of understanding of fluctuating 
capacity. 

Over the last three years the Board have 
commissioned training around the 
Mental Capacity process. 
 
The following workshops include:  
 
Self-neglect, Hoarding, and the Mental 
Capacity Act – Dr Laura Pritchard Jones 
 
Fluctuating Capacity in the Context of the 
Mental Capacity Act 2005 - Dr Laura 
Pritchard Jones 

Lack of training around mental capacity 
processes. 

Preparing for Liberty Protection Safeguards 
Presenter: Neil Allen (Essex Chambers) 
 
Carrying out and recording capacity 
assessments – Neil Allen (Essex Chambers) 
 
In addition, we have developed seven-
minute briefings around Mental Capacity 

Lack of clear, achievable 
recommendations.  
 
Lack of clarity around ownership of 
action. 
 
Lack of clear timeframes for completion. 

Discussion will be held with the Workforce 
and Safeguarding Training sub-group to look 
at developing training around SMART action 
plans. 

 

 

 

 



                      28 
 

North Wales Safeguarding Board

 

8.2 Published Reviews 2025/26 

The following practice reviews were published between April 2025 and March 
2026: 

NWSAB 1 / 2024 Adult Practice Review 
Background: ‘Rose,’ resided in a residential care home, and self-funded this placement. 
She was prescribed anti-coagulants which are a preventative medication due to high 
risk of a stroke. The supply of medication was not received with the monthly 
medications and not followed up in a timely manner. Unfortunately, as a result of 
missing medication for twenty days, Rose sustained a stroke and was admitted to 
hospital. 
The following themes / issues were identified: 
Administration of Medication: The key issues identified relate to the 

prescription for critical medication, not 
being issued or the omission rectified in a 
timely manner. 

Communication: Communication was ineffective. 
Recording, Auditing, Medication 
Checking and Quality Assurance: 

The care home records were handwritten, 
unclear and incomplete. 

Urgency: There was a lack of urgency in actions taken to 
ensure that Rose received the medication that 
she needed. 

Leadership & Delegation: The management and leadership of the Care 
Home had been under a period of change, and 
this may well have undermined appropriate 
leadership in the home during this critical 
period. 

Staffing Experience & Training 
Competencies: 

A lack of consistency of staff at the care home 
was a problem and this may have contributed 
towards this incident. 

Involvement of Family: The family were not informed of the lack of 
medication. Informing the family may have 
raised the sense of urgency and aided the 
resolution of the issue of the lack of 
medication 

Risk Assessment: The risk assessment completed in respect of 
Rose had no mention of the risks associated 
with the non-administration of this critical 
medication. 

Escalation of Concerns, Inspection 
and sharing of issues: 

On review, as a result of the number of 
safeguarding reports submitted, it was felt that 
opportunities for CIW to consider an earlier 
inspection may have been overlooked. 
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Good Practice: 
a) Good communication between CIW, Commissioners, Safeguarding and 

Community Nursing teams. 
b) Prompt multi-agency response due to the concerns raised and the 

escalation of the issue resulting in the effective calling of Part 5 meeting 
and referral to Police. 

c) Effective use of a Review for a self-funder (which would not automatically 
have been the case), on this occasion triggered by the Escalation of 
Concerns Process.  

d) Training and auditing of staff at the care home post incident by medicine 
management staff and community pharmacy. 

e) Health Inpatient staff provided good acute and rehabilitative care following 
admission. 

f) Review of the Practice Standard Operating Procedure for Medicines 
Management in Care Home Settings In North Wales’ (MM89). 

 

NWSAB 2 / 2024 Adult Practice Review 
In April 2024, North Wales Police were called to an address in North Wales, by the Welsh 
Ambulance Service. The report was to a deceased male, who paramedics believed may 
have been subject to a criminal act leading to his death. It was identified at the time, that 
a second male was living at the address. The evidence gathered thereafter was sufficient 
to charge the second male with murder, this led to a subsequent conviction of the same 
crime. 
The following themes / issues were identified: 
Need for better understanding of 
social cohesion and community 
dynamics: 

The neighbourhood in question had a 
longstanding culture of close social 
interaction.  There were high levels of 
informal socialising in and around the 
properties and the area was also 
associated with alcohol use, substance 
misuse, and reports of antisocial 
behaviour. 

Understanding of communication 
and engagement: 

A review of the multi-agency chronology 
revealed a pattern of disengagement that 
coincided with periods of deteriorating 
wellbeing, particularly in relation to mental 
health and alcohol use. 

Assessing vulnerability and the 
importance of information sharing: 

The individual’s lifestyle may have been 
perceived as primarily linked to alcohol 
dependency. However, a broader range of 
vulnerabilities were identified by all 
agencies in attendance at the learning 
event that hadn’t necessarily been shared 
in a holistic manner. 
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Hearing the voice of the individual: Housing professionals attempted to 
maintain regular contact with the individual 
and developed a positive working 
relationship. There was limited evidence of 
similar opportunities for other 
professionals to explore matters relating to 
the individual's safety, health and 
wellbeing. 

Understanding of exploitation and 
coercive control:   

There is a need for a multiagency approach 
to identifying situations involving potential 
exploitation and coercive control, 
particularly in cases that do not clearly fit 
within existing frameworks. 

Understanding cuckooing and 
subtle exploitation: 

While the term cuckooing was not formally 
applied during the period under review, 
several features of the case align with 
known indicators of this form of abuse. 

Good Practice: 
Housing Officers and Tenancy Support Officers consistently worked beyond their 
statutory duties, making repeated efforts to engage the individual despite 
disengagement. Their regular presence in the area fostered familiarity with local 
residents, and they raised safeguarding concerns appropriately. 
 

 

NWSCB 3 /2022 Child Practice Review 
The Local Authority had periodic involvement with Child A and her family throughout her 
life. However, it was following Child A’s disclosure of being a victim of sexual assault her 
well-being began to deteriorate noticeably. Child A did not disclose the alleged 
perpetrator's identity in subsequent investigations. At the time of the critical incident, 
Child A had been a child looked after by the Local Authority. Child A was placed in 
unregulated, supported independent accommodation in Northwest England and hotels in 
North Wales. In April 2022, emergency services responded to a critical incident in which 
Child A sustained injury to her lower limbs. 
The following themes / issues were identified: 
Multi-agency Response: There was a clear recurrent pattern of agencies 

reacting to presenting incidents of overdosing, 
hospital admissions, discharges, and 
accommodation searches.  

Incident of Disclosure: Consideration could have been given to a 
multi-agency response with CAMHS to address 
the emotional impact of the incident disclosed 
by Child A. 

Information sharing: Health Board services currently engaged in the 
care of the individual should have been made 
aware of each respective admission to the 
Emergency Department. 
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Response to critical incidents: There is a need to consider how agencies can 
further collaborate to enhance a multi-agency 
response to support practitioners, particularly 
outside daytime service hours. 

Out of hours provision: There is scope to consider strengthening out of 
hours duty provision when practitioners are 
supporting for adolescents experiencing 
recurrent distress and suicidal thoughts and 
behaviours. 

Good Practice: 
British Transport Police offered to share their established debrief process, which is 
offered to their employees following a critical incident. Health and WAST. Health 
and WAST services provide an established Trauma Risk Management (TRiM24) 
response which includes hot debrief immediately after a critical event.  Local 
Authority employees were invited to attend group and one-to-one sessions 
delivered by a critical incident employee assistance provider and an interim Head 
of Service identified and sourced additional support for an employee. 

 

NWSCB 2023 1 Child Practice Review 
A 14-month-old little girl that was found unresponsive in her cot in December 2022. A 
postmortem concluded the cause of death to be 1a Invasive Group A Streptococcus 
Infection. (IGAS). During the 14 months of her life the family were accommodated in a 
hotel for 4 months before moving to their own property.   
The following themes / issues were identified: 
Safeguarding Reports and Response: 
 

All safeguarding reports were responded to 
following the procedures at the time and within 
timescales. Significant harm threshold not 
met. 

Engagement with Early Preventative 
Services: 

The review found that agencies were identifying 
concerns regarding the family and the parents 
agreed to engage with preventative services.  No 
one checked whether the family had been 
referred, whether they were engaging and 
whether the engagement was making a 
difference to the family. 

Missed / cancelled appointments: The number of health appointments the family 
cancelled or missed could have been 
significant. As there is no central digital process 
for capturing missed appointments across all 
health services the extent of missed or 
cancelled was not known until the population of 
the timeline for the review. 
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Wider use of the Aware 
Mnemonic: 

A fuller picture of the child’s home 
circumstances could have been appreciated 
had there been more CID16’s following 
incidents requiring police attendance. 

Escalation of concerns:  Referred to paediatric dietician – advice 
leaflets given – not a medical concern until 
last weigh in.  Cleanliness of children and 
home variable, seen as ok at times, no 
mandate to do unannounced visits. Health 
visitors advised to hold professionals 
meeting.  SSD did not attend closed case. 

Good Practice: 
All safeguarding reports were responded to following the procedures at the time and 
within timescales.  When Health and Housing continued to be concerned about the 
situation. Health Staff sought safeguarding supervision, and the health visitor was 
advised to call a Professionals Meeting. 

 

 8.3 Current Position of Active SUSR  

As of March 26, the NWSB is reviewing 6 SUSR and 3 Child Practice cases. Key 
emerging practice areas for improvement include: 

▪ Addressing neglect and enhancing multi-agency collaboration around 
neglect. 

▪ Non-accidental injuries in babies under one, present in four cases; In 
response- ICON was commissioned and Safer Sleeping leaflets developed. 

▪ Parental substance misuse, noted in several reviews. 
▪ Online safety challenges, particularly around misogyny highlighted in one 

case 
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8.3 Training and Awareness Raising Sessions: 

The North Wals Safeguarding Board facilitated the following training and 
awareness raising sessions between April 2025 and March 2026. 

 

 

 

 

   

   

 

 

 

 

 

 

 

     

 

 

 

   

   

 

  

 

 

 

 

 

 

Signs and Indicators 
of CSA – CSA 

Centre/ Cardiff & 
Vale RSB. 

ICON 
Launch 

Event 

Speaking to children 
about CSA – CSA 

Centre/ Cardiff & Vale 
RSB. 

Professionals 
Protect - Lucy 
Faithfull 

Foundation. 

The Mental Capacity Act 2005: - 
What’s an assessment and 

when do you need to do one? – 
Dr Laura Pritchard-Jones. 

Exploitation of 
Adults at Risk: 

Interventions and 
Motivations – North 

Wales Police. 

Multi Agency Section 47 
training across the region. 
The three-day training is 
targeted at Group C 
Practitioners.  Three 
events were held in 25/26. 

SUSR Panel 
Member 

Training – Val 
Owen / NWSB 

Substance 
Use and 

Safeguarding 
– Adferiad. 

IFAS Session – 
Richard Dolphin 
BCUHB. BCUHB 

Safeguarding and 
Substance Misuse – 

The impact of 
Ketamine – Richard 

Dolphin BCUHB. 

Safeguarding in 
Education – 

Centre of 
Expertise on 

CSA. 

Responding to 
Child Sexual Abuse 
Concerns - The CSA 

Centre 

National Adoption Service & the 
North Wales Adoption Service 
information session – NWAS. 
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All training delivered by the NWSB is evaluated and areas for improvement that are 
identified are incorporated into the training program. 

 

8.4 Section 47 Training Feedback: 
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8.5 Safeguarding Board Budget: 

  

Costs for the year April 2025 to end of March 2026 shows an ongoing increase in 
costs in relation to practice reviews.  Questions around the Board’s budget and the 
pressures on it, has been highlighted at the Board’s Business Development Session.  

 

9. Any underlying themes in the way the Safeguarding Boards exercised 
its functions as shown by an analysis of cases it has dealt with, and 
any changes it has put into practice as a result. 

  

9.1 Adult safeguarding data: 
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* Please be aware that due to the delay in moving to a Regional Adult Practice 
Delivery Group, performance reports were only available for Q2 onwards. 

Analysis of the performance reports highlights that Conwy received the highest 
number of Adult at Risk reports at 27%.  Adult neglect remains the highest 
category of abuse reported, representing 29.3% of the total number of referrals, 
followed by physical abuse at 25.4%.  

 

Self-neglect referrals continue to rise, with the more rural areas of Gwynedd and 
Anglesey showing the largest proportion of the total number of reports identifying 
self-neglect, 73% for Anglesey and 18% for Gwynedd.  For Anglesey, referrals for 
self-neglect account for 17.7% of the total reports they received and Gwynedd 
5.1% of their total. 

 

*Not all data systems are able to record self-neglect as a separate category of 
abuse. 
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9.2 Section 5 Reports (Adults): 

  

Section 5 report data show Conwy as receiving the most reports (31%), however, it 
is to be noted that their data includes those referrals to Children’s Services.  

Denbighshire County Council are in receipt of the next highest number of Section 5 
reports,18% of the total. 

 

Analysis of Section 5 reports that went forward and were completed, indicates that 
50% were substantiated, 47% were unsubstantiated, 2% were unfounded and 1% 
of reports were found to be malicious. 
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The number of Section 5 reports that did not meet the threshold is shown below, 
which suggests that further work needs to be done in regard to awareness raising 
and training around the thresholds for making a report. 

 

The Isle of Anglesey County Council reports that the number of reports they are 
receiving that do not meet the threshold is rising, with the last quarter data 
showing 63% of the reports they received did not meet the threshold.   

 

9.3 Children’s Safeguarding Data 

Number of children on the CP register at the end of 2026: 
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Categories of abuse: 

  

Across the region, data shows that emotional / psychological abuse is the most 
prevalent category of abuse at 38%, followed by neglect (16%), physical and 
emotional abuse (14%).  The lowest category of abuse is identified as a 
combination of sexual, physical and emotional abuse and combined physical and 
sexual abuse, together representing less than 0.5% of the total.  

Elective Home Educated Children 

 

The total number of Electively Home Educated Children in North Wales is 1758. 
The county of Flintshire has the largest home educated population of children with 
the Isle of Anglesey County Council having the smallest.  
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9.4 Section 5 Reports – Children 

   

  Note: *Data is only available for Quarters 3 and 4 2025/26. 

Conwy’s data is combined children and adults at 29%, Flintshire received the 
second highest number of Section 5 reports, 23% of the total, with Wrexham being 
the least at 13%. 

 

For the two quarters available, 67% of allegations that were taken forward were 
substantiated and 32% were unsubstantiated 1% unfounded, and none found to 
be malicious. 

The number of reports not meeting the threshold was nine, with this data only 
coming from one agency. 
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10. The number of adult protection and support orders which were 
applied for in the Safeguarding Board area. 

   

No applications for Adult Protection and Support Orders were made in the North 
Wales region between April 2025 and the end of March 2026. 

 

11. When and how children or adults exercised an opportunity to 
participate in the Safeguarding Board’s work. 

  

11.1 Children: 

In relation to children and young people, the Board is currently working with a local 
authority youth forum to review the children’s webpage on the Board’s website.  

Consultation work has also taken place around Children’s and Young People’s views 
their perceptions and experiences of violence. The survey captured the views of 960 
children and young people from across North Wales.i 

The survey reflects their perceptions of safety, exposure to violence, weapons and 
the influence of social media. Local young people generally feel safe, particularly in 
supervised or familiar environments although almost third believe that violence in 
their area has increased in the past two years. This reflects the views particularly of 
those in Denbighshire and Wrexham.  
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Witnessing violence on social media is common.  

 

Weapons are carried in a minority of peer groups and fear of violence influences 
behaviour among a small number of young people. 

 

 

An overwhelming majority of respondents feel safer in the company of others and 
over half feel safer by staying away from certain groups.  

 

11.2 Adults: 

In relation to Adults Safeguarding, the NWSB the NWSB are working with CARE 
(Centre of Adults Social Care Research) on an engagement project around the 
experiences of Adult at Risk during the safeguarding process. 

We are also working with SAB Chairs Network in England on developing a practice 
briefing on User Engagement. 
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12. Any information or learning the Safeguarding Board has 
disseminated or training it has recommended or provided. 

 

In addition to the training delivered during Safeguarding Week, the NWSB has also 
undertaken a training needs analysis in relation to practice themes identified in 
learning from practice reviews 

In addition, to the training delivered in safeguarding week, the NWSB have also 
undertook a training needs analysis in relation to practice themes identified around 
learning from practice reviews.  

▪ The analysis aimed to capture the range, delivery and planning of 
safeguarding training relating to child and adult practice review themes. 

▪ Includes training delivered over past 2 years and planned for next 12 months. 
▪ Multi-agency and voluntary sector contributions 

The following key themes were identified: 

▪ The majority of training undertaken was delivered face-to-face, with the rest 
taking place online, via e-learning, and hybrid formats, using external 
partners and in-house provision. 

▪ Face-to-face was common for multi-agency sessions (neglect, trauma-
informed practice, domestic abuse). 

▪ Online/Virtual was heavily utilised particularly for Level 3 safeguarding, MCA, 
self-neglect, and exploitation. 

▪ E-learning is available via hubs, CC Inform, and self-directed platforms. 
▪ Innovative approaches included Virtual Reality training, shadow play 

counselling, mentoring cohorts, and 7-minute briefings. 

In relation to training delivered across the region the following key practice areas 
were covered:  

▪ Training topics addressed included safeguarding procedures, risk 
assessment, information sharing, and the effective management of complex 
cases. Additional areas of focus encompassed responding to disclosures, 
enhancing practitioner confidence, and promoting collaborative working 
across agencies. 

Gaps that were identified included:  

▪ Adults' safeguarding (outside of self-neglect) was less frequently covered 
and consistently available compared to children’s.  
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▪ Some reliance on existing “core” training, signposting, materials produced by 
the NWSB etc.  rather than specific standalone training.  

▪ The need for individual agencies training be opened to others to avoid 
duplication and improve access.  

In response to the gaps that were identified, the safeguarding board developed a 
Multi-Agency Training Program for Adult safeguarding aimed at Group C and Group 
D practitioners.  

The multi-agency Section 47 enquires training that covers two days for officers in 
the region, we will now be adding a further day focused on interview skills for single 
agency investigation and a session on after the investigation and handling difficult 
conversations. 

 

13. How the Safeguarding Board has implemented any guidance or 
advice given by the Welsh Ministers or by the National Board. 

 

During the year 2025-26, the Business Unit has ensured that any guidance or advice 
given by the Welsh Ministers or by the National Board is implemented.  

In relation to the National Strategy for Preventing and Responding to Child Sexual 
Abuse in Wales 2026 to 2036 which sets out the Welsh Government’s long‑term 
commitment to strengthening protective measures, improving responses, and 
ensuring a consistent, trauma‑informed national approach to tackling child sexual 
abuse. 

The Board have responded by the following actions:  

Holding a Regional Roadshow Prioritising Child Sexual Abuse to support 
professionals in identification and response in 2026 

Understanding, recognising and preventing child grooming: A guide for 
practitioners’ workshop  

The board has also worked in partnership with Welsh Government around the 
Strengthening Safeguarding Governance Review and the first-year review of the 
SUSR.  

In relation to the Code of Practice Quality Assurance and Performance 
Management, Escalating Concerns, and Closure of Regulated Care and Support 
Services 2026, the NWSB have worked in partnership with the Regional  
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Commissioning Partnership board on the consultation and this has led to changes 
around the regional escalating concerns policy.  

The Board have responded to work undertaken by the NISB in particular around the 
performance management framework. 

 

 14. Other matters relevant to the work of the Safeguarding Boards.  
  

14.1 Online Safety  

Discussion at the Regional Children’s Delivery Group is highlighting the challenges 
around Artificial Intelligence and safeguarding. Specifically, concerns have been 
raised regarding the use of generative AI tools by young people, including risks 
associated with misinformation, privacy breaches, and exposure to inappropriate 
content. There is also a need for ongoing training for professionals to ensure they 
remain up to date with emerging technologies and how these may impact 
safeguarding practices. 

In response the Board – will be delivering workshops during Safeguarding Week in 
2026 for multi-agency professionals on AI. 

 

14.2 Workforce and Recruitment  

As indicated in all partner agency reports submitted to the NWSB, significant 
challenges have been noted regarding the recruitment of front-line safeguarding 
professionals. A key risk for the NWSB is that workforce capacity is emerging as a 
recurrent theme in practice reviews. Additionally, we are observing instances where 
agency staff are joining the workforce in the region without sufficient understanding 
of Welsh legislation. 

To address these workforce challenges, the Board is proposing the development of 
a consistent induction programme for agency staff, specifically tailored for new 
safeguarding professionals. This initiative aims to ensure that all new agency staff 
receive comprehensive guidance on relevant Welsh legislation and safeguarding 
protocols. The programme will also focus on promoting consistent standards 
across partner agencies, thereby enhancing the effectiveness of safeguarding 
practices throughout the region. 

 

14.3 Deprivation of Liberty Safeguards 

DoLS issues have received growing attention at the Regional Adults Delivery group, 
with a sharp rise in Court of Protection applications for deprivation of liberty 
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authorisations. Even individuals in supportive or home environments were deemed 
deprived of liberty and needed legal oversight. This increases strained resources, 
diverting focus from cases involving actual coercion or high risk. 

The NWSB will be seeking guidance from Welsh Government following the Cheshire 
West Supreme Court Judgement.  
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15. Good Practice Examples. 
 

 HM Prison and Probation Service: 

This case demonstrates robust safeguarding practice through professional curiosity, timely 
information sharing, effective multi agency working, and decisive risk management in 
respect of a high risk of serious harm individual on licence.  

The individual, Mr Z, was managed at MAPPA Level 2 and had a significant history of 
domestic abuse, including serious violence and coercive and controlling behaviour within 
previous intimate relationships. He was known to be in a new relationship and had 
complied with his licence condition to disclose developing intimate relationships. In 
response, Probation appropriately engaged with North Wales Police to request a Clare’s 
Law (Domestic Violence Disclosure Scheme) application to manage emerging risk and 
ensure potential victims were informed and safeguarded. 

Probation subsequently received a CID16 report from North Wales Police advising that Mr 
Z’s former partner had made contact seeking advice following the ending of their 
relationship. Initial information did not clearly indicate that the former partner felt under 
immediate threat; however, professional curiosity by agencies identified concerns 
regarding threats and repeated unwanted contact that had been reported. Given Mr Z’s 
well-established pattern of escalation at relationship breakdown and his history of serious 
domestic abuse, the level of concern was reassessed promptly. 

Recognising the heightened risk at this point of relationship ending, agencies prioritised 
the Clare’s Law disclosure to ensure the former partner was sighted on Mr Z’s risk history 
and supported to understand protective options and safety measures. North Wales Police 
made active attempts to contact the former partner to complete welfare checks and review 
safety planning. 

Due to the escalating behaviour and ongoing concerns about the former partner’s safety, a 
decision was taken to pursue emergency licence revocation. This was processed urgently 
in order to manage risk effectively and prevent further harm. Contingency safety planning 
was also discussed with the former partner should Mr Z not be located immediately on 
warrant. 

This case evidences prompt and effective liaison between Probation and Police, clear 
escalation of risk management activity, and purposeful information sharing. Historical 
patterns of behaviour, including escalation following relationship breakdown and previous 
serious violence, were shared to support a common and informed assessment of current 
risk. Timely multi agency action ensured safeguarding measures were strengthened, victim 
awareness increased, and decisive steps taken to reduce the risk of serious harm. 
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 North Wales Police: 

North Wales Police has played an instrumental role in adopting the Home Office Pilot for 
DAPOs (Domestic Abuse Protection Orders). This has involved significant partnership 
collaboration across the safeguarding board and HMCTS. The use of this new order has 
provided another tool to keep victims and their families safe, holding perpetrators to 
account for their behaviour. 

 

Betsi Cadwaladr University Health Board: 

Strengthening Safeguarding through Collaborative Protected Education Time (PET) in 
Primary Care: 

Safeguarding training was successfully embedded within Protected Education Time (PET) 
sessions across Primary Care in North Wales, following identification of safeguarding as a 
priority learning need through training needs analysis and requests from GP practices. This 
collaborative approach, led by the Primary Care Academy, ensured safeguarding learning 
reached both clinical and non-clinical staff, supporting a whole practice approach to 
safeguarding. 

High levels of engagement were achieved, with 868 staff attending three PET sessions in 
June 25 and a further 652 clinical staff attending in November 25 across East, Central and 
West localities. This wide reach strengthened consistency of safeguarding knowledge and 
understanding across Primary Care. 

Evaluation feedback demonstrated increased confidence and understanding in applying 
safeguarding principles in practice, with over 80% of respondents strongly agreeing that 
the sessions enhanced their knowledge, engagement and ability to apply learning. Case 
studies were highlighted as particularly effective in supporting staff to recognise risk, 
exercise professional curiosity, and understand appropriate escalation pathways. 

Positive outcomes: included improved staff confidence to identify safeguarding concerns, 
increased awareness of roles and responsibilities across the whole practice team and 
strengthened consistency in safeguarding responses within Primary Care.  

This represents good practice in preventing harm and promoting earlier identification and 
intervention. 

 

Denbighshire County Council: 

DBT Skills Group - The Therapeutic Service have delivered a well-respected therapeutic 
intervention Dialectical Behaviour Therapy (DBT) for nearing seven years. DBT is a skills-
based experience that allows parents and carers to develop core life skills that help  
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individuals regulate strong emotions, manage stressful situations and experience a kinder 
relationship with themselves and others. The group covers four sets of skills; Mindfulness 
(increasing self-awareness to help a person cope); Interpersonal Effectiveness (feeling 
able to communicate with people more effectively); Emotion Regulation (learning how to 
understand emotions and how they affect behaviours) and Distress Tolerance (increasing 
ability to tolerate feelings of distress and to cope more effectively in a crisis). When brought 
together, these skills build towards a life worth living.  

The Therapeutic Service has great success in working with men as fathers and carers and a 
male DBT Group is now part of the DBT offer. Four separate groups have been facilitated by 
the Therapeutic Team seeing 42 mothers and fathers benefit from learning together. 
Feedback remains positive “amazing, I should have had this when I was younger”, “very 
powerful stuff, will never forget this and will keep practicing”. 

Where parents and carers may struggle to attend the group, 1:1 DBT skills can be offered 
as a way of building confidence to join a future group as the messages from attendees 
highlights the powerful nature of being alongside others in validating progress and 
potential barriers to recognizing and celebrating personal strengths.      

Voice of the Child – Mind of My Own Good Practice Case Study - Feedback received from a 
Conference Chairperson highlighted a school’s proactive use of Mind of My Own as part of 
a Child Protection Conference, capturing the child’s views and lived experience, allowing 
interventions to be adjusted in response to any concerns. See Appendix 1 for the full case 
study.  

Anchor Sessions - As part of Denbighshire County Council’s approach to strengthening 
safeguarding practice, Anchor Sessions have been introduced as a structured, reflective 
model to support school staff with safeguarding responsibilities. Anchor Sessions are 
designed to provide a confidential, non-hierarchical space in which Designated 
Safeguarding Persons (DSPs) and other safeguarding staff can reflect on complex cases, 
decision-making and the emotional impact of their role, while maintaining a clear and 
consistent focus on the safety and wellbeing of children. Grounded in Welsh statutory 
guidance and underpinned by recognised reflective practice models, the sessions aim to 
reduce professional isolation, promote defensible, child-centred decision-making, and 
embed reflective practice as a core component of safeguarding culture within schools.  

As part of a pilot project, designated safeguarding leads from six Denbighshire secondary 
schools and three specialist settings attended Anchor Session training during January and 
February of the Spring term. Following the training, participants have returned to their 
schools to begin developing and implementing Anchor Sessions locally, while also working 
collaboratively across participating schools through peer and cross-school arrangements 
in line with the framework and policy. The pilot phase will be reviewed during the summer 
term to reflect on impact, learning and implementation challenges, with refinements made  
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as needed. The model is intended to be further expanded and embedded during the 
autumn term of the 2026/2027 academic year, supporting a consistent, supportive and 
reflective safeguarding approach across Denbighshire schools. 

  

 Conwy County Borough Council: 

This case provides an example of effective safeguarding practice, demonstrating strong 
multi-agency collaboration, timely intervention, and appropriate risk management to 
protect an adult at risk. 

A safeguarding referral was received after a son physically attacked their mother resulting 
in injury, hospital admission of the mother and the arrest of the son for assault. 

Multi-Agency Working - The case was characterised by positive and coordinated joint 
working between key partner agencies, including: North Wales Police, District Nursing 
Services, Independent Domestic Violence Advisor (IDVA). 

Information was shared appropriately, enabling a joined-up response and ensuring that 
risks were identified and managed effectively. This collaborative approach supported 
informed decision-making throughout the case. 

Risk Management and Safeguarding Actions: All necessary safeguarding measures were 
promptly implemented and maintained, ensuring that risks to the individual were 
mitigated. The individual has now safely returned home and is supported by family. The 
alleged perpetrator (son) is currently in custody, significantly reducing immediate risk. 

A clear safeguarding plan was established and executed. This reflects effective 
assessment, planning, and intervention in response to identified risk. 

Case Outcome and Ongoing Monitoring - The case was formally closed following the 
reduction of immediate risk, with all safeguarding actions completed. 

Ongoing monitoring will continue through casework processes, ensuring that any emerging 
risks can be identified early. 

 

Flintshire County Council: 

A 14-year-old young person had been experiencing significant challenges across many 
areas of his life. The young person has a diagnosis of autism spectrum disorder (ASD), 
Attention Deficit Hyperactivity Disorder (ADHD), and Type 1 Diabetes, which meant that his 
needs were complex and required careful coordination between services. There were 
serious concerns about the young person’s safety and well-being and the potential risk 
posed to others. He had been self-harming by misusing insulin or refusing to take it, was  
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frequently missing from home and was not attending school. He was accessing the dark 
web, had a fascination with fire, explosives and sexually inappropriate materials. 

Recognising the level of risk and complexity, agencies worked closely together to 
coordinate support. Multi-agency collaboration was key. Services, including education, 
health, social care, and specialist intervention teams, were involved, such as PREVENT 
and Missing Exploited and Trafficked (MET) panel, and Multi Systemic Therapy (MST) team.  

All worked closely and intensively with the family to change behaviours, rebuild family 
relationships, strengthen parenting and reduce risk. 

Due to the level of significant risk, the young person was placed in a residential care home 
with s.76 voluntary agreement. While this was a difficult step for the family they were fully 
involved in the plan and could identify this would meet the family outcomes. Utilising Ty 
Neath allowed professionals to work intensively around the young person’s needs and 
create a more structured and therapeutic environment for intervention. Parents received 
the same level of support, and all focussed on the outcome of the young person returning 
home. 

With consistent support, careful planning, and strong collaboration among agencies, the 
young person gradually stabilised. Professionals worked closely with the family to prepare 
for him returning home when it was safe to do so. A new school placement was identified 
that was better suited to the young person’s needs, providing a more supportive and 
structured environment where he could engage with learning again. 

As a result of the combined efforts of the young person, his family, and all the 
professionals involved, there has been a significant turnaround. The young person has now 
successfully returned home and is engaging with his new school placement. The level of 
risk significantly reduced, he is being supported in a way that recognises both his 
challenges and his strengths. Parents have reported they feared their son would have died 
and initially did not envisage him ever returning home, they have stated they now have their 
baby son back and that all involved have saved their family. 

This journey demonstrates the importance of identifying safeguarding risks early, working 
alongside the family to identify their outcomes, multi-agency collaboration, and 
perseverance when supporting young people with complex needs. 

 

Wrexham County Borough Council: 

A strong example of good practice this year demonstrates the effectiveness of early 
identification, prompt escalation, and coordinated multi-agency working across Wrexham 
Adult Social Care. This case highlights how a responsive and collaborative approach led to 
positive safeguarding outcomes and upheld the principles of voice, choice, and control set  
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out in the Social Services and Well-being (Wales) Act 2014 and the Wales Safeguarding 
Procedures (2019). 

Concerns were received through the front door of Adult Social Care regarding staffing 
levels and the quality of care and treatment being provided to residents within a regulated 
care setting. The Adults Single Point of Access (SPOA) acted swiftly, recognising that the 
concerns met the threshold for a Section 126 enquiry. The referral was escalated 
immediately to the Adult Safeguarding Team, ensuring that enquiries commenced without 
delay. 

The Adult Safeguarding Team and the lead professional responded quickly and decisively. 
Residents were spoken to directly at the earliest opportunity to obtain their views and 
experiences, ensuring that their voices shaped the direction of the enquiry. This person-
centred approach reflected the statutory safeguarding principles of empowerment, 
prevention, and protection. 

Contracts Monitoring Officers were engaged immediately, working collaboratively with the 
Adult Safeguarding Team throughout the enquiry. Their involvement included: joint visits to 
the service; monitoring compliance with regulatory and contractual requirements; 
assessing the quality of care and staffing arrangements’ maintaining open, frequent 
communication with the Adult Safeguarding Team; contributing to shared decision-making 
and risk assessment. 

This partnership ensured that concerns were explored thoroughly and that any required 
improvements were identified and monitored effectively. 

Care Inspectorate Wales (CIW) were also notified at the outset and worked alongside the 
local authority throughout the process. The enquiry involved multiple visits, direct 
engagement with staff and management, liaison with CIW, and—most importantly—
meaningful contact with residents and their families. 

This case demonstrates: Timely escalation and decisive action from the front door of Adult 
Social Care. Strong multi-agency collaboration, including Contracts Monitoring Officers 
and CIW. Robust professional curiosity and risk assessment. Clear focus on the lived 
experience of residents. Effective information-sharing and coordinated oversight. 

The outcome was a comprehensive, person-centred safeguarding response that 
addressed concerns promptly, strengthened provider accountability, and ensured that 
residents’ rights and wellbeing remained central throughout the process. 
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Isle of Anglesey County Council:  

A positive example of Children’s safeguarding practice was demonstrated through a 
trauma-informed Child Protection Conference, where careful attention was given to the 
neurodiverse needs of a parent. The Independent Reviewing Officer ensured appropriate 
pacing and communication, enabling meaningful participation and informed decision-
making, reflecting a relationship-based and strengths-focused approach. 

A positive Adult safeguarding example involved a timely Section 126 safeguarding enquiry 
for an adult with complex needs. Clear screening, strong management oversight and 
effective multi-agency coordination ensured risks were identified and addressed promptly. 
A person-centred approach was maintained throughout, with the adult’s wishes and 
desired outcomes considered, advocacy used appropriately, and a multi-agency plan 
implemented to reduce risk and promote wellbeing. 

Together, these examples demonstrate effective safeguarding practice across both 
Children’s and Adult Services, grounded in proportionality, multi-agency working and a 
strong focus on outcomes.  

 

Cyngor Gwynedd: 

Child A was discussed at a pre-birth conference in October due to the mother’s high level 
of alcohol and substance use during pregnancy. A’s name was placed on the child 
protection register at birth and a child protection plan bringing all support services 
together was formed, Social Worker, Midwifery Service, Health Visitor, Integrated Family 
Support Service, Specialist Medical Service and a Housing Association. The mother had 
lost her own mother to alcohol related ill health when she was just a teenager, and it was 
acknowledged that the trauma of this continued to impact her. Her relationship with her 
father and brother, who she resided with, was poor. This impacted the safeguarding plan, 
and despite understanding the risks to her child, she struggled to abstain from alcohol 
once baby was born. 

IFSS began working with mum and during intensive work in phase 1 saw a positive 
decrease in mum’s alcohol use as she began using strategies learnt to manage cravings. By 
May mum’s alcohol use was occasional, she continued engaging with agencies supporting 
her and it was recognised that recovery is a process and that time was needed for her to 
reach her end goal. Mum continued to have periods where she would lapse and would be 
immensely remorseful. Things at home came to crisis point with an incident where mum 
was assaulted by her brother. Mum and A were provided a 10-week mother and baby foster 
placement as a place of safety. Taking her out of her environment and being provided a 
period of nurturing care, supported her resilience to continue moving forward in her 
recovery. A period of LBP was entered with mum acknowledging that this was her final  
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opportunity to show that she could do this for her child. Mum and A were provided housing 
through ADRA and a parenting assessment completed. As part of the safeguarding plan for 
mum to live independently with A, social worker spot checks were taking place. SMS 
continued to support Mum and referred her for CBT therapy. Things improved sufficiently 
for the LBP period to be ended. A’s name was removed from the CP register; Mum was very 
emotional and spoke of having learned a great deal from the services and individuals that 
had supported her. SMS continued to work with her, and it was planned for her to have a 
role in supporting others through sharing her journey. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
i Data courtesy of North Wales Police  
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