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Introduction 

 
1. I was appointed by the Independent Police Complaints Commission (IPCC) to 

carry out an independent investigation into the death of Mr Meirion James. 

 
2. On 30 January 2015, Mr James was involved in a road traffic incident in 

Llanrhystud, Ceredigion. Dyfed-Powys police officers attended the scene and Mr 

James was detained under Section 136 of the Mental Health Act. While in police 

custody, Mr James disclosed taking an overdose of his medication and he was 

taken by the police to Bronglais Hospital in Aberystwyth. Mr James was 

subsequently discharged from the hospital by a doctor and went to his home in 

Crymych, Pembrokeshire. 

 
3. On 31 January 2015, Mr James telephoned 999 from his home and reported 

that he had assaulted his mother. He was arrested by a Dyfed-Powys police 

officer for the alleged assault and taken to Haverfordwest Police Station in 

Pembrokeshire. Mr James was placed in a police cell and, during a routine 

check, he forcibly exited the cell into the corridor. He was restrained by police 

officers and police staff and was subjected to PAVA (pepper spray). Mr James 

became unresponsive and was taken to hospital, where he was later 

pronounced dead. 

 
4. This incident came to the attention of the IPCC on 31 January 2015 and the on-

call investigators attended Haverfordwest Police Station. 

 
5. During the course of this investigation, I identified possible conduct for two 

serving police officers for their involvement in the events of 30 January 2015. 

 

The purpose of this report 

 
6. This is my report for the Commission. It summarises and evaluates the 

evidence, refers to relevant documents and, where necessary, makes factual 

findings. In my conclusions I will: 

 
 Set out the facts that have been established, the sequence of events and 

their consequences.  

 Give my opinion about whether the person who has died had contact with the 

police and the extent to which this caused or contributed to the death.  

 Give my opinion about whether the subjects of the investigation have a case 

to answer for misconduct or gross misconduct, or no case to answer.  

 Draw attention to any evidence which may be the basis for a decision by the 

Commission delegate that performance of any subject of the investigation 

may have fallen below the standard expected of them.  
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 Draw attention to any lesson which may need to be learned by any 

organisation related to the investigation about which the Commission 

delegate may wish to make a recommendation.  

 
7. On receipt of this report, the Commission will send it to Dyfed-Powys Police, 

which must then advise the Commission of the action it will take in response. If 

the Commission does not agree with Dyfed-Powys Police, it may make 

recommendations and ultimately directions about what action to take. The 

Commission will also decide whether to make a referral to the Crown 

Prosecution Service (CPS). 

 
8. This investigation is also intended to assist in fulfilling the state’s investigative 

obligation arising under the European Convention of Human Rights (ECHR) by 

ensuring as far as possible that the investigation is independent, effective, open 

and prompt, and that the full facts are brought to light and any lessons are 

learned. 

 
9. Article 2 of the ECHR imposes an obligation on the state to protect human life. 

This involves both a prohibition on the state taking life and, in certain 

circumstances, a positive duty to protect life. It has been determined that the 

circumstances of Mr James’s death potentially engages Article 2 because of Mr 

James’s contact with Dyfed-Powys Police prior to his death. 

 

Other investigations 

 
10. At the time of writing this report, I am aware of investigations by the following 

agencies.  

 Health and Safety Executive (potential offences under the Health and Safety 

at Work Act 1974).  

 Hywel Dda Health Board (to review whether discharge was appropriate 

following Mr James’s admission at Bronglais Hospital, Aberystwyth on 30 

January 2015).  

 CRG Medical Services (the actions of the Force Medical Examiner (FME) 

who examined Mr James in Haverfordwest Police Station on 31 January 

2015). 

 
11. These three agencies have co-operated with my investigation and provided me 

with the results of their investigations. I have summarised their investigations 

later in this report.  
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Background information about Mr Meirion James  

 
12. In a statement to Dyfed-Powys Police, [Mr James’s mother], XXXXXXX XX 

XXXX stated that her son, Mr Meirion James, was born on 18 January 1962 and 

was 53 at the time of his death.  

 
13. In a statement to the IPCC, XXXXXXXXXXXXXX Mr James’s sister, stated that, 

during their childhood, they both lived together with their parents on a farm in 

Pembrokeshire. In 1981, their father died suddenly and Mr James was badly 

affected by his death.   

 
14. Around 1984, Mr James undertook a degree in French and spent a year in the 

Loire Valley in France. Mr James’s first language was Welsh but he was also 

fluent in English and French and could speak a little Italian. 

 
15. After his degree, Mr James decided to continue his education and studied for a 

Master of Arts. While at university on this occasion, his uncle and aunt suddenly 

died. Mr James was very close to his uncle and his death had an impact on him; 

as a consequence, he returned home from his studies. [Mr James’s sister] said 

that, when Mr James returned home, he was not himself and sometime during 

1985, he was admitted to a mental health ward at St David’s Hospital in 

Carmarthen. During his time at the hospital, Mr James was diagnosed with 

manic depression and was prescribed the drug lithium.  

 
16. When Mr James was released from hospital, he lived with his sister and their 

mother and led as full and happy a life as possible while managing his mental 

health condition. Their mother sold the farm in 1988 and the three of them 

moved into a house in Crymych, Pembrokeshire. [Mr James’s sister] said that 

their mother could normally help Mr James through a bad period of his mental 

health condition, but there had been times when he had to be re-admitted to 

hospital until he stabilised. She said that Mr James had predominantly been 

stable since the mid-1990s.  

 
17. [Mr James’s sister] married in 1999 and moved out of the family home.  

 
18. In the autumn of 2014, Mr James came off the lithium medication and was 

prescribed an alternative drug. In October 2014, Mr James told his sister that he 

felt depressed and the new medication was not as effective as the lithium and 

he was going back and forth to see his doctor. She said that, in January 2015, 

Mr James had been unwell; XXX XXX XXX XXXX XXXX XXX XX XXX XXX XX 

XXX. [Mr James’s sister] stated that her mother arranged for a home visit and Dr 

S attended and prescribed antibiotics.  

 
19. [Mr James’s sister] last saw her brother on Thursday 29 January 2015. She felt 

he had improved from the previous time she saw him but he was not 100%. She 



Meirion James – Final report (redacted)  4 

described him on this occasion as being a “bit wild, jumpy or high and he talked 

more than usual”.  

 
20. The last family member to see Mr James alive was his mother, who last saw him 

in the early hours of 31 January 2015. Mrs James is an elderly woman, who has 

been very upset over her son’s death and the circumstances leading up to his 

contact with the police. She has decided not to provide a statement to the IPCC 

investigation.  

 

The investigation 

 
21. The investigation was conducted by the IPCC because it has been determined 

that the circumstances of Mr James’s death potentially engage Article 2 of the 

European Convention Human Rights (ECHR) because of his contact with the 

police prior to his death. 

 

Terms of reference 

 
22. The terms of reference for this investigation were approved by IPCC 

Commissioner, Mrs Jan Williams, on 18 March 2015. The terms of reference 

specific to this investigation are:  

 
1. To investigate the circumstances of the death and, in particular, the 

police contact with Mr James following his arrest on 31 January 2015 and 

during his subsequent detention at Haverfordwest custody unit, up until 

his death on 31 January 2015. Specifically, to focus upon the following 

areas: 

a) To investigate the use of force on Mr James. 

b) To establish what risk assessments the police undertook in relation to 

Mr James and what information was available to them, specifically 

regarding his mental health condition. 

c) In addition, the investigation will look at the police contact with Mr 

James following the road traffic incident on 30 January 2015, where 

he was arrested, restrained and subsequently transferred to Bronglais 

hospital.  

 
2. To assist in fulfilling the state’s investigative obligation arising under the 

European Convention of Human Rights (ECHR) by ensuring as far as 

possible that the investigation is independent, effective, open and 

prompt, and that the full facts are brought to light and any lessons are 

learned.  

 
3. To consider during the investigation whether there is any indication that a 

person serving with the police may have committed a criminal offence or 
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may have behaved in a manner justifying the bringing of disciplinary 

proceedings (i.e. whether there are any indications of ‘conduct matters’) 

and investigate accordingly. 

 
4. To consider and report on whether there is organisational learning, 

including:  

 whether any change in policy or practice would help to prevent a 

recurrence of the event, incident or conduct investigated; 

 whether the incident highlights any good practice that should be 

shared. 

 

Family concerns and complaints 

 
23. I have met Mr James’s family on several occasions. The main concerns the 

family have raised with me are in relation to Mr James’s contact with the various 

medical professionals prior to and leading up to his death. In particular, they 

were concerned as to why these medical professionals did not arrange for a full 

Mental Health Act assessment by a doctor and an approved mental health 

practitioner.   

 

Subjects of the investigation 

 
24. During this investigation, upon analysing the evidence, the Commission decided 

that there was an indication that two police officers may have behaved in a 

manner which would justify the bringing of disciplinary proceedings.   

 
25. Any police officer whose conduct is under investigation is categorised as a 

subject of the investigation. A notice of investigation must be served on all 

subjects, informing them of the allegations against them.  

 
26. The subject must also be informed of the severity of the allegations. In other 

words, whether if the allegation was proven their conduct would amount to 

misconduct or gross misconduct. 

 
27. The following people have been categorised as subjects of this investigation: 

 Name Role Severity Date notified Interviewed 

PC 1  Police 

Constable 

Misconduct  17 July 2015 Provided a 

written 

response. 

Sergeant 2  Police 

Sergeant  

Misconduct  9 July 2015 Provided a 

written 

response.  
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Legislation, policies and procedures 

 
28. I have also examined relevant legislation as well as a number of national and 

local policies relevant to this incident, in order to ascertain whether those 

involved in the incidents referred to in this report complied with the legislation 

and policies and whether the existing policies were sufficient in these 

circumstances. 

 

The National Decision Model (NDM) 

 
29. The College of Policing is the national organisation that produces guidance for 

the police service in England and Wales. They have developed guidance 

(referred to as Authorised Professional Practice or APP) in several areas 

relevant to this investigation. The College of Policing website states that: “APP 

is authorised by the College of Policing as the official source of professional 

practice on policing. Police officers and staff are expected to have regard to 

APP in discharging their responsibilities. There may, however, be circumstances 

when it is perfectly legitimate to deviate from APP, provided there is clear 

rationale for doing so.” 

 
30. The College of Policing has produced an Authorised Professional Practice 

document which sets out the National Decision Model (NDM), which, in 

summary, is a decision-making tool to enable police officers to make structured 

decisions. The NDM is supported by Authorised Professional Practice which 

describes how the NDM works and how it can be applied to decisions regarding 

dealing with conflict and the use of force, as well as other policing decisions. 

The six aspects of the NDM which officers are expected to consider and apply 

when making decisions are as follows: 

 Code of Ethics – Police officers are expected to make decisions in line with 

the Code of Ethics and Standards of Professional Behaviour. 

 Information – they must gather information and intelligence regarding the 

incident they are dealing with. 

 Assessment – they must assess threat and risk and develop a working 

strategy. 

 Powers and policy – they must consider powers and policy. 

 Options – they must identify options and contingencies. 

 Action and review – they must take action and review what happened. 
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The police use of force 

 
31. Mr James was subject to a number of uses of force by the police, including 

following the road traffic incident on 30 January 2015 and while he was in police 

custody the following day.  

 
32. The police use of force is governed by Section 3 of the Criminal Law Act, by the 

Police and Criminal Evidence Act (1984), by common law and by the Human 

Rights Act (1998), which incorporates the European Convention on Human 

Rights (ECHR) into British law. 

 
33. Section 3 (1) of the Criminal Law Act (1967) states: “A person may use such 

force as is reasonable in the circumstances in the prevention of crime, or in 

effecting or assisting in the lawful arrest of offenders or suspected offenders or 

of persons unlawfully at large.” 

 
34. Section 117 of the Police and Criminal Evidence Act (1984) states that police 

officers may use reasonable force in exercising their powers under the act, other 

than those requiring the consent of someone other than a police officer. 

 
35. Article 2 of the ECHR imposes a positive duty on the state, and therefore on the 

police, not to take life intentionally and to take preventative operational 

measures to protect a person whose life is at risk. 

 

Detention under section 136 of the Mental Health Act (MHA) (1983) 

 
36. Section 136 of the Mental Health Act 1983 (as amended) states: 

 
“(1) If a constable finds in a place to which the public have access a person who 

appears to him to be suffering from mental disorder and to be in immediate need 

of care or control, the constable may, if he thinks it necessary to do so in the 

interests of that person or for the protection of other persons, remove that 

person to a place of safety within the meaning of section 135. 

 
(2) A person removed to a place of safety under this section may be detained 

there for a period not exceeding seventy-two hours for the purpose of enabling 

him to be examined by a registered medical practitioner and to be interviewed 

by an approved mental health professional and of making any necessary 

arrangements for his treatment or care. 

 
(3) A constable, an approved mental health professional or a person authorised 

by either of them for the purposes of this subsection may, before the end of the 

period of seventy-two hours mentioned in subsection (2) above, take a person 

detained in a place of safety under that subsection to one or more other places 

of safety.” 
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Mental Health Act Code of Practice for Wales 2008 

 
37. Chapter 7 of the Code of Practice provides guidance on the police powers to 

remove a person to a place of safety under provisions in the Mental Health Act. 

It also gives guidance on the assessment of a person removed to a place of 

safety, and any later transfer to another place of safety. The relevant parts of 

this chapter are summarised below.  

 
38. Section 136 allows for any person to be removed to a place of safety if they are 

found in a public place and appear to a police officer to be suffering from mental 

disorder and in immediate need of care or control. 

 
39. Removal may take place if the police officer believes it necessary in the 

interests of that person, or for the protection of others. An officer may use 

reasonable force where necessary. 

 
40. The least restrictive means of controlling and restraining the person should 

always be used, with the person being treated humanely and with due 

sensitivity. Regard must be shown for their human rights, dignity, privacy and 

any particular care needs such as those associated with their physical health. 

 
41. The purpose of removing the person in these circumstances is so they can be 

examined by a doctor and interviewed by an approved mental health practitioner 

(AMHP) to ensure any necessary arrangements are made for their care and 

treatment. 

 
42. Section 136 is not an emergency admission order. It enables an individual to be 

detained in a place of safety for examination and interview. When that process 

has been completed within the 72-hour detention period, or the doctor has 

decided that the person is not mentally disordered, the patient must be released, 

unless they have been admitted to hospital under the Act. 

 
43. Local Health Boards (LHBs), NHS Trusts, Local Social Services Authorities 

(LSSAs), police forces and the ambulance service should ensure they have 

jointly agreed policies for the use of section 135 and section 136, as well as 

agreed places of safety in their areas. The policy should clearly define each 

agency’s responsibility, environmental expectations and risk-management 

standards, how the operation of the policy will be monitored and the timeframe 

for its review. 

 
44. The process for identifying the most appropriate place of safety must be clearly 

outlined in the local policy. While this is a matter for local agreement, 

consideration must be given to the availability and appropriateness of such 

facilities, depending on individual circumstances.  
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45. A person thought to be suffering from mental disorder should be detained in a 

hospital if possible. Only in exceptional cases would a police station be the most 

appropriate place for them to be examined and assessed. 

 
46. Every effort should be made to ensure that a police station is only used where it 

is absolutely necessary to provide short-term containment, for example, if the 

person is considered too violent for the available hospital, or they pose a high 

risk to other patients or staff. 

 
47. Save in certain circumstances, it is not acceptable for a police station to be the 

first option as a place of safety, or an automatic option in cases where more 

suitable accommodation is not immediately available. 

 
48. In choosing the place of safety, the professionals should consider the impact 

that the proposed place of safety may have on the person held and on the 

examination and interview. Therefore, a police station should be used either in 

the exceptional circumstances outlined above or when it is considered the safest 

option for the person, other patients or staff. 

 
49. Where someone is removed to a place of safety by the police under section 136, 

the following are recommended:  

 If the place of safety is a hospital, the police should make immediate contact 

with the hospital and the LSSA before arrival. This will allow the hospital and 

the LSSA to make arrangements to receive the person and for the 

examination and interview to begin as soon as practicable.  

 If a police station is to be used as the place of safety, health and social care 

agencies should be contacted to discuss supporting the care and welfare of 

the person while in police detention. Contact should be made quickly with the 

LSSA and the appropriate doctor (most likely the forensic medical examiner 

who works with the police). This will enable the examination and interview to 

begin as quickly as possible, and allow the professionals to consider a 

transfer to an alternative place of safety as soon as it is safe and appropriate.  

 Agencies should work together to ensure no unnecessary delay in the 

examination and interview process. 

 
50. Wherever possible, the examination and interview should be carried out jointly 

by the doctor and AMHP. There may also need to be an appropriate adult 

present, particularly if the patient is a child. The examination should begin as 

soon as possible after arrival at the place of safety. 

 
51. Local policies should ensure the doctor undertaking the examination is, 

wherever possible, approved under section 12(2) of the Act. If the examination 

has to be carried out by a doctor who is not approved, the reasons should be 

recorded. 
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52. If, in exceptional circumstances, the doctor has completed the examination 

before the AMHP arrives and concluded that the person is not mentally 

disordered within the meaning of the Act, the person can no longer be detained 

under section 136 and should be immediately released. If the doctor concludes 

that the person is mentally disordered within the meaning of the Act but does not 

need to be admitted to hospital, or the person agrees to informal admission, the 

person should still be seen by an AMHP. 

 
53. The role of the AMHP includes:  

 interviewing the person  

 contacting any relevant carers, relatives and friends  

 finding out if the person has a psychiatric history, through collaboration with 

other professionals 

 
54. The AMHP should consult the doctor about any arrangements that might need 

to be made for the person’s treatment or care, and the AMHP should: 

 consider any possible alternatives to admission to hospital  

 or make arrangements for compulsory admission to hospital  

 or make any other necessary arrangements 

 

Inter-agency procedure between Dyfed-Powys Police and Hywel Dda University 

Health Board for Section 136 Mental Health Act, 1983 mentally disordered 

persons found in public places.   

 
55. The procedure is for the use of Section 136 of the Mental Health Act 1983 and 

outlines the process for bringing a person to a place of safety. The procedure 

identifies appropriate places of safety across an area of Dyfed-Powys Police 

force and includes practical information for police officers and staff. The 

procedure document has been jointly prepared and agreed between health, 

social services, ambulance and police across the counties of Ceredigion, 

Carmarthenshire and Pembrokeshire. This document is hereafter referred to as 

the ‘Inter-Agency Procedure’. 

 
56. The Inter-Agency Procedure states that Section 136 of the Mental Health Act 

1983 authorises a police officer who finds a person who appears to be suffering 

from mental disorder and to be in immediate need of care or control in a place to 

which the public has access, to remove him/her to a place of safety.  

 
57. The power to detain under Section 136 is available even if a person has 

committed an offence. However, a person cannot be detained under Section 

136 and be under arrest for a criminal offence at the same time. The primary 

consideration must be the welfare of the individual. It empowers a police 

constable with no specialised mental health training to take away an individual’s 
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liberty, by taking them to a place of safety to enable that individual to be 

examined by a doctor and interviewed by an AMHP and for any necessary 

arrangements for his/her care and treatment to be made.   

 
58. The power can only be exercised in a place to which the public have access.  

 
59. Paragraph 6.1 of the Inter-Agency Procedure states that: “As stated in section 

7.17 of the Code of Practice, it is preferable for a person thought to be suffering 

from mental disorder to be detained in a hospital. Only in exceptional cases 

would a police station be the most appropriate environment for the reception, 

observation, examination and assessment.” 

 
60. The Inter-Agency Procedure provides further examples of situations in which it 

would not be appropriate to take a person detained under section 136 directly to 

a hospital, including if they are violent or likely to be violent or are intoxicated to 

the extent that they cannot follow a conversation or understand questions. 

 
61. Section 10 of the Inter-Agency Procedure sets out actions to be carried out 

when a person detained under Section 136 arrives at a designated hospital. 

These actions include ensuring that the police officer accompanying a detainee 

has completed a form which records details of their detention. It should be 

noted, however, that Bronglais Hospital in Aberystwyth is not classed as a 

designated hospital for the purposes of Section 136 of the Mental Health Act. 

However, it is classed as a place of safety.  

 
62. Paragraph 11.5 of the Inter-Agency Procedure also states that, where a person 

is removed to a police station under Section 136, the custody officer should 

generate a custody record in order to record all events relating to the detainee. 

They should also record a full explanation as to why the detainee has not been 

taken directly to a health-based place of safety. The requirement to open a 

custody record for each detainee is also set out in paragraph 2.1 of Code of 

Practice C to the Police and Criminal Evidence Act 1984 (PACE).  

 
63. Paragraphs 11.6 and 11.7 of the Inter-Agency Procedure require the custody 

officer to contact a doctor who works in the custody unit (known as a forensic 

medical examiner) and the on-call approved mental health professional (who is 

responsible for arranging an assessment under the Mental Health Act) covering 

the geographical area where the person was detained. 

 
64. Section 14 of the Inter-Agency procedure gives advice if a person requires 

urgent medical attention.  

 
65. This section is particularly relevant to Mr James and the events of 30 January 

2015. The Inter-Agency procedure states: 
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66. 14.1 Following the initial detention, if it is realised that the detained person is in 

need of urgent physical treatment, the person should be taken to the nearest 

A&E department/minor injuries unit for physical treatment. 

 
67. 14.2 Once the person’s condition has been stabilised, the managers of that 

hospital may be “willing temporarily to receive the individual” in relation to 

assessing his/her “mental‟ disorder and become the “place of safety” as defined 

in the Mental Health Act 1983. 

 
68. 14.3 If this arrangement is agreed, the police officer in attendance will contact 

the police control room to arrange the attendance of the Approved Mental 

Health Professional, the psychiatric nurse, doctor and any other appropriate 

persons requested to attend. In addition, the police officer will remain with the 

person pending a Mental Health Act assessment. 

 
69. 14.4 If the A&E department is unable to temporarily receive the individual for 

assessment, the detained person must be transported to one of the agreed 

designated “places of safety” for assessment. 

 
70. Appendix A to the Inter-Agency Procedure names the agreed designated 

hospitals to receive Section 136 as: 

 
 Psychiatric Intensive Care Unit, Cwm Seren, Hafan Derwen, St David’s Park, 

Carmarthen 

 Morlais Ward, Glangwili Hospital, Carmarthen 

 Bryngofal Ward, Prince Philip Hospital, Llanelli 

 St Caradog Ward, Fishguard Road, Haverfordwest 

 
71. Appendix B to the Inter-Agency Procedure names places of safety as defined 

under Section 135(6) of the Mental Health Act 1983 as: 

 
 residential accommodation provided by a local social service authority or 

under Part III of the National Assistance Act 1948 

 a hospital as defined by this Act 

 a police station  

 a mental nursing home 

 a residential home for mentally disordered persons or any other suitable 

place, the occupier of which is willing to temporally receive the patient 
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ACPO Guidance on Responding to People with Mental Ill Health or Learning 

Difficulties (2010) – Information Management 

 
72. The Association of Chief Police Officers (ACPO), now superseded by the 

National Police Chiefs’ Council (NPCC) produced guidance for police officers 

entitled ‘Responding to Persons with Mental Ill Health or Learning Difficulties’ in 

2010. At the time of writing, this guidance remains the most current general 

guidance on the subject, although according to the College of Policing website it 

is expected to be superseded by new Authorised Professional Practice on the 

subject in 2016. 

 
At paragraph 3.3.8, the ACPO 2010 guidance states: 

 

“A record of police contacts with individuals with mental ill health or learning 

disabilities is important in terms of: 

• Assessing and managing the risk of harm and preventing the escalation of 

problems; 

• Ensuring appropriate responses in any further contacts with the individual; 

• Helping those in the criminal justice system, such as the Crown Prosecution 

Service (CPS) and courts, who rely on police information to make their 

decisions. 

Any concerns the police have, including things the person has said and 

behaviour observed, should be recorded, and be based on facts rather than 

guesswork or opinion. These details are crucial to the ability of the police and 

other agencies to provide an appropriate and effective response to the 

individual’s needs.” 

 
73. Mr James was arrested in the early hours of 31 January 2015 on suspicion of 

assaulting his mother, a criminal offence. However, at the time of the arrest, 

officers had been made aware via the force control room that Mr James had 

bipolar disorder. 

 
74. At paragraph 4.1.3, the ACPO Guidance (2010) states: “In most cases, instigating 

a criminal investigation should not be seen as an alternative to a healthcare 

response. If there is a need for both, the two responses should take place in 

parallel. For example, where someone is in police custody following arrest for an 

offence, the investigation and case disposal process can still continue and run 

alongside any mental health assessment that takes place at the police station. 

Following a mental health assessment in police custody, the suspect could be 

detained under the MHA 1983 and still be charged; the suspect would then be 

released into the care of the detaining hospital.” 
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Restraint in police custody 

 
75. The College of Policing has produced an Authorised Professional Practice (APP) 

document on the use of control, restraint and searches. In a section entitled 

'Principles of Use of Force in Custody', the document states: “All police officers 

and custody staff should be aware of the dangers of positional asphyxia and 

restraining people experiencing acute behavioural disturbance (ABD), which is a 

medical emergency. A custody office is a controlled environment and the 

overriding objectives should be to avoid using force in custody. Staff should treat 

detainees with dignity and respect and aim to de-escalate any situations that may 

lead to force having to be used. Custody officers should manage their 

environment so that situations where the use of force may be necessary are de-

escalated. All uses of force must be proportionate, lawful and necessary in the 

circumstances. Officers will be accountable for all instances where force is used.” 

 

Mr Sean Rigg independent review and recommendations for the IPCC 

 
76. My report gave due regard to the recommendations highlighted in the 

independent review of the IPCC investigation into the death of Mr Sean Rigg. 
This review can be accessed here: 
https://policeconduct.gov.uk/sites/default/files/Documents/research-
learning/review_of_the_IPCCs_work_in_investigating_deaths_2014.pdf  

 

Summary of the evidence 

 
77. During this investigation, a volume of evidence was gathered. After thorough 

analysis of all the evidence, I have selected the evidence I think is relevant and 

answers the terms of reference for my investigation. As such, not all the 

evidence gathered in the investigation is referred to in this report.  

 

Mr James’s GP medical notes and a report compiled by Doctor A.  

 
78. In a report to HM Coroner which is dated 27 April 2015 and handed to me during 

a pre-inquest review on 25 February 2016, Dr A stated that Mr James has been 

a patient of the practice since October 1998.  

 
79. Dr A said there are a number of doctors at the practice, but Mr James was 

primarily under his care and that of Dr S. Dr A was aware of Mr James’s 

complex medical history, including his diagnosis of bipolar affective disorder in 

1985. In his dealings with Mr James, he found him to be intelligent, insightful, 

well read and informed about his condition and medication.   

 
80. Dr A provided a summary of his previous care as follows: 

https://policeconduct.gov.uk/sites/default/files/Documents/research-learning/review_of_the_IPCCs_work_in_investigating_deaths_2014.pdf
https://policeconduct.gov.uk/sites/default/files/Documents/research-learning/review_of_the_IPCCs_work_in_investigating_deaths_2014.pdf
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81. Mr James was admitted as an emergency on 22 July 1985 with symptoms 

suggestive of mania. He developed anxiety and depression and was admitted to 

St David’s Hospital in Carmarthen on 21 September 1990 and again on 21 

January 1992. On 8 January 1996, he suffered a relapse of a manic depressive 

psychosis and again he was admitted to hospital. During this admission in 1996, 

it is recorded that he assaulted two nurses.   

 
82. Mr James was prescribed with lithium for his bipolar affective disorder, 

olanzapine (a drug used to control psychosis) and citalopram, which is an anti-

depressant. He was diagnosed with high blood pressure in 2009 and was using 

propranolol to control this and pravastatin for raised cholesterol. In 2011, he was 

diagnosed with stage three chronic kidney disease (which means his kidney 

function was moderately impaired) and peripheral vascular disease when he 

had impaired circulation in his legs. He developed a deep vein thrombosis on 11 

February 2011 and was prescribed warfarin therapy to dissolve the clot.   

 
83. Mr James was seen by a vascular surgeon on 11 April 2011 and it was noted 

that he had a narrowing in his left common iliac artery (one of the main arteries 

in the body). He was seen again on 10 September 2012 with pain in his hip. No 

further treatment was required and Mr James was discharged from the vascular 

clinic on 17 March 2014.   

 
84. In September 2014, it is noted that his creatinine levels were elevated (indicative 

of kidneys being under strain). As Mr James suffered from both peripheral 

vascular disease and chronic kidney disease, his kidney function was at greater 

risk and therefore he was monitored closely. Dr A did not know whether his 

elevated creatinine levels were caused by his lithium therapy or a narrowing of 

the blood vessels to his kidneys, so he reduced his lithium dosage.  

 
85. Dr A saw Mr James again on 12 November 2014, where there appeared to be 

an improvement in his creatinine levels and his mood was stable. Mr James 

wanted to stop the lithium therapy and this was agreed.  

 
86. Mr James contacted the doctor’s surgery on 16 December 2014 and spoke to 

[another doctor], as he was feeling low. Mr James told the doctor that he was 

having mood swings but no self-harm or suicidal ideation. He asked for a review 

with Dr A, which was arranged for the following day.  

 
87. On 17 December 2014, Dr A noted that Mr James’s mood was low, but he 

appeared to have good insight with no voices or abnormal thinking. Doctor A 

discussed changing his anti-depressant medication from 20mg of citalopram to 

100mg of sertraline. Dr A said that citalopram can have an adverse effect on the 

heart and can interact with the olanzapine medication he was on. He also 

discussed starting a different mood stabiliser called sodium valproate.   
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88. Dr A saw Mr James again on 29 December 2014 for a further review. He 

recorded on this occasion that his mood was still low, although Mr James said 

that he felt better. The doctor said that Mr James still denied suicidal thoughts 

but was more agitated. During this appointment, Mr James denied hearing 

voices or having paranoid thoughts. Mr James told the doctor that he felt people 

in his home village of Crymych did not understand him and talked about him and 

his family and he was confronted by them face to face.  

 
89. Dr A reviewed Mr James again on 5 January 2015 and noted that his mood had 

improved but he was not elated. His blood pressure was 140/98 and he weighed 

139kgs giving him a body mass index of 40.6. 

 
90. Mr James was reviewed again on 15 January 2015, and on this occasion his 

mood was low and seemed to be fluctuating. He was not suicidal and had 

insight into his condition. Mr James was asking to increase his sertraline further 

and Dr A explained to him that he needed to allow the medication to work. He 

arranged a further review for 26 January 2015 to start the mood stabiliser of 

sodium valproate, but offered to see him sooner if things deteriorated. Dr A 

arranged for further blood investigations, which resulted in improvements in Mr 

James’s creatinine levels to 130.  

 
91. The medical notes recorded that Dr S had a telephone consultation with Mr 

James on 21 January 2015, and on this occasion his mood was slightly better 

but he felt more tense. His olanzapine was increased from 10mgs to 12.5mgs 

and this was agreed as a trial until 26 January 2015.  

 
92. Mr James was seen at home by Dr S on 26 January 2015; his mood had picked 

up and the combination of this and the increase in olanzapine had made him 

feel calmer. Dr S noted that Mr James was talking a lot but all seemed rational 

and appropriate and arranged to see him again in a week’s time, to further 

discuss the mood stabiliser, sodium valproate. It is noted that Mr James was not 

keen on starting the mood stabiliser. During this visit, Mr James was also 

diagnosed with an acute respiratory tract infection and a rash XXXXXXXXXX, 

for which he was prescribed medication. 

 

Friday 30 January 2015 

 
93. [Mr James’s sister] stated that, on Friday 30 January 2015, she spoke to her 

mother on the telephone who told her that Mr James had got out of bed and 

appeared to be “a bit high” and “dressed up more than usual”. She recalled her 

mother telling her at approximately 9am, that Mr James was “going out for a 

spin up to Crymych” and would not be long.   

 
94. [Mr James’s sister] spoke to her mother again at 10am and she was asked to 

keep a look out for Mr James in and around Crymych.  



Meirion James – Final report (redacted)  17 

 
95. At approximately 12pm, [Mr James’s sister] went out in her car to look for Mr 

James. She drove from her home in Crymych up to Cardigan, which is 

approximately eight miles northbound in distance. She was unable to locate Mr 

James and returned home.   

 
96. In a statement to the IPCC, Dyfed-Powys Police Constable (PC) 3 stated that at 

approximately 12.45pm, he was driving his own vehicle while off duty. He stated 

that he was travelling northbound along the A487 through the village of Llanarth. 

He was stationary at traffic lights when he saw a vehicle appear in his interior 

rear view mirror. He said that the vehicle appeared to be travelling quickly when 

it first came into his view. There were roadworks and the vehicle was now 

directly behind him, travelling extremely close to the rear of his vehicle. Due to 

the close proximity, PC 3 was unable to see the front grille or bonnet, but he did 

notice that the vehicle was white in colour.   

 
97. On leaving the roadworks, PC 3 accelerated away in an attempt to increase 

distance between him and the vehicle behind. It was at this point that he could 

see a Fiat badge displayed on the vehicle behind him and believed the vehicle 

was a Fiat 500. He said the Fiat had increased its speed and was catching him 

up and again came perilously close to the rear of his vehicle. At this stage he 

witnessed the Fiat pitch forward and downwards sharply as the driver must have 

slammed on the footbrake. PC 3 stated that his options were limited due to the 

road layout and the vehicles travelling in front of him.    

 
98. PC 3 said that he passed the Mydroilyn/Cai Bach crossroads and was travelling 

northbound towards the general direction of Llwyncelyn. He said that this 

section of the road is winding with double white lines painted in the centre of the 

carriageway. Despite this section of road being subject to the national speed 

limit, he did not accelerate to 60mph for fear of the Fiat colliding into him at this 

higher speed. He described the Fiat being driven as if it was attached to the rear 

of his vehicle by a piece of elastic. Initially, it was at a reasonable distance, then 

all of a sudden it seemed as though it was being catapulted towards the rear of 

his vehicle before slamming the brakes on. The driver of the Fiat continued to do 

this along the entire length of the national speed limit section of road. When the 

Fiat was close enough to almost collide into the rear of his vehicle, PC 3 could 

see that the driver was a man with a full head of unkempt hair. He said that the 

driver appeared to be of a large build which may have been exaggerated as he 

was driving a small vehicle. PC 3 saw the driver move the sun visor up and 

down on a number of occasions and stated that the driver of the Fiat did not 

seem to have any facial reaction to how close he was driving to the rear of his 

vehicle. 

 
99. As PC 3 travelled along towards Ffos-y-Ffin, the driver of the Fiat repeated his 

earlier manner of driving. At this time, PC 3 managed to read the Fiat's front 

number plate. 
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100. PC 3 stated that the vehicles travelling ahead of him had increased their 

distance away from him. PC 3 passed the Wide Horizons caravan park to his 

nearside and was travelling downhill towards a sweeping right-hand bend, prior 

to entering the town of Aberaeron. He had a clear road ahead of him and, as he 

approached the right-hand bend, he accelerated to get away from the Fiat. As 

he looked in his interior rear view mirror, he saw the Fiat collide with the 

nearside kerb as it entered the bend. This threw the Fiat out slightly, 

unbalancing it for the bend. The Fiat then drove into the lay-by on the right-hand 

bend, before colliding with the nearside kerb once again as it came out of the 

lay-by, bouncing across the road. 

 
101. PC 3 stated that, in his opinion, the manner of driving that he witnessed from the 

driver of the Fiat was erratic and dangerous. He added that it nearly collided 

with his vehicle on several occasions and would have done so, had it not been 

for his own presence of mind to reduce his speed and not brake but to rely on 

acceleration instead. He stated that he could not use his mobile phone to dial 

999 while driving to report the matter, as it would not have been safe. 

 
102. PC 3 turned left into Aberaeron Police Station and quickly wrote the Fiat's index 

number onto the palm of his left hand. He stated that he knocked on the front 

door to the police station and pressed the intercom button to report the matter. 

He said that when someone answered the intercom he identified himself as an 

off-duty police officer and briefly explained what he had just witnessed. He said 

that Detective Inspector 31 opened the front door and asked "is everything okay 

[PC 3]?" He replied “is there a uniformed officer in the station? I need a car 

stopped. It nearly ran me off the road”. PC 1 came out of the police station and 

asked what was going on. PC 3 told him about the manner of driving of the 

vehicle, telling him that it was a white Fiat 500 or similar, but definitely a Fiat. He 

also told him the Fiat's index number and direction of travel, towards Aberaeron 

town centre heading northbound. PC 1 immediately left the police station in a 

marked police vehicle, travelling in the direction in which PC 3 had last seen the 

Fiat being driven. 

 
103. PC 3 stated that he returned to his vehicle and continued his journey 

northbound along the A487 towards the general direction of Aberystwyth. As he 

was travelling through the village of Llanon, some 5 miles north of Aberaeron, 

he passed PC 1 in his police vehicle. PC 1 had turned around and was heading 

back towards Aberaeron. He remembers PC 1 shrugging his shoulders as if to 

say that he had not seen the Fiat. PC 3 waved in acknowledgement and 

continued northbound towards Llanrhystud.  
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 104. The IPCC retrieved and viewed CCTV from the Texaco garage in Llanrhystud. 

At 1pm, the CCTV showed a white Fiat Panda travelling in close proximity 

behind a dark coloured Volvo, when both vehicles passed the garage.  

 
105. In a statement to the IPCC, Mr B, a member of the public, who had provided his 

details to the police, stated that he was driving past a lay-by near the Memorial 

Hall in Llanrhystud when he noticed two cars very close together on the main 

road. He stated that the cars were only a few inches apart and were so close 

together that he initially thought one of the cars was being towed. In his 

statement, he referred to the vehicles as car A and car B and clarified car A was 

a very short distance in front of car B. 

 
106. Mr B stated that the driver of car A appeared to be between 28 and 30 years old 

and described the driver of car B as a large man who appeared to be in his 

fifties. It is believed that Mr James was the driver of car B. 

 
107. Mr B also stated that a bus had stopped slightly further up the road on the same 

side as the lay-by and that there were approximately three or four cars stopped 

behind the bus. Mr B said that he turned his vehicle around in the lay-by and 

stopped his car about 500 feet from cars A and B. He stopped to see if the 

people in the cars needed any help, as he worked in the Texaco garage just 

down from the Memorial Hall. 

 
108. He stated that the man from car A was getting out of his car and going over to 

car B. As he got closer, he heard the man from car A saying “you're crazy, 

you're mental, you've hit our car”. He said that the man from car A started 

banging on the window and opened the door of car B. 

 
109. The man in car B was trying to close the driver’s door and get the man from car 

A off the door. Mr B could not make out any words from the man in car B, he 

sounded gravelly and was not well-spoken. He said the man in car B then tried 

to reverse his car. Mr B stated that he told the man from car A to get the keys 

out of car B. 

 
110. Mr B stated that the man from car A pulled the keys out of car B and it came to a 

stop. The man from car A handed the keys to Mr B. 

 
111. Mr B stated that the man from car B started to get irate, got out of his car and 

started chasing the man from car A. The chase lasted around 30 seconds and 

they were going around car B and in between the two cars. Mr B said that, 

without touching them, he ushered the two men towards the pavement and 

away from the road. He stated that the man from car B seemed very aggressive 

and unsteady on his feet, and he thought that he was drunk. 

 
112. Mr B stated that he looked into car B and could remember seeing a bag in the 

foot well which had shaving things in it. He thought this was a bit strange as 
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there was nowhere for the driver of car B to go and shave. He said that the man 

from car B was not clean shaven and had scraggly facial hair. He described the 

man from car B as a larger man, unkempt, greasy hair and looked like he had 

not been taking care of himself. His hair was brown/black in colour and he was 

wearing cream trousers that were very loose.  

 
113. Mr B stated that after he ushered the men away from the road he stood just 

behind them on the pavement. He then saw the man from car A take hold of the 

man from car B. He did not see what happened next as he was looking around, 

concerned that they might fall. He then saw them both on the ground in the lay-

by. The man from car B was on the ground near the entrance to the lay-by. The 

cars were between the men and the traffic. He said that the man from car B was 

on the floor and his trousers were around his ankles. 

 
114. Mr B recalled that the man from car B was struggling with the man from car A. 

The passenger from car A was now standing by car A and was not involved in 

the struggle. The man from car B was on the floor on his side and the man from 

car A was on top of him. The man from car A was using his knees and his hands 

to keep the man from car B on the floor. The man from car B was struggling and 

trying to get back up. He said that the man from car B had stopped struggling 

after a short period of time. He asked the man from car B if he was ok but he did 

not respond properly. He could remember that the man from car B was 

breathing heavily when he was on the floor and he could smell alcohol on him. 

He could also remember that he was shouting but he was not making much 

sense. 

 
115. Mr B stated that after a short period of time the man from car A got off the man 

from car B. The man from car A then made a cigarette and stood nearby. Mr B 

went over to him and asked what had happened; he was told that the man in car 

B had bumped into the back of his car.  

 
116. Mr B said that he had left his mobile phone in his car so he went back to get it to 

telephone the police. By the time he returned, he noticed that a woman was 

already on the phone to the police. He thought that the woman had just got off 

the bus and he described her as 60 years old, grey with glasses. He did not 

know if she stayed around after she had phoned the police and he did not speak 

to her. 

 
117. The police incident log 168 of this day records that, at 1.01pm, a woman, who 

declined to provide her details, telephoned 999 and informed police that there 

were two motorists fighting on the A487 in Llanrhystud. She said that one of the 

men had been dragged from the car and another man was lying on the floor. At 

one stage, she said that the man on the floor was drunk and the other man had 

pulled his trousers down. She provided a registration number which matched the 

registration number of Mr James’s vehicle. 
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118. PC 3, who as noted above had been continuing his journey north towards 

Llanrhystud, came across the two vehicles and telephoned 999 at 1.05pm 

(incident log 169). PC 3 informed the operator that he was on the A487 at 

Llanrhystud, vehicles were stopped in the road with a man on the floor alongside 

it. He informed the operator of his interaction with one of the vehicles earlier and 

provided the registration numbers of both vehicles, a Fiat and a Volvo. He also 

stated that, while he was being told that there had been a collision, he could not 

see any damage to either vehicle.  

 
119. According to the incident log, at 1.06pm PC 1 and PC 4 were assigned to attend 

this incident in Llanrhystud. PC 5 and PC 8 were assigned to the incident a 

minute later.  

 
120. Mr B stated he recalled that there was an off-duty ambulance driver who came 

over and spoke to him. He was told that the ambulance would not take the man 

if he had consumed alcohol. He described the off-duty ambulance driver as 

short and around 60 years old. Mr B said that the man did not offer much help. 

 
121. Mr B also stated that an off-duty police officer (whom I believe was PC 3) had 

arrived while the man from car B was on the floor. Mr B recognised this off-duty 

police officer from a previous encounter and he explained to him what had 

happened. The officer told him to wait until more police officers arrived and he 

could provide them with a statement. He said that the off-duty officer did not get 

involved with anything until other police officers had arrived. 

 
122. Mr B said that he then went over to the house of a friend who lived very close to 

the site of the incident and obtained a blanket for the man who was on the floor 

as he was shivering and had his trousers around his ankles. 

 123. Mr B stated that, when the police officers arrived, he told one of them everything 

that he had remembered and the officer took this information down in his pocket 

notebook. He described this police officer as male, in police uniform and around 

30 years old. He stated that he wanted the police to know that the man from car 

A had not thrown the man from car B to the ground.  

 124. Mr B stated that he did not see the police officers interact with the man from car 

B, who was still on the floor when they arrived, and he did not see him being 

moved from the floor. 

 125. When he left the incident, several police officers were still present and he drove 

his car back to work at the Texaco garage. He stated that he stayed at the 

incident for around five minutes after the police had arrived. 

 
126. Mr B concluded his statement by saying that he did not notice if the man from 

car B had any injuries before he was taken to the ground or after, and he did not 

remember seeing any damage to either of the vehicles.  
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127. PC 3 stated that he recognised a man standing next to the Fiat as a paramedic. 

He overheard a conversation between some people present at the scene, who 

had said that someone had bumped into a car and tried to drive away. He also 

recognised the person lying on the ground to be the driver of the Fiat that was 

being driven erratically behind him from Llanarth to Aberaeron minutes earlier. 

He stated that the person on the ground was lying on his right side in a semi-

recovery position with his trousers around his ankles. There was a blanket next 

to him, which he was later told had been put over him to protect his privacy, but 

that he had kicked off. PC 3 stated that he continued to monitor the man as he 

lay on the floor and observed that his breathing was regular and his eyes 

remained closed the whole time. 

 
128. PC 3 stated that he opened the driver's door of the Fiat to see if he could smell 

any evidence of intoxicants in the car. On opening the vehicle, he said he could 

only smell musky aftershave. PC 3 also noticed a number of boxes of tablets 

inside the vehicle. The labels on the boxes showed they were prescribed to a Mr 

Meirion James. He went back to the driver who was still lying on the ground and 

breathing regularly and called “Mr James, Meirion” but he got no reaction.  

 
129. In a statement to the IPCC, Mr C, a paramedic for the Welsh Ambulance NHS 

Trust stated that, on Friday 30 January 2015, he was working with his partner 

paramedic, Ms D, and was assigned to Emergency Ambulance call sign 112. At 

1.13pm, while at Southgate in Aberystwyth, they were allocated a green 1 

emergency incident. The information he received via his mobile data screen was 

to attend the main road in Llanrhystud on the A487 to a Road Traffic Collision 

(RTC) which involved two men fighting. 

 
130. It is noted on the police incident log that PC 1 arrived at the scene at 

approximately 1.13pm. 

 
131. PC 3 stated that, when PC 1 arrived at the scene, he informed him that he had 

come across the scene as it was now, with the driver of the Fiat lying on the 

ground. He also told PC 1 about the boxes of medication in the Fiat, prescribed 

to a Mr Meirion James. He heard PC 1 conduct a Police National Computer 

check on the Fiat, which came back as being registered to a Mr James from 

the Crymych area. PC 3 remained at the scene until further police officers 

arrived, namely PC 5 and PC 4. He stated that an ambulance had also 

attended the incident and that prior to leaving, he told PC 1 that he would 

complete a statement about the way the Fiat was being driven when he was 

next on duty. He returned to his vehicle and continued his journey towards 

Aberystwyth where he went straight to the police station and photocopied the 

palm of his left hand showing the index number he had written down for the 

Fiat.  
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132. PC 3 knew at this stage that the vehicle driven erratically, and now stationary on 

the side of the road, was a Fiat Panda and not a Fiat 500 as he had initially 

thought.  

 
133. In his written response to the IPCC, PC 1 stated that, on arrival at the scene, he 

took an account of the incident from the driver of the Volvo. He stated that the 

driver of the Volvo told him that Mr James had tried to drive around him but had 

driven into the back of him, at which point he had gone over to Mr James’s 

vehicle and taken the keys off him. Mr James had then “gone for [him] 

aggressively”. 

 
134. PC 1 stated that, after he had conducted a Police National Computer check on 

the driver of the Volvo, he went over to Mr James. He stated that he tried to 

speak to him and that “he responded with snarls and grunts”. He described Mr 

James’s demeanour as aggressive as he began swinging his arms around and 

grabbing his trousers. 

 
135. In a statement to the IPCC, PC 4, a response officer based at Aberystwyth, 

stated that he attended the scene at Llanrhystud in response to a request for 

assistance that he received via his police radio. It is noted on the police incident 

log that he arrived at the scene at approximately 1.22pm. 

 
136. PC 4 stated that, when he arrived, he saw a man lying on the ground next to a 

car. The man was not moving and not saying anything and PC 4 recalled that 

the man's trousers were halfway down his legs. He stated that he subsequently 

became aware that this man was Mr Meirion James. He stated that PC 1 was 

standing close to Mr James and was talking to the driver of the other vehicle. He 

did not recall anything about the other driver, other than the fact that he was 

male. He believed that his passenger was also standing nearby. He also 

remembered seeing PC 3 near to them and that he was off duty at the time and 

not in police uniform. 

 
137. PC 4 asked what had happened and was told that there had been a minor 

collision and the driver of one of the vehicles had “kicked off”, started shouting 

and screaming and then lay down on the ground when the police had arrived. 

 
138. PC 4 stated that he approached Mr James, knelt down, spoke to him and shook 

his shoulder. He did not receive a response. PC 4 could see that Mr James was 

breathing, and could hear that his breath was heavy. PC 4 pinched Mr James’s 

earlobe quite firmly and Mr James swiped his hand towards him and said, “get 

off”. PC 4 had the impression that Mr James had been pretending to be 

unconscious. PC 4 said that he kept trying to talk to Mr James and started 

thinking that “something else was going on here”. 

 
139. PC 4 stated that he was unsure of the exact order of events, but remembered 

an ambulance turning up with two paramedics. He said that all the police officers 
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tried speaking to Mr James and, although he did not remember who asked him 

which specific questions, he remembered that someone asked Mr James if he 

had any mental health conditions. He could recall that Mr James said that he 

had depression and another condition, which PC 4 could not recall. Mr James 

also told the officers that he had medication with him which was in his car. 

Someone asked Mr James if he knew where he was, but he did not know. He 

was asked if he had been drinking and said that he had not. PC 4 stated that, he 

remembered the female paramedic saying something like, “He shouldn't be 

driving, have you breathalysed him?” 

 
140. PC 4 also recalled that the paramedic told the police officers what the 

medication in the car was prescribed for. He stated that he was concerned 

about the seriousness of Mr James’s condition, especially as he did not seem to 

know where he was. He stated that he remembered hearing where Mr James 

lived and realised it was quite a distance from Llanrhystud. He said that one of 

the paramedics performed a diabetes test on Mr James and, either before or 

after this, he agreed to sit up. PC 4 stated that he could not remember a lot 

about what Mr James said but that generally he was very argumentative with 

anything anybody else said, and continually grumbled or shouted. PC 4 could 

recall Mr James saying that he wanted to see his doctor. One of the paramedics 

told Mr James that they would be able to take him to Carmarthen hospital, and 

he agreed to go there in the ambulance. PC 4 recalled hearing that Bronglais 

Hospital in Aberystwyth (which was the nearest hospital to Llanrhystud) may 

have been full or closed. 

 
141. Paramedic Mr C stated that he arrived at the scene with his colleague 

Paramedic Ms D at 1.24pm. As the ambulance was being parked, he could see 

a man lying on the road on the nearside of a stationary car, moving his arms 

around. He described the man as being of large build with dark hair, and 

believed he was aged in his fifties. He said that the man was not saying 

anything at this time, and could recall seeing three uniformed police officers in 

attendance standing around the man. As he got out of the ambulance to attend 

to the patient, a man approached him, saying that he was an off-duty police 

officer who had been following this car, which was being driven erratically. 

 
142. He stated that he took the response bag from the ambulance but was unable to 

examine the man, because he was lashing out with his arms and legs. As far as 

he could see, the patient did not have any obvious sign of injury and did not 

report anything himself. Due to the way he was presenting, Paramedic C 

returned to the ambulance to get the blood glucose monitor, to check if he was 

having a hypoglycaemic episode. He tried several times to take a reading but 

failed as the man was lashing out with his arms and legs. He said that the 

patient was also spitting and swearing. 
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143. Paramedic C further stated that he and his colleague decided that the man 

needed to attend hospital due to his behaviour so as to rule out any underlying 

condition. He said that his colleague checked the man’s car for identification and 

she told him that she had found medication for a mental health condition. She 

did not tell him the exact type of medication she had found and stated that they 

were not sure at the time what had caused the problems. They decided to take 

Mr James to the Accident and Emergency department at Carmarthen, in the 

knowledge that there were also mental health facilities there. Paramedic C could 

not recall if the police officers heard his colleague telling him about the 

medication. 

 
144. Paramedic D provided a similar account to that of her colleague of how she 

became aware of the incident, adding to the account of Paramedic C that the 

information transmitted through their vehicle Mobile Data Terminal indicated that 

one of the men involved in the incident had been drink-driving. 

 
145. Paramedic D stated that, as they arrived at the scene at 1.24pm, they could see 

two parked police cars. The police cars were on either side of the road just 

before the bus stop road markings. As she pulled in towards the lay-by on the 

opposite side of the carriageway she could see a man lying on the 

grassed/pavement area at the side of the road, on his back, with his head 

towards the road and waving his arms around. 

 
146. She added that her colleague went back to the vehicle to fetch a blood glucose 

monitor. She asked the police officers if there was a second patient, to which 

they replied, no. She knelt near the patient and attempted to examine him, but 

he was unco-operative, spitting and throwing his arms about. From her limited 

observations, he did not appear to be injured in any obvious way and did not 

report any injuries to her or her colleague. In view of his behaviour, she took the 

decision to take a blood sugar reading in case Mr James was in fact having a 

diabetic hypoglycaemic episode. She said that she tried to explain to Mr James 

what she was doing and the reason for doing it, but he continued to swear and 

spit at her. The blood glucose reading was 8.2, which was within normal limits 

and the police assisted in keeping Mr James calm. 

 
147. In a statement to the IPCC, PC 5, a Response Officer based at Aberystwyth 

Police Station, stated that he heard a message over his radio regarding the 

incident in Llanrhystud at approximately 1.30pm. As it involved a disturbance, he 

decided to make his way there to assist.  

 
148. He stated that when he arrived, PC 1 was already dealing with a man. He 

recalled that PC 4 had arrived around the same time as him. He stated that the 

man, whom he now knew to be Mr James, was on the floor next to his car. Mr 

James was lying on the pavement to the left of his car. PC 5 stated that Mr 
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James did not look well, with a very unhealthy looking pallor, and that his 

immediate thoughts were that Mr James needed medical help. 

 
149. PC 5 stated that paramedics were at the scene when he arrived. He recalled 

being told that there had been a problem and Mr James was being aggressive 

towards the paramedics and that they were not keen to take him on the 

ambulance.  

 
150. PC 1 added that a female paramedic who had been driving an ambulance had 

initially decided that she did not want Mr James on the ambulance. 

 
151. PC 5 stated that he tried to speak with Mr James, who told him to "fuck off," and 

began waving his arms. He recalled PC 1 telling him that there had been a very 

minor collision with no damage. He stated that there were some packs of pills in 

Mr James’s car which he believed PC 1 may have picked up and given to the 

paramedics. PC 5 stated that the officers tried to explain to Mr James that he 

should let the paramedics help him and that he needed to go to hospital, but that 

he was not responding. PC 5 stated that Mr James was breathing and assumed 

that he could hear the officers speaking to him, as he had initially responded. 

PC 5 stated that, after he had been at the scene for about ten minutes, Mr 

James became more responsive, and agreed to go in the ambulance. Mr James 

said that he wanted to see a doctor.  

 
152. Paramedic C stated that the patient was being very unco-operative and the 

police officers assisted him to his feet and walked him onto the ambulance. He 

stated that he and his colleague got the stretcher ready to transport Mr James, 

but when Mr James got onto the ambulance, he refused to get onto the stretcher 

and sat on the back seat. Paramedic C requested a police officer to travel with 

them because of Mr James’s aggressive behaviour. PC 4 stated that he decided 

to travel in the back of the ambulance with Mr James and PC 5 confirmed this. 

PC 1 followed in his police vehicle and PC 5 returned to Aberystwyth to perform 

other duties. 

 
153. Paramedic C stated that, after the patient was seated in the ambulance, he 

managed to remove his coat so he could check his blood pressure, as Mr 

James was being co-operative at this time. His colleague, Paramedic D, closed 

the rear door to the ambulance and went to the front cab to drive to the hospital 

in Carmarthen. Paramedic C stated that they left Llanrhystud at 1.42pm Less 

than a minute after leaving, having travelled a few hundred yards, he asked his 

colleague to stop the ambulance, as Mr James had become verbally and 

physically aggressive again. He stated that he did not remember exactly what 

Mr James said, but he raised his voice, sounded agitated and was trying to 

disconnect the medical equipment. PC 4 corroborated this account and 

described Mr James as "aggravated" at this point. Paramedic C stated that the 
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police officer travelling in the ambulance sat opposite Mr James and spoke to 

him, trying to calm him down.  

 
154. Paramedic D stated that she stopped the ambulance and went to the rear of the 

vehicle. She stated that, as she was walking up the steps, she could see the 

police officer attempting to put handcuffs on Mr James and trying to call for 

assistance on his police radio. She stated that, when she got into the 

ambulance, and was standing by the back doors, Mr James tried to stand up 

and remove his seatbelt. She stated that, at this point, Mr James threw a punch 

at her stomach and kicked out with his right foot which landed on her right hip 

area. 

 
155. PC 4 stated that he asked Mr James to calm down verbally and then took hold 

of one of his arms, as he was concerned for the safety of all present. He was 

also concerned about the danger of Mr James getting out of the ambulance and 

coming into contact with the nearby traffic. He said that, at some stage, 

Paramedic D got into the back of the ambulance as well, and that he 

remembered her saying something like, “You need to get him off. We're not 

having him”. He stated that Mr James was “continuing to struggle” and was 

“constantly shouting or muttering”. He believed that he got Mr James to sit back 

on the seat and he managed to place handcuffs on his wrists to the front of his 

body. PC 4 stated that, by this time, PC 1 had left his own vehicle and got into 

the ambulance. PC 4 and PC 1 managed to get Mr James down onto the floor of 

the ambulance in between the stretcher and the seat. PC 4 stated that Mr 

James began kicking out, so he went towards his feet in an attempt to control 

them. He stated that, at some stage after the ambulance had stopped, PC 6 and 

PC 5 also turned up and got on the ambulance to assist. PC 5 clarified that he 

had returned to the ambulance after being requested to do so via his police 

radio. 

 
156. PC 1 stated that he stopped driving the police vehicle when the ambulance 

stopped ahead of him and its blue lights came on. He stated that he saw the 

Paramedic D, who was driving the ambulance, get out of the front cab and climb 

the rear steps. He stated that, as she did this, Mr James swung his arm out and 

hit her. 

 
157. Paramedic C stated that two more police officers got into the ambulance to 

assist with restraining Mr James. He added that, in his view, Mr James was very 

aggressive and unco-operative and the police officers attempted to calm him 

down by speaking to him. He did not recall exactly what happened next, but the 

situation ended with Mr James on the floor of the ambulance in the prone 

position and in between the seat and the stretcher. At some point, his colleague 

removed the stretcher from the back of the ambulance to give the police officers 

more space.  
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158. PC 1 stated that Mr James “appeared to have lost all sense and was acting very 

aggressively by standing up out of the chair and pushing out at the people in the 

ambulance”. He stated that he was concerned because Mr James appeared to 

be a large and a heavy man and he seemed very strong. He added that the rear 

door to the ambulance was open and northbound traffic was still flowing on a 

60mph road. PC 1 was concerned about the consequences to Mr James if he 

were to leave the ambulance and continue to behave as he had done 

previously. He stated that he told Mr James that he was detaining him under 

Section 136 of the Mental Health Act. However he said “due to his outbursts at 

the time, it was not plausible to explain to him what this meant”. PC 1 stated 

that, by now, PC 4 had handcuffed Mr James in a front stack position. He said 

that Mr James continued trying to stand up from the chair and ended up falling 

to the floor of the ambulance. Around this time, PC 4 called for assistance via 

his radio set as Mr James was “out of control”. PC 1 stated that he was standing 

towards the innermost part of the ambulance compartment and that Mr James 

was now lying on his side with his legs towards the rear of the ambulance. PC 1 

stated that Mr James’s head was by his right ankle and he used his right hand to 

keep control of his head and his left hand to take hold of the handcuffs. He 

stated that he wanted to prevent Mr James from rolling onto his front, as due to 

his large size he was very concerned about the risk of him suffering positional 

asphyxia. PC 1 stated that, at this time, Mr James was biting at his ankles and 

spitting, so he spoke to him continually, attempting to calm him down. 

 
159. In a statement to the IPCC, PC 6, a police officer in the Roads Policing Unit 

based at Aberystwyth Police Station stated that he responded to the incident in 

his unmarked BMW. 

 
160. PC 6 stated that, when he arrived at the scene, he saw the ambulance with its 

blue lights on and when he jumped onto the ramp of the ambulance he could 

see a large man on the floor. He stated that “I would describe his movements as 

bucking” and stated that the officers already in attendance were in the process 

of applying leg restraints. He stated that PC 1 told him that Mr James was being 

detained under Section 136 of the Mental Health Act. 

 
161. PC 6 stated that Mr James was shouting words to the effect of “Get off”, “Leave 

me alone”, and “I want to see my doctor”. He stated that he remembered Mr 

James saying that he had been taken off some medication. PC 6 stated that he 

assisted one of the officers in attaching the leg restraint. He spoke to Mr James 

to try to calm him down but Mr James told him to “fuck off” several times, before 

slightly calming down. 

 
162. PC 4 stated that, as Mr James continued to struggle, he applied one leg 

restraint around his ankles and another around his thigh and tightened them. 

One of the police officers assisted him with this. He stated that the officers and 

paramedics spoke about how they would get him off the ambulance and one of 
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the officers continually spoke to Mr James trying to calm him down. PC 4 stated 

that he stayed close to Mr James’s feet and the paramedics agreed to let the 

police officers use the stretcher to get him out of the ambulance and into the 

police van. He stated that Mr James alternated between shouting and 

screaming, as if he did not know what was going on and he continued to lash 

out. 

 
163. PC 4 stated that the police officers managed to get Mr James onto the stretcher 

and out of the ambulance. He was secured on the stretcher using a strap, but 

was continuing to struggle. PC 4 stated that Mr James then agreed to go into 

the police van voluntarily, so he removed his leg restraints, Mr James got up 

and sat down in the caged seating area inside the police van. He stated that he 

could not remember any discussion about where to take Mr James, now that he 

was in the police van. 

 
164. PC 1 stated that he could not remember the specific discussion about where to 

take Mr James, now that he was in the police van. It was decided that Mr James 

would have to be taken to a police custody unit, due to the level of aggression 

he had shown. PC 1 was also aware that the hospital Accident and Emergency 

Units would not accept people who were violent and were unlikely to do so, 

given that the paramedics had already decided not to take him in the 

ambulance. 

 
165.  Paramedic C stated that, had Mr James not become aggressive in the rear of 

the ambulance, he would have checked his pulse, taken his temperature and 

performed an ECG (electrocardiograph).  

 
166. The police officers took Mr James from Llanrhystud to the custody unit at 

Aberystwyth Police Station. The IPCC was provided with CCTV footage from the 

police station covering the period of time that Mr James was present. The CCTV 

footage provided also contained audio on certain cameras.  

 
167. Analysis of the CCTV footage confirms that Mr James was present at 

Aberystwyth custody unit for a total of nine minutes.  

 
168. At 2.19pm, the CCTV footage showed the police van containing Mr James 

reversing into the yard of the police station and a number of police officers and 

police staff waiting for his arrival.  

 
169. In a statement to the IPCC, Temporary Sergeant 7 stated that, at the time of her 

interaction with Mr James, she was working from Aberystwyth Police Station as 

the Youth Offending Officer and was plain-clothed. She had already heard over 

the radio that PC 6 had requested the opening of the back gates to the custody 

unit. From her experience, a police officer who asks for this wished to speed up 

the process and she suspected that they had someone in the police van who 

was a “handful”. She said that she walked out to the police van in the yard and 
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heard someone inside being verbally aggressive and banging on the side of the 

van. When the police van doors were opened, she noticed that the man inside 

was now quite passive.   

 
170. In a statement to the IPCC, PC 8 stated that, despite being originally assigned 

to the incident in Llanrhystud, he was stood down and did not attend. While in 

Aberystwyth Police Station, he heard PC 6 over the radio asking for the opening 

of the custody gates. PC 8 said he witnessed Mr James exiting the police van 

and described him at this point as calm.  

 
171. In a statement to the IPCC, PC 9 stated that he was on duty in Aberystwyth 

Police Station when he heard over the radio that police vehicles were coming 

into custody with blue lights. He went down to the custody unit and into the yard 

and saw the police van entering. He said that the person on board appeared 

sleepy, very calm and got out of police van on his own and then walked into 

custody. 

 
172. In a statement to the IPCC, PC 10 stated that she was on a one-week 

attachment to the interview support team in Aberystwyth Police Station. She 

was in the custody unit doing bail returns when she heard that three police 

vehicles with blue lights were coming into custody. She could recall hearing PC 

6 asking for the opening of the custody gates. She thought there might be a 

prisoner causing a problem so went into the yard to assist. She could remember 

the police van doors being opened and a large man, whom she now knew to be 

Mr James, being compliant with the police officers.   

 
173. At 2.21pm, the CCTV footage showed Mr James being led out of the police van. 

Mr James can be seen wearing handcuffs to the front, standing upright and 

walking slowly towards a door leading to the custody unit. From here, he is led 

into the custody unit and seated on a bench opposite Custody Sergeant 2. The 

CCTV footage is consistent with the police officer’s accounts and Mr James is 

not displaying any signs of aggression or resistance at this point.  

 
174. At 2.22pm, the CCTV footage from inside the custody unit showed PC 1 

adjusting the handcuffs worn by Mr James after Custody Sergeant 2 confirmed 

that this could be done. Temporary Sergeant 7 can be heard at this time asking 

Mr James if he was “ok” and if he “was in any pain”. 

 
175. In a statement to the IPCC, Detention Escort Officer (DEO) 11 stated that she 

was on duty in the custody unit in Aberystwyth when a man, whom she now 

knows to be Mr James, was brought in. She stated that, when Custody Sergeant 

2 was discussing the incident with police officers, she spoke to Mr James, who 

did not look very well and had a slightly grey pallor. Temporary Sergeant 7 also 

described Mr James’s pallor as grey. 
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176. PC 1 stated that, on his arrival at the custody desk with Mr James, Custody 

Sergeant 2 and Inspector 12 were standing behind it. He believed that, when 

asked, he told Custody Sergeant 2 that Mr James had been detained under 

Section 136 of the Mental Health Act.  

 
177. The audio from the CCTV at the custody desk is not clear due to over talking. 

However, I believe you can hear PC 1 informing Custody Sergeant 2 that Mr 

James was detained under 13… or words to a similar effect.  

 
178. There is a mention of Mr James taking some tablets and at 2.24pm, Custody 

Sergeant 2 can be heard asking Mr James directly “Meirion, have you taken any 

medication?” The response given by Mr James is “yes, lots”. Following this 

disclosure, Custody Sergeant 2 directed the police officers to take Mr James to 

hospital, as he was now a medical emergency.  

 
179. DEO 11 stated that, when Custody Sergeant 2 asked if he had taken tablets, Mr 

James replied “loads”. DEO 11 said that she looked at the medication brought in 

with Mr James but it was in a sealed green bag with the words Glangwili 

Hospital on it. I believe that it is more likely than not that this was placed in this 

bag by one of the paramedics.  

 
180. Temporary Sergeant 7 stated that she was not aware of the conversation 

between police officers and Custody Sergeant 2; at some stage Mr James was 

taken to hospital. She subsequently made a telephone call to the Accident and 

Emergency department at Bronglais hospital, informing them that a man, who 

may have taken an overdose of tablets, was on his way.  

 
181. At 2.25pm, PC 4 can be heard telling Custody Sergeant 2 about the medication 

found in the car. PC 4 can be heard saying that “There were a lot of pills there 

with him for serious issues. He hasn’t hurt anyone, he’s been thrashing. He’s 

just saying let me go, let me go I want to see my doctor.”  

 
182. At 2.26pm, the CCTV footage showed Mr James was led out of the custody unit 

by PC 1, PC 6, PC 4 and PC 5. Mr James was escorted into the rear of the 

police van which left the custody yard at 2.28pm. 

 
183. Prior to the decision to investigate the actions of Custody Sergeant 2 as 

potential misconduct and to serve him with a Regulation 16 notice (as detailed in 

the section of this report entitled ‘Subjects of the Investigation’), Custody 

Sergeant 2 provided a statement to the IPCC, in which he described the events 

captured by the CCTV footage from his perspective. Custody Sergeant 2 stated 

that his priority at this time was to obtain the quickest medical help for Mr James 

and he did not have time to open a custody record. Custody Sergeant 2 also 

stated that he did not know why Mr James had been arrested and that he could 

not recall any discussions taking place regarding his mental health. 
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184. Custody Sergeant 2 also provided a written response under Regulation 16 of the 

Police (Complaints and Misconduct) Regulations 2012 informing him that his 

decision not to open a custody record was under investigation. He stated in his 

written response that he was not informed that Mr James had been arrested 

under Section 136 of the Mental Health Act; had he been informed of this, he 

would have opened a custody record for Mr James, as he would have been 

transferred from one place of safety to another when he went to hospital. 

 
185. Inspector 12 stated that, on 30 January 2015, she was acting as Bronze County 

Commander for Ceredigion, which involved co-ordinating the police response to 

critical incidents in addition to her normal policing duties. She stated that she 

was aware of the incident in Llanrhystud through radio traffic and that she was 

aware that a person involved in the incident was being brought to Aberystwyth 

custody unit. She stated that “there was talk of prescribed drugs, Section 136 of 

the Mental Health Act and the male having an episode. However, at this point it 

was not made clear why this male was coming into custody”. She stated that, 

although her role is not that of a Custody Inspector, she went to the custody unit 

to ensure that the officers had all the support and resources they required. She 

saw Mr James arrive in the custody unit and also saw him leave. 

 
186. Inspector 12 stated that, when Mr James had arrived in the custody unit, she 

heard one of the officers, whom she believed was PC 1, begin to give an 

account of the road traffic incident to Custody Sergeant 2, during which the 

officer stated that the man might have been taking some tablets. She recalled 

Custody Sergeant 2 asking Mr James if he had taken tablets, to which he said 

"yes". Inspector 12 stated that she told Custody Sergeant 2 that she did not like 

the look of Mr James’s condition and that he should be taken to Bronglais 

Hospital as a medical emergency. She was aware that the hospital was not 

accepting walk-in patients at this time. 

 
187. Inspector 12 stated that at no point was the reason for Mr James’s detention in 

custody explained in her presence. She added that she was not aware at the 

time that a custody record was not opened for Mr James and only found this out 

when a colleague raised the issue after attending a training course. She stated 

that, following this training course, she asked Custody Sergeant 2 whether he 

had opened a custody record for Mr James and he told her that he had not. 

 
188. Mr James was taken in a marked police van to Bronglais Hospital, which is 

located a short distance away from the Police Station in Aberystwyth. The IPCC 

also obtained and viewed CCTV footage from the hospital covering the period of 

time in which Mr James was present.  

 
189. Despite PC 6 leaving the custody unit with the other police officers, he did not 

travel to Bronglais Hospital because the unmarked BMW he was driving had 

broken down.  
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190. Analysis of the footage from Bronglais Hospital confirms that Mr James was 

present for five hours and 14 minutes. The police officers responsible for 

escorting Mr James to hospital are present on the footage for 27 minutes.  

 
191. At 2.31pm, the CCTV footage showed the marked van containing Mr James 

arriving at Bronglais Hospital. PC 4, PC 1 and PC 5 can be seen assisting Mr 

James from the rear of the police van. Mr James is then helped into a 

wheelchair and given a blanket, prior to being wheeled into the hospital by PC 5. 

PC 1 can be seen carrying what appears to be a green bag (believed to be the 

bag titled Glangwili hospital, which was mentioned earlier and seen on the 

CCTV footage at Aberystwyth custody).  

 
192. At 2.44pm, the CCTV footage showed Mr James being taken into a room. The 

CCTV footage does not cover the interior of the room. The movements of the 

police officers, doctors and nurses in and out of the room can be seen.  

 
193. At 2.58pm, the three police officers walk out of view of the camera and are not 

seen on the CCTV footage again. PC 1 is carrying the green bag at this point. 

 
194. At 2.59pm, a doctor is seen carrying the green bag and walking into the room 

containing Mr James. 

 
195. PC 5 stated that, when they arrived at Bronglais Hospital, he got a wheelchair 

for Mr James, who was now calm. 

 
196. PC 4 stated that he approached the nurses’ station and spoke to a staff nurse 

behind the desk. He stated that he explained to her the mental health conditions 

that Mr James had reported to him earlier and told her about his erratic 

behaviour during the incident in Llanrhystud. He added that Mr James was now 

calm but would still need to be seen. He stated that the nurse told him that the 

hospital was very busy, but she agreed that Mr James could be taken to the 

minor injuries ward and somebody would be able to see him there.  

 
197. In a statement to the IPCC, Staff Nurse E stated that she was the nurse who 

spoke with the police officers. She did not identify any concerns regarding Mr 

James’s mental health herself, stating that Mr James was polite and compliant. 

 
198. PC 4 stated that, while they were waiting to go into the ward, Mr James asked 

him if he could contact his mother. PC 4 stated that he went back outside to the 

van and telephoned her. He stated that she told him that her son had 

depression, for which he had previously been taking prescribed lithium, but he 

had recently been taken off it, following which his mental health had declined. 

He also said that she was concerned about the fact she had not seen Mr James 

in some time. PC 4 stated that he recalled giving Mr James’s mother his contact 

details. 
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199. PC 1 stated that Mr James was taken to a bed which was located on a ward, 

rather than in the Accident and Emergency Unit. He also stated that Mr James 

said something about letting his mother know where he was. He said that he 

believed he spoke with a member of Mr James’s family, told them what had 

happened and that the person whom he spoke to told him that his behaviour 

may have been caused by a change in his medication. PC 1 stated that, he 

reassured Mr James that his mother knew where he was, that he was now in a 

place of safety and that he was no longer detained under the Mental Health Act. 

 
200. PC 5 stated that he told a male doctor that Mr James had said that he had taken 

pills and added words to the effect that that it seemed like Mr James had 

experienced some sort of psychotic episode. 

 
201. PC 4 stated that he met with the doctor, whom he described as “a tall, well-

spoken man of Indian or mixed race appearance”. He stated he told the doctor 

exactly what had happened and passed on the information that Mr James’s 

mother had given to him. He stated that the doctor was very helpful and said 

"that's fine, you can leave him with us." He stated that he left the hospital at that 

point and completed a pocket notebook entry about the incident.  

 
202. Similarly, PC 1 stated that he met with the doctor whom he described as “a tall 

man of Asian appearance who wore dark-rimmed glasses”. He stated that he 

told him that Mr James had been taken off some medicine a few days 

previously. He stated that, at the time, he could remember the name of the 

medicine but that he could not recall this information when providing his account 

to the IPCC investigation. He stated that the doctor then said that he could leave 

Mr James in his care and he left the hospital. 

 
203. PC 1 stated that he could not specifically remember personally informing 

anyone that Mr James had been detained under Section 136 of the Mental 

Health Act, but this seemed to him to be “a salient point not to have mentioned 

at some stage”. He stated that he assumed that, as he had stayed with Mr 

James and as colleagues had spoken with the medical staff, they were now fully 

aware of the circumstances and were taking over the care of Mr James, as was 

common practice. 

 
204. In his written response to his notice of investigation issued under Regulation 16 

of the Police (Complaints and Misconduct) Regulations 2012, PC 1 stated that 

he was aware of previous incidents where police officers had been in hospital 

with detainees and “ranked officers” had ordered the officers supervising the 

detainee to leave the hospital, prior to an assessment under the Mental Health 

Act being completed, as the detainee was now in a place of safety. 

 
205. [Mr James’s sister] stated that a police officer contacted her mother at 

approximately 2pm, told her that Mr James was in Bronglais Hospital and he 

been involved in a “bump” in his car. She added that her mother felt that the 
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officer seemed “cagey” regarding the detail of what had happened. [Mr James’s 

sister] stated that it did not make sense to her or to her mother that Mr James 

had been taken to hospital in a police van when there was talk of an ambulance 

at the scene. 

 
206. [Mr James’s sister] stated that she rang Bronglais Hospital at approximately 

4pm and spoke to a female doctor who told her that they suspected that Mr 

James had taken an overdose and they were still completing blood tests. She 

rang the hospital again half an hour later and spoke to a male doctor whom she 

described as “very dismissive and aggressive”. She stated that he told her that 

there was “nothing wrong” with Mr James and that he was being discharged. 

She stated that she objected to Mr James being discharged and said that he 

was ill, getting worse and that his mental health needed to be assessed. She 

stated that the doctor demanded to know if she was telling him how to do his job 

and hung up on her. 

 
207. An entry in Mr James’s GP medical records stated that [Mr James’s sister] also 

contacted Dr A, who advised her to insist that a psychiatric review of Mr James 

was carried out while he was at Bronglais Hospital. 

 
208. In his report, Dr A stated that at 5.07pm, [Mr James’s sister] telephoned the 

surgery and asked to speak to him. Dr A said that he telephoned [Mr James’s 

sister] at 5.38pm and made a brief note of the conversation. He said that he 

advised [Mr James’s sister] to insist that a psychiatric review was carried out 

while Mr James was at Bronglais Hospital and that he would be happy to 

discuss his case with the doctors who were looking after him.  

 
209. In a statement to the IPCC, Dr F stated he was working in the Accident and 

Emergency Department of Bronglais Hospital, Aberystwyth on 30 January 2015.  

 
210. He stated that the hospital was only taking emergency cases when Mr James 

entered the cubicle. He said he was informed by police officers that Mr James 

had taken extra medication, which Mr James denied. He was also told that Mr 

James had been driving erratically and had suffered an acute psychotic episode. 

He further stated that he was not told the reasons or the circumstances of his 

arrest.   

 
211. Dr F stated that he obtained Mr James’s medical history from the hospital 

database and discussed the content of this with him. Mr James informed him 

that he had anxiety, manic depression and bipolar disorder. Mr James also 

stated that his last incident in terms of his bipolar disorder was 20 years ago. Mr 

James had empty boxes of medication with him, which helped the doctor identify 

what he may have taken.   

 
212. Dr F stated that he conducted a “mini mental health assessment” on Mr James 

which took around ten to 15 minutes. In this assessment, he considered his 
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speech, behaviour, mood, continuity of thought and his insight into what had 

happened to him. He said that, if Mr James was having a manic or acute 

episode as described by the police, then the first thing he would have expected 

to have been affected would have been his speech.   

 
213. He said that Mr James’s speech was fine and he described him as a very 

pleasant man. The only area that Mr James did not answer completely 

concerned his insight into the event and he was not aware why he was at the 

hospital. Despite this, he said that Mr James scored 10/10 in the assessment 

and, in his opinion, there were no indications that Mr James required an 

assessment by the Mental Health Crisis team. He said that Mr James told him 

that his existing condition was being controlled by medication, with his last 

episode being 20 years ago. He had no reason to believe that Mr James was 

having an acute psychotic episode.  

 
214. Dr F also stated that he was the doctor who spoke to [Mr James’s sister] and 

she told him that “he has not been acting right”. Dr F’s main consideration was 

dealing with the person in front of him and the description given by [Mr James’s 

sister] was not enough to detain Mr James. He concluded by saying that, in his 

opinion, a psychiatrist would not have said anything different in terms of 

assessment of Mr James’s mental state.  

 
215. In a statement to the IPCC, Dr G stated that, at the time of this incident, he was 

employed as a Locum Consultant and had been working in Bronglais Hospital.  

 
216. Dr G said he did not examine Mr James but he discussed the case with Dr F 

prior to his discharge. Dr G followed the medical notes and agreed that the 

medical issues in the case were the chest symptoms, which required antibiotic 

treatment. He noted there was some small abnormality with the blood results, 

but this did not require hospital admission. The abnormalities were related to a 

raised white cell count. The blood results also indicated a reduction in kidney 

function; however, the result had not altered from his last result, which he 

viewed on the clinical system. He said that Mr James’s creatine kinase levels 

were also elevated, which could also be explained as being associated with 

some muscle damage and several other factors.   

 
217. He was aware that Mr James had not exhibited any behavioural issues while in 

the department and, therefore, agreed with Dr F that a psychiatric referral was 

not warranted and that his discharge was appropriate.  

 
218. Dr G stated that he was not aware that Mr James was detained by police under 

Section 136 of the Mental Health Act and, had he done so, he knew that Mr 

James would have required an assessment by Dr F and then by the mental 

health team, who would decide if he required admission under their care.  
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219. Dr F discharged Mr James with advice for more fluid intake and GP follow up in 

the community, as the family had concerns. He was given doxycycline for a 

lower respiratory tract infection and informed not to take the antibiotics 

prescribed by his GP.   

 

CCTV from Bronglais hospital  

 
220. At 6.21pm, Mr James appears on the footage walking into an office area where 

three male doctors are present. One of the doctors passed Mr James a 

telephone and Mr James appeared to use the phone to contact somebody. The 

CCTV footage showed Mr James gesturing with his hands in a friendly manner. 

 
221. Shortly afterwards one of the doctors present appeared to have a conversation 

with Mr James. The doctor gestured a ‘thumbs up’ towards Mr James and then 

patted him on the back. 

 
222. In a statement to the IPCC, Sergeant 32 stated that his role that day was 

reviewing the incident logs throughout his shift. He believed that he spoke to PC 

6, who told him that Mr James was not wanted and free to leave. Having 

established that Mr James was free to leave, at approximately 6.37pm, 

Sergeant 32 contacted Bronglais Hospital and informed a member of staff that 

the police were happy to release Mr James.  

 
223. At 7.41pm, the CCTV footage showed Mr James being led out of a room by a 

nurse. Mr James can be seen wearing a brown coat and carrying the green bag 

previously mentioned.  

 
224. At 7.45pm, the CCTV footage showed Mr James leaving the hospital still 

carrying the green bag. At this time, he is accompanied by a man with brown 

curly hair who can be seen tapping Mr James on the shoulder. This individual 

was Mr H, Mr James’s friend.  

 The evidence of Mr H 

 
225. In a statement to the IPCC, Mr H said he was a friend of Mr James for 

approximately 20 years. He stated that he visited Mr James’s home at 

approximately 5pm on 30 January 2015, where Mr James’s mother and sister 

told him what had had happened. He then left the house in his car and went to 

Bronglais hospital to bring Mr James home. He recalled that, before he left for 

Bronglais Hospital, Mr James’s mother and sister were on the phone to the 

hospital and attempting to contact his GP; they were frustrated that there was no 

psychiatrist to see him at the hospital. 

 
226. Mr H stated that, as he drove to Aberystwyth, he saw Mr James’s car parked 

behind the bus stop on the right-hand side of the road in Llanrhystud and that it 

did not look like the vehicle had been involved in an accident. When he arrived 
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at the hospital, he found Mr James in the “minor's [minor injuries] department” 

and he said that he wanted to go straight home. During the journey home, Mr 

James appeared to be experiencing a “flashback” of the day's events and 

responded "No" when asked if he was okay. He also noted that Mr James kept 

asking him to slow down as he was driving, which was unusual. Mr H 

commented that from Mr James’s description of the route that he had taken prior 

to the incident, “it seemed to me that he'd been driving in a bit of a daydream”. 

 
227. Mr H stated that Mr James then told him about the incident earlier in the day, 

saying that two men had sworn at him and then made V signals with their hands 

before beating him up and kicking him in the ribs. He told him that the car 

containing the two men had got in front of his car and the two men had then got 

out of their vehicle and were banging on his car window and door. The men then 

opened the door and took his car keys from him. He added that Mr James’s 

description made it sound like the two men had removed him from his own 

vehicle, and as he didn't have his braces on, his trousers had fallen down. The 

two men then phoned the police. 

 
228. Mr James told Mr H that the police officers who then arrived did not like the fact 

that he had his trousers around his ankles and one of them asked him if he had 

been drinking Old Spice, which he could not understand or contemplate 

because the bottle of Old Spice aftershave in his car was full. Mr H stated that 

Mr James described having “an altercation of some kind” with the police, being 

handcuffed tightly and ending up on the floor. He described being in a “semi-

conscious state” and said he was unable to open his eyes, but could hear the 

police “laughing”. Mr H stated that Mr James showed him some marks to his 

wrists which looked like bands caused by pressure to the wrists and which 

looked red and sore. Mr H also saw that Mr James had a nasty gash above one 

of his eyebrows. Mr James said that he then heard the police say he was going 

to the cells and that he begged them to take him to hospital, but instead was put 

into a police van. He added that Mr James recalled someone asking him where 

he was at the time of the incident and that he had not been sure of this. Mr H 

stated that he had the impression that Mr James was not aware at the time of 

the incident that the events described had taken place near Aberystwyth. 

 
229. Mr H stated that he mentioned the issue of Mr James’s medication during the 

journey, as the fact that Mr James had been taken off lithium had been 

mentioned when he had been at Mr James’s house with his mother and sister 

earlier that afternoon. He said that Mr James said that he had initially felt 

unsettled when his medication had been changed, but he was now doing well. 

 
230. Mr H also stated that, during the journey, Mr James said that he had wanted to 

stay in hospital that night. He stated that he considered taking Mr James to a 

psychiatric unit in Haverfordwest but thought that this would be unsettling to Mr 

James, as he wanted to go home. Mr H stated that Mr James’s mother was in 
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the house on her own when they arrived, that Mr James was clearly distressed 

by the incident but very glad to be home. He stated that he left the house at 

between 10.30pm and 11pm, at which point Mr James appeared in his opinion 

as mentally stable. 

 

Saturday 31 January 2015 

 
231. Dyfed-Powys Police incident log 058 of 31 January 2015 records that, at 

3.59am, Mr James contacted the police via a 999 call and requested the police 

and an ambulance to attend his home address. He told the operator that he 

needed help, that he had hit his mother several times, that he had used his fists 

and that she was bleeding from her face. He provided his details and the 

operator conducted a check of the Police National Computer on Mr James, 

which returned a negative result. Mr James provided his address and told the 

operator that the door was open. The incident log records that officers arrived at 

the scene at 4.11am.  

 
232. In a statement to the IPCC, PC 13 stated that, when he arrived at the address, 

Mr James opened the front door wearing just boxer shorts and a jumper and 

was shouting “Quick, my mother has been badly hurt”. He stated that Mr James 

looked frightened and concerned and said “I hit her with my fists, something 

satanic happened”. He stated that Mr James also said that the mafia were after 

him, that he needed help and that he was desperate for his mother to have help. 

PC 13 stated that he explained to Mr James that, due to his behaviour and due 

to concerns for his mother's safety, he would have to leave the house with him. 

PC 13 described Mr James’s behaviour as very erratic and confused, in that he 

was calm at some points but would quickly become aggressive and volatile. He 

stated that he told him that an ambulance was on its way and that he would get 

him help. He said that he had to constantly reassure Mr James and took him to 

his bedroom so that he could put some trousers on. 

 
233. In a statement to the IPCC, Sergeant 14 stated that he arrived at the address 

together with his colleague PC 15 at 4.14am and saw Mr James standing by the 

front door and being escorted out of the address by his colleague PC 13. PC 15 

stated that, at some point, she heard Mr James shout “She's the devil”. PC 15 

stated that it was decided that he should be taken to custody in the vehicle in 

which she and Sergeant 14 had arrived. Sergeant 14 stated that PC 13 placed 

Mr James into the back of the police vehicle. PC 15 then went to check on the 

welfare of Mr James’s mother. PC 13 stated that Mr James continued to behave 

erratically and repeatedly gave an account of the incident of the previous day, 

which he described as a “road rage” incident. He also gave an account of hitting 

his mother. PC 13 stated that Mr James said that his mental health medication 

of lithium had recently been changed and that this was what was wrong with 

him. PC 13 stated: “I would describe his behaviour as almost childlike, he would 
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start shouting and becoming aggressive but would stop when told to do so, only 

to start again a few minutes later”. 

 
234. PC 13 stated that, after the ambulance had arrived, at 4.35am, he informed Mr 

James that he was under arrest for assault and cautioned him, to which he 

made no reply. He stated that the reason for arresting Mr James was to prevent 

physical injury to himself or any other person. 

 
235. PC 13 stated that he drove the police vehicle to Haverfordwest Police Station 

while Sergeant 14 was in the rear of the vehicle with Mr James. Both PC 13 and 

Sergeant 14 stated that, during the journey, Mr James seemed very agitated 

and was very concerned that the police officers should get help for his mother. 

Sergeant 14 added that he heard Mr James saying that he wanted to see a 

psychiatrist. Sergeant 14 stated that Mr James became “agitated” and 

“aggressive” on several occasions and that he was anxious about his mother’s 

welfare. Sergeant 14 said that he tried to calm Mr James down and that he told 

him on numerous occasions that an ambulance was on its way to treat his 

mother. PC 13 stated that he initially decided that it was not necessary or 

appropriate to handcuff Mr James as he was obviously mentally unwell. 

However, he stated that Mr James became aggressive while speaking with 

Sergeant 14 and PC 13 had to stop the vehicle to give him a warning. He said 

that five minutes later PC 13 had to stop the vehicle again for the same reason 

and Mr James attempted to strike out at Sergeant 14, at which point he decided 

that it was necessary to handcuff Mr James to the front for the safety of all in the 

vehicle. PC 13 stated that he had to stop the vehicle on two further occasions 

during the journey, as Mr James repeatedly went through a cycle of asking 

about his mother, becoming aggressive and briefly calming down after the 

officers reassured him. 

 
236. Sergeant 14 stated that, when they arrived at Haverfordwest Police Station, PC 

13 went into the building to update the custody sergeant, while he remained 

outside with Mr James. PC 13 stated that he informed the Custody Sergeant of 

the reasons for the arrest and concerns in relation to his behaviour. Mr James 

was then escorted into the custody unit where the booking-in process took 

place. Sergeant 14 and PC 13 stated that the Custody Sergeant completed a 

risk assessment with Mr James, who answered all questions appropriately, and 

they therefore said that they had no further information to add to the risk 

assessment. 

 
237. On the custody CCTV, which includes an audio recording, PC 13 can be seen 

entering Haverfordwest Police Station at 5.02am and can be heard to inform the 

custody staff that they had a prisoner with them by the name of Mr Meirion 

James, who had been arrested for assaulting his mother. At 5.04am Mr James 

can be seen being escorted in to the custody unit by the same officer. The 

custody record stated that Mr James arrived at the station at 5.06am. Mr James 
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can be seen approaching the custody desk and he then moves out of view of 

the camera due to a partition between the custody desks, although the audio of 

the booking-in process can still be partially heard.  

 
238. During the booking in process, Mr James is heard informing officers that he had 

been involved in a road traffic incident “earlier that morning”. Due to the time of 

day and the information available, it is my opinion that this is reference to the 

incident that took place in Llanrhystud on 30 January 2015. Mr James does 

inform officers that the police were called to that incident and that he was taken 

to Bronglais Hospital. 

 
239. Mr James is heard to state that he understood why he was in police custody. Mr 

James’s voice becomes louder and he sounds distressed when he talks about 

the incident with his mother and, at 5.08am, he says that if anything happens to 

her [his mother] he would kill himself. Custody staff can be heard reassuring Mr 

James that his mother was receiving medical treatment and would be looked 

after. 

 
240. Mr James can also be heard making custody staff aware that he was on 

prescription medication and that he had recently been taken off lithium and 

prescribed another medicine. Mr James also informs the custody staff that he 

was taking medication for bipolar disorder. 

 
241. The police officer who booked Mr James into custody was Custody Sergeant 16. 

The following information is recorded on the custody record:   

 
 Detention authorised by Custody Sergeant 16 at 5.08am.  

 Mr James disclosed having manic depression and was taking medication 

which was due sometime in the morning.  

 Mr James had never attempted to harm himself.  

 He was to be placed in cell M9 (a CCTV cell).  

 He was to be placed on level 4 observations.  

 A Healthcare Professional was requested at 5.33am.   

 
242. In statements to the IPCC, Custody Sergeant 16 stated that he had been a 

police officer for 26 years. During the booking-in procedure, Mr James informed 

him that he had a mental health condition for which he had been taking 

medication, but this medication had been changed recently. Custody Sergeant 

16 stated that Mr James appeared agitated and expressed constant concern for 

his mother. He said that Mr James spoke very quickly and made several 

references to being on lithium. Due to his agitation and the fact he was not 

known to Custody Sergeant 16, he felt it was appropriate to place him on Level 

4 constant observations.  
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243. Level 4 observations are classified on the College of Policing Authorised 

Professional Practice (APP) as detainees at the highest risk of self-harm and 

should be observed at this level. It must include the following actions: 

 The detainee is physically supervised in close proximity to enable immediate 

physical intervention to take place if necessary. 

 CCTV and other technologies do not meet the criteria of close proximity 

observation but may complement it if issues of privacy, dignity and gender 

are taken into consideration. 

 Any possible ligatures are removed. 

 The detainee is positively communicated with at frequent and irregular 

intervals. 

 Review by the Health Care Professional (HCP) in accordance with the 

relevant service level agreement. 

 
244. In statements to the IPCC, Custody Sergeant 17 stated that he was working with 

Custody Sergeant 16 at the time Mr James was booked into custody. Custody 

Sergeant 17 stated he had been a police officer for 21 years and could recall 

overhearing the booking-in process with Custody Sergeant 16. He remembered 

Mr James appearing very agitated and stating that he had manic depression. He 

could recall telephoning Medacs (Dyfed-Powys Health Care provider) to request 

a Force Medical Examiner to attend custody to assess Mr James’s fitness to 

detain.   

 
245. In a statement to the IPCC, Detention Escort Officer (DEO) 18, who was 

working with Custody Sergeant 16 and Custody Sergeant 17, recalled Mr James 

disclosing that he was on various medications for his bipolar disorder. He 

described Mr James as emotional during his booking-in and he was concerned 

about his mother.  

 
246. At 5.24am, the CCTV at the custody desk shows Mr James being taken away 

following instruction from Custody Sergeant 16. The custody staff can be heard 

reassuring Mr James that they will arrange for him to see a doctor. At 5.30am, 

Custody Sergeant 17 can be heard on the CCTV making a telephone call 

requesting a doctor to attend for Mr James. 

 
247. The time on the CCTV from inside cell M9 shows as 2 minutes earlier than the 

time at the custody desk. Mr James can be seen being placed in cell M9 at 

5.24am (actual time 5.26am, if the CCTV at the custody desk is correct). PC 13, 

who had been given the responsibility of conducting the observations outside Mr 

James’s cell, stated that Mr James’s behaviour while in the cell continued to be 

erratic, and that he continued to go through the cycle of asking about his mother 

and becoming aggressive before briefly calming down when asked to do so. 

This behaviour continued until he saw the doctor. PC 13 stated that Mr James 
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began to pull out his hair, and when asked to stop doing this, he stood up and 

began to shout. XX XXX XXXXXXXXXXXXXX XXXXXXXXXXX XXXX XXX XXX 

XXXXXXX. Sergeant 14 stated that, while Mr James was on level 4 

observations, he attended the cell on numerous occasions to assist PC 13 

because he often heard Mr James raising his voice. He stated that Mr James 

was lying down on his mattress and had to be assisted to use the toilet. PC 13 

stated that, before Mr James was seen by the doctor, he informed the doctor 

and the Custody Sergeant about Mr James pulling his hair out XXX XXX XXX 

XXXXXX. 

 
248. From the CCTV of the custody desk at 6.25am, you can hear Custody Sergeant 

17 speaking to Dr I over the telephone. Custody Sergeant 17 informed Dr I 

about Mr James’s mental health and asked her to assess him for his fitness to 

detain, as opposed to a full mental health assessment. He also explained to the 

doctor that he would be guided by her if she thought that Mr James required a 

full mental health assessment.   

 
249. At approximately 6.29am, Custody Sergeants 16 and 17 were approaching the 

end of their shift and handed over their responsibilities to Custody Sergeants 19 

and 20. Working with Custody Sergeants 19 and 20 were Sergeant 21, DEO 24 

and DEO 25. Custody Sergeant 19 stated that she was the first of the two 

incoming custody sergeants to arrive at the custody unit and that she received a 

verbal and written handover from Custody Sergeant 17, during which he 

informed her of the circumstances of Mr James’s arrest and his mental health 

concerns. This handover can also be heard on the CCTV by the custody desk. It 

is noted that there is no entry on Mr James’s custody record to indicate that 

responsibility for him was being transferred at the change of shift. Custody 

Sergeant 20 stated that he spoke with PC 13, who said words to the effect that 

Mr James was “Okay” and that he “keeps telling the same stories”. Custody 

Sergeant 20 stated that this reassured him that Mr James was only awaiting the 

arrival of the doctor, he therefore decided not to complete the formal handover 

entry on the custody record as he knew that the doctor would be attending 

shortly and that, after they had seen Mr James, a more accurate risk 

assessment could be completed. Custody Sergeant 20 further stated that the 

working practices of the custody unit are that all custody sergeants are 

responsible for all detainees at the same time, rather than there being a 

designated custody sergeant for each detainee. 

 
250. In a statement to the IPCC, Dr I, the on-call Forensic Medical Examiner (FME), 

stated that, when she arrived at Haverfordwest Police Station at 7.15am, she 

was informed that Mr James was on level 4 observations due to a new policy 

which required detainees with a history of mental health problems to be on level 

3 or 4 observations until they had been seen by a doctor. She stated that she 

reviewed Mr James’s custody record to make herself aware of the 

circumstances of his arrest, but could not remember whether she was provided 
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with his risk assessment within the custody record or which custody sergeant 

had authorised Mr James’s detention. She believed that the shift had changed 

since Mr James’s arrival in custody. Custody Sergeant 20 stated that he recalled 

reading Mr James’s risk assessment to Dr I when she arrived, as he 

remembered telling her that Mr James had recently stopped taking lithium and 

that he had difficulty pronouncing the names of Mr James’s prescribed 

medications when reading them from the computer screen. 

 
251. On the custody CCTV, Dr I can be seen speaking with Custody Sergeant 20 at 

7.26am; however, the conversation between them is inaudible. 

 
252. Dr I stated that she spoke to someone in custody regarding Mr James’s 

medication and that they told her that Mr James had disclosed that he was 

taking sertraline, olanzapine and a statin, and that she was handed a packet of 

eight doxycycline 100mg tablets, which she established from the label had been 

prescribed to Mr James. 

 
253. At approximately 7.42am on the custody CCTV, Mr James can be seen and 

heard walking along the corridor and past the custody desk. He can be seen 

going behind the partition and out of the view of the camera. Mr James can be 

heard to say that he feels faint and wants to sit down. The custody staff can be 

heard to encourage him to walk a little bit further so that he can see the doctor. 

 
254. Custody Sergeant 20 stated that Mr James stopped at the custody desk on his 

way to the medical room and said that he could not go any further because of 

pain in his legs. Custody Sergeant 20 stated that he had the impression that Mr 

James was experiencing pain in his lower body. Custody Sergeant 19 stated 

that Mr James said that he felt dizzy. Custody Sergeant 20 stated that he tried to 

gently encourage Mr James to move away from the custody desk, but that he 

had to resort to a more abrupt manner of verbal communication to get him to 

accompany the detention officers to the medical room, which he eventually did. 

 
255. Dr I stated that she saw Mr James in the medical room and noticed that XX XXX 

XXXX XXXXXXXXXX XXXXXX his clothes were generally in a poor state of 

cleanliness. She stated that she asked him who his GP was and whether he 

was taking any medication. She also stated that Mr James told her that he had 

been on lithium for 29 years for bipolar disorder and manic depression and his 

GP, Dr A, had taken him off this medication ten days previously due to concerns 

about the long-term effect on his kidneys; he was prescribed 150mg of sertraline 

per day instead. Dr I stated that she asked Mr James direct questions about his 

mood and that he stated that he felt that his mood was balanced and had been 

for a long time. She stated that Mr James said that he had seen Dr S the 

previous Thursday, who was happy with him, and that he was due to see Dr A 

again the following Monday. 
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256. Dr I stated that Mr James referred to the incident of 30 January 2015, which he 

described as a “road rage” incident. She stated that she did not ask any police 

officers about the incident and that her only awareness of it came from her 

conversation with Mr James. Dr I stated that Mr James had grey bruising around 

his wrists and gravel abrasions from his right knee down his shin and lower leg. 

She stated that Mr James informed her that he had been kicked in the testicles 

during the incident the previous day and had XXXXXXXXXXX. He then told Dr I 

that he had this problem XXXXXXXXX before the incident. 

 
257. Dr I stated that, in response to direct questions, Mr James said that he had 

never deliberately harmed himself and had no thoughts of harming anyone else. 

 
258. Dr I stated that, while conducting a physical examination of Mr James, she 

asked two police officers to enter the medical room while she examined his 

scrotum and testicles. She stated that there was no evidence of any bruising or 

swelling in this area. She added that Mr James stated that he had been 

prescribed the doxycycline for a chest infection, but that his chest was clear 

when she examined him. She confirmed from a medical reference source that 

doxycycline was an antibiotic prescribed for either urinary tract infections or 

prostatitis. She then completed Mr James’s medication chart to enable him to 

receive the next dose of this medication at the appropriate time. 

 
259. Dr I summarised her conclusions regarding the assessment as follows:  

“During the assessment Mr James was quite chatty, he had been calm and 

cooperative and gave appropriate answers to all my questions. Mr James’s 

mood appeared stable and I had no concern that it was otherwise. I confirmed 

that Mr James was fit to be detained and fit to be interviewed but recommended 

an appropriate adult be present with Mr James during interview due to his long 

standing diagnosis of manic depression. I concluded that Mr James was not at 

risk of self harm and his mood appeared to be stable and that he could be 

placed on level one observations.” 

 
260. Level 1 observations are classified on the College of Policing Authorised 

Professional Practice (APP): the minimum acceptable level of observation 

required for any detainee. It includes the following actions: 

 The detainee is checked at least every hour (the risk assessment is updated 

where necessary). 

 Checks are carried out sensitively in order to cause as little intrusion as 

possible. 

 If no reasonable foreseeable risk is identified, staff need not wake a sleeping 

detainee (checks of the sleeping detainee must, however, continue and if any 

change in the detainee’s condition presents a new risk, the detainee should be 

roused).  
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 If the detainee is awake, staff should communicate with them. 

 
261. At 8.07am on the CCTV by the custody desk, Mr James can be seen walking 

along the corridor and past the custody desk in the direction of the cells. 

 
262. Dr I stated that she provided the result of her assessment to a Custody 

Sergeant by the name of [Sergeant 21] and updated the appropriate electronic 

records. 

 
263. It can be seen from the CCTV that no physical force was used when Mr James 

was being returned to his cell. 

 
264. From the CCTV, it can be seen that the door to Mr James’s cell was closed at 

8.15am. During approximately the next two hours, custody staff completed their 

cell checks as detailed below. On the CCTV from inside the cell, Mr James can 

also be seen pulling out his own hair and placing it into the toilet within the cell. 

He can also be seen pacing around the cell at various points and banging on the 

cell door. At one stage, Mr James placed a blanket down the toilet inside the 

cell.  

 
265. In a statement to the IPCC, Sergeant 21 stated that he was working in the 

custody unit on 31 January 2015, but his designated duties for that day were to 

perform an inspection of the custody unit facilities, rather than to act as a 

Custody Sergeant. However, one of the detention officers on duty during that 

shift was supervising another detainee in hospital, and he therefore offered to 

assist his colleagues with conducting cell checks and performing detention 

officer duties. 

wet 
266. Sergeant 21 stated that, at 8.25am, he went into Mr James’s cell and spoke with 

him. He stated that he specifically noticed Mr James’s size and height. He 

stated that he could see Mr James’s pillow and mattress on his bunk, but not his 

blanket. He then discovered that the blanket had been pushed down the toilet. 

He stated that he offered Mr James food and a hot drink, but he declined these 

and asked to see a doctor. Sergeant 21 stated that he explained to Mr James 

that he would speak with the Custody Sergeant and that he had just seen a 

doctor. He said that he would find out whether Mr James was due any 

medication. He stated that Mr James seemed “confused and flustered” and 

declined the offer of a replacement blanket. Sergeant 21 stated that he left the 

blanket in the toilet because he did not want to make a mess in the cell with 

water and possibly urine and did not have a mop bucket and bag to enable him 

to deal with the situation. 

 
267. From the CCTV inside cell M9 you can see movement through the cell door 

hatch.   
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268. Sergeant 21 stated that he returned to the charge desk, where he saw Dr I 

standing behind Custody Sergeant 21, looking at a custody record. He stated 

that he told Dr I about his conversation with Mr James and that he was asking to 

speak to her. Dr I said that she told him that Mr James was fit to be detained 

and interviewed and that she had asked him to make an appointment with his 

GP the following week regarding the pain to his groin. Sergeant 21 added that 

Dr I told him XX XX XXXX XXXXXXX XXXXXXX XX that there was blood on his 

jumper, which may be from the victim.  

 
269. Custody Sergeant 20 stated that he went through the medical forms with Dr I 

and that Dr I concluded that Mr James was at “standard risk” and required level 

1 observations. Custody Sergeant 20 stated that he took into account a range of 

factors, including the fact that Mr James had an existing mental health condition 

and that Dr I did not recommend a further medical review of Mr James while he 

was in custody, and that he decided that Mr James should be placed on level 1 

observations with a physical check of him being carried out at least every 30 

minutes. He added that he updated the risk assessment using the most 

appropriate drop-down box selection for Mr James, changing the assessment 

from “suffering from mental health” to “fit, well and sober” based on the medical 

assessment completed by Dr I. 

 
270. On the CCTV at the custody desk, Dr I can be seen having conversations with 

custody staff between 8.35am and 8.36am, however, the conversations are 

mostly inaudible. 

 
271. In a statement to the IPCC, PC 22, a response officer based at Cardigan Police 

Station, had originally been requested to attend Haverfordwest Police Station to 

relieve PC 13 in carrying out the one-to-one observations of Mr James. 

However, after Dr I said that these observations were no longer necessary, it 

was decided that he would contact Withybush Hospital to arrange an interview 

with Mr James’s mother. Mr James could not be interviewed at this time 

because he required eight hours of uninterrupted rest before an interview could 

take place. Sergeant 21 stated that he found PC 22 in the officers’ rest room 

and went in and asked him if he was dealing with Mr James. He noticed that PC 

22 was on the phone, so he went to get a change of clothing for Mr James. On 

returning to the rest room he explained to PC 2 that XX XXXX XXXX XXXX 

XXXX XXXXXXX Mr James’s jumper may have been contaminated with blood 

from the victim. PC 22 indicated that he wished to seize Mr James’s jumper as 

potential evidence. PC 22 and Sergeant 21 then went to Mr James’s cell and 

Sergeant 21 opened the door while PC 22 was standing behind him.  

 
272. From the CCTV at the custody desk at 8.40am, Sergeant 21 and PC 22 can be 

seen leaving the custody desk area with clean clothes for Mr James. Sergeant 

21 can be heard to say that Mr James’s jumper needed to be seized as 

evidence as it had spots of blood on it XX XXXXXXX XXXX XXXX XXXX 
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XXXXX XXX. They then passed out of range of the custody desk cameras which 

have an audio-recording capability. 

 
273. Sergeant 21 stated that he explained to Mr James that the doctor had said that 

his trousers were wet. He then showed Mr James the clean trousers that he had 

with him and asked Mr James to take his black trousers off so that he could 

change into them, which he did willingly. Mr James then put the clean grey 

trousers on but he said that he was not happy with them. Sergeant 21 stated 

that he explained to Mr James that these were the only trousers they had and 

that the dry trousers would be better for him than the wet ones. PC 22 stated 

that the clean trousers were tight on Mr James and he struggled to put them on, 

although they were the largest size available in the custody unit. He stated that 

he then asked Mr James for his jumper, explaining that it had potential blood on 

it and the officer needed to seize it as evidence. Sergeant 21 stated that Mr 

James agreed to this initially and pulled the jumper over his head, but as he 

went to hand the jumper to Sergeant 21 he pulled it back and shouted “no”. 

Sergeant 21 stated that he was surprised by the sudden change in Mr James’s 

demeanour and stated that Mr James then turned away from him and PC 22 

and walked into the cell. 

 
274. Sergeant 21 stated that, by this time, he had entered the cell himself and Mr 

James turned to face him, holding the jumper in his hands, which was down in 

front of him. He stated that he had dropped the t-shirt into which he wished Mr 

James to change onto his bunk and began to tug at the jumper in Mr James’s 

hand. Sergeant 21 stated that he continued to give verbal commands to Mr 

James to release the jumper, but he did not do so and took a step towards him. 

He stated that, in order to stop Mr James approaching him and in order to try 

and take the jumper, he placed the flat of his hand on Mr James’s chest and 

gave him a push sufficient to make him step backwards and sit down on the 

bed. 

 
275. Both Sergeant 21 and PC 22 stated that they believed that, as a result of the 

push from Sergeant 21, Mr James sat down on the bed. Sergeant 21 stated that 

he managed to take the jumper from Mr James’s grasp, but as he straightened 

up after doing this and stepped backwards, Mr James kicked out, connecting 

with his left knee with what he described as a “glancing blow”. He said that this 

took him by surprise and did not cause any marks or injuries because Mr James 

was not wearing shoes. Sergeant 21 stated that Mr James was clearly angry 

and was directing his anger at him and PC 22. Sergeant 21 stated that the only 

thing that Mr James was saying at this point was the word “no” repeatedly. PC 

22 stated that, because of Mr James’s aggressive demeanour, they immediately 

left the cell and closed the door, leaving the clean t-shirt in the cell with Mr 

James. Sergeant 21 stated that, after leaving the cell, he told Mr James to calm 

down and told him that he had left the new t-shirt there for him to change into. 
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276. The above accounts of the two officers are consistent with the CCTV footage 

from inside cell M9. On this particular CCTV, at 8.39am the two officers enter 

the cell and offer Mr James a clean t-shirt and trousers, before attempting to 

take the jumper which Mr James had been wearing previously. One of the 

officers managed to obtain the jumper and Mr James can be seen to sit down on 

the bed. It is clear from the CCTV footage that Mr James did not fall onto the 

bed. 

 
277. Sergeant 21 stated that he approached the custody desk and explained to 

Sergeant 20 what had happened. He stated that he made an entry regarding the 

incident on the custody record at 8.47am while logged into Custody Sergeant 

20's computer account. He then continued with his duties. On the custody 

CCTV, Sergeant 21 and PC 22 can be seen returning to the custody desk area 

at 8.44am and Sergeant 21 can be seen to make the entry on the custody 

record referred to above. 

 
278. Custody Sergeant 20 confirmed that he gave up his position at the custody desk 

to Sergeant 21, who was covering the role while he had a break.  

 
279. At 9.18am on the CCTV from inside cell M9, you can see the hatch in the cell 

door opening. A corresponding entry on Mr James’s custody record is timed at 

9.25am and stated that Mr James was checked and that all was in order. 

 
280. At 9.26am on the CCTV from inside cell M9, Mr James can be seen to stand up 

quickly and to begin banging repeatedly on the cell door. 

 
281. Custody Sergeant 19 stated that at 9.29am, she could hear a banging noise 

coming from the cells and she looked at the CCTV cameras to see Mr James, 

who was wearing a top, pants and socks, kicking the door of his cell. Custody 

Sergeant 19 made an entry on Mr James’s custody record regarding this event. 

Custody Sergeant 20 also stated that he witnessed Mr James kicking the cell 

door via CCTV at this time. 

 
282. A further entry on Mr James’s custody record timed at 10.17am indicates that Mr 

James was checked in his cell and was resting.  

 
283. I have viewed the CCTV and I am unable to find a corresponding visit to this 

entry on the custody record at 10.17am. It is a possibility that this check was 

completed using CCTV. If this is the case, then it would be inconsistent with the 

requirement for physical checks.  

 
284. Temporary Inspector 23 stated that he attended the custody unit to conduct a 

review of Mr James’s detention. He explained that the Police and Criminal 

Evidence Act (PACE) requires regular reviews by an Inspector to ensure that 

the detention of any person in custody is lawful and necessary. He stated that, 

having reviewed Mr James’s custody record and spoken with the investigating 
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Officer PC 22, he was satisfied that Mr James’s detention continued to be 

appropriate and that he asked Detention Escort Officer (DEO) 24 to accompany 

him to Mr James’s cell so that he could speak with him and hear any 

representations from him before completing his review. He clarified that it was 

his usual practice to ask a detention officer to accompany him when completing 

reviews. Inspector 23 stated that he observed Mr James on CCTV and could 

see that he was lying underneath his blanket on his bunk. 

 
285. Inspector 23 stated that XXXXXXXXXXXXXXXXXXXXXXXXX XXX XXX XXXX 

XXXXXXXXXXX XXXX XX XX when the door was opened, Mr James was still 

under his blanket. He stated that he was on the right-hand side of the door and 

DEO 24 was on his left. He stated that he remained one step inside the cell 

while DEO 24 walked further inside.  

 
286. Inspector 23 stated that he attempted to engage Mr James in conversation 

regarding the blanket in the toilet pan, asking him how it had got there XXXXX 

XXXXXXXXXXXXXXXXXXXXXX. He stated that Mr James did not speak to him 

but began to get up from his bed and DEO 24 told him not to get up on two 

occasions, to which Mr James did not respond. Inspector 23 stated that he was 

standing approximately one metre inside the cell with DEO 24 to his left when 

Mr James suddenly “charged at him”. He stated: “It is difficult what to say what 

his intention was, whether it was too specifically to assault me or to escape from 

the cell. I was standing right in the doorway and it would have been impossible 

for someone to leave the cell with me standing there, without coming into 

physical contact with me. As he had come at me, I found myself physically 

engaged with him in a face to face wrestle. Due to his forward momentum and 

physical stature he was able to force me out of the cell. I was alarmed by the 

ease at how I was forced out of the cell —I am six foot two inches tall and weigh 

approximately 18 stone. This physical encounter is difficult to recall in detail but 

my recollection is that before I realised what was going on I was facing the 

opposite wall in the corridor.” 

 
287. DEO 24 stated that, after Inspector 23 was forced out into the corridor into the 

gap between the doors of cell M9 and cell M10, he made the decision to close 

the door to cell M9. He stated that he then attempted to assist Inspector 23. He 

stated that Mr James noticed his approach and attempted to kick out at him with 

his right leg. DEO 24 stated that, in response to this, he took hold of Mr James’s 

right leg and that Mr James then tried to gouge at his scalp with his fingernails. 

He stated that he retained his grip on Mr James’s right leg and pulled it up in an 

attempt to get him off balance. 

 
288. Inspector 23 stated that he made several attempts to activate the alarm and was 

eventually successful in doing this. 

 
289. The CCTV footage of the incident from inside cell M9 showed that at 

10.27.03am, Mr James got up from his bed and charged out of the cell. As soon 
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as Mr James is out in the corridor, the cell door is closed. From the CCTV 

footage in the corridor, Mr James’s hands made contact with the shoulders of 

one of the officers and he is pushed towards the opposite wall of the corridor. 

The officer can be seen to use his right arm to push his weight backwards 

towards Mr James, and his body pushes Mr James’s body back against the wall, 

just next to the cell door. The officer then uses his right arm and his body to 

push himself to a different angle, so that he is more side-on to Mr James, rather 

than in front of him. He is then seen to push Mr James down the corridor away 

from the camera in the direction of the other officer, using his body. Mr James’s 

arms are still on the officer's shoulders. 

 
290. The next section of the report is a brief summary of the timings from the various 

CCTV footage. From the time Mr James exited the cell, until the time the 

ambulance was called, was a total of 5 minutes and 6 seconds. 

 

The timings of the CCTV evidence 

 
291. From the CCTV at the custody desk the following can be heard.  

 
 10.29.12am (10.27.03am inside cell M9) – a bang followed by an alarm 

and several officers run towards the male cell block area.  

 
 10.32.22am – Handcuffs are requested and given to PC 22.  

 
 10.33.56am – someone asks Custody Sergeant 19 to call an ambulance.  

 
 10.34.18am - Custody Sergeant 19 calls an ambulance and explained 

there is a semi-conscious man in custody. 

 
 10.35.36am – someone says Mr James is conscious and breathing.  

 
 10.36.55am – Custody Sergeant 19 finishes the call for an ambulance.  

 
 10.36.56am – a defibrillator is requested and handed to an officer.  

 
 10.38.30am – the man is now unconscious.  

 
 10.39.50am – paramedics arrive.  

 
 11:01:30am – paramedics leave with Mr James.  

 

Accounts of the incident provided by police officers and police staff 

 
292. Custody Sergeants 21, 20 and 19 together with DEO 25, all stated that they 

reached the cell rapidly upon hearing the alarm, joining DEO 24 and Inspector 

23, who were already there. 

 
293. DEO 25 stated that he saw Mr James struggling with DEO 24 and Inspector 23. 

He observed that Mr James was over six feet tall with a large, stocky build and 
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at this time Mr James was sweating. He stated that it was necessary to take Mr 

James to the ground in order to restrain him safely and that he considered 

whether he could take him to the ground with a leg sweep. DEO 25 said that, 

while he considered this option, he did not have room to execute the leg sweep. 

DEO 25 stated that he decided to push Mr James to put him off-balance and he 

recalled pushing Mr James to his chest with both hands and that this action was 

effective.  

 
294. Inspector 23 stated that Mr James initially remained upright and he decided that, 

in order to bring him under control and restrain him in a safe manner, it was 

appropriate to take him to the floor, in line with his training. He stated that he 

therefore attempted an approved knee strike, meaning that he attempted to use 

his knee to strike the fleshy, muscular part of Mr James’s thigh. He stated that 

he did not know whether his knee made contact with Mr James’s thigh, but it 

was almost immediately after this attempt that Mr James fell to the floor. DEO 

25 stated that Inspector 23 appeared to have a grip on Mr James’s arm and this 

caused him to fall to the floor in a more controlled manner. DEO 25 also added 

that he did not see anything to indicate that Mr James had suffered any injuries 

after he fell to the floor. 

 
295. The CCTV footage from the corridor shows Mr James being taken to the floor. In 

my opinion, it appears that Mr James was taken to the floor hard and quickly 

and not in the controlled manner as stated.1 

 
296. Inspector 23 stated that, at some stage, he began to plan where they would take 

Mr James in order to carry out a “Safe Cell Procedure”, which he explained 

involved escorting Mr James to the nearest available safe cell. He stated that he 

noticed that the door to Cell M9 was closed and that he decided that, although 

cell M10 did not have the same monitoring equipment as Cell M9, it was the 

easiest safe cell to get to, so he opened the door of cell M10. 

 
297. Custody Sergeant 20, who was still in the custody unit, stated that he heard 

DEO 24 shout “Boys! Boys! We need help!” He stated that he then ran to Mr 

James’s cell as fast as he could with Sergeant 21 running behind him. He stated 

that when he got there he could see Mr James on the floor and he was “kicking 

out with some speed and force at both officers, who could not seem to get hold 

of him.” He stated that he heard DEO 24 shout instructions to Mr James, telling 

him to "stop struggling." He commented that he had already observed Mr 

James’s stature when interacting with him previously and he believed that he 

was at least 6 ft 3 inches tall and weighed at least 20 stone. 

 
298. Custody Sergeant 20 stated that he went straight to Mr James’s shoulders, neck 

and head and noticed that he was hot and sweating. He added: “The power of 

                                                 
1 The review of CCTV as described is the opinion of the investigator. Any panel or tribunal will reach 
its own opinion or findings of the CCTV footage.  
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Mr James was incredible, he was red faced, and in a rage. His position enabled 

him to kick out at officers.” He added that he attempted to use his knees to put 

his weight through Mr James’s body to force him down and backwards and that 

momentarily his knees rested on Mr James’s upper chest and shoulder. He said 

he was quickly dislodged from this position due to the power of Mr James. 

Custody Sergeant 20 stated that Mr James was directing his head towards his 

groin, which he believed was in an exposed position as he leant over Mr James 

while trying to restrain him. He stated that Mr James was also gnashing his 

teeth. Custody Sergeant 20 stated that he therefore put his hands out towards 

Mr James’s head and neck in an attempt to stop him doing this, but Mr James 

turned to his right and away from his attempted hold. He stated that he then 

tried to prevent Mr James from striking him or pushing him away with his right 

arm. He said that Mr James continued kicking out, making his upper body jerk 

and difficult to control. Custody Sergeant 20 stated that he remained concerned 

about the vulnerability of his groin area to Mr James’s head and he therefore 

grabbed hold of Mr James’s head and pushed it down and away from him. He 

added that Mr James was continuing to gnash his teeth at this point. He stated 

that Sergeant 21 and DEO 24 were attempting to communicate verbally with Mr 

James, giving him instructions to “stop fighting” which had no effect. As such, 

there was limited value in Custody Sergeant 20 making further attempts to 

communicate with him, although he believed that he did try to do this on one 

occasion. Custody Sergeant 20 stated that he slapped Mr James’s temples with 

open hand strikes several times in a short burst, in an attempt to shock him out 

of his current behaviour, although there was not much power in these slaps as 

the position he was in meant that he could not move his hand backwards 

sufficiently enough to deliver power to these strikes. These strikes did not stop 

Mr James’s aggressive behaviour, but he said that he did stop jerking his head 

towards his groin.  

 
299. Custody Sergeant 20, in an observation which was echoed by a number of the 

other officers, stated that, throughout the incident, Mr James remained silent 

and did not swear or make any demands. He stated that Mr James appeared to 

be “in a blind rage”. He also added that space constraints were an issue, as the 

corridor between cell M9 and M10 was only four feet wide. 

 
300. Sergeant 21 stated that, when he arrived at Mr James’s cell, he could see Mr 

James “thrashing around” on the floor with Custody Sergeant 20 on his knees to 

his left side. DEO 25 and Inspector 23 were also on his left side. DEO 24 was 

on his right-hand side standing up. Sergeant 21 stated that he pushed past DEO 

24 and tried to pin down Mr James’s right arm, but he continued to resist and to 

writhe around on the ground. He stated that at this time he did not believe that 

they had Mr James under control.  

 
301. DEO 25 stated that, working as a team, they managed to turn Mr James onto 

his front, but he continued to struggle and his strength was “exceptional”. He 
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stated that Sergeant 21 had hold of Mr James’s right arm and Custody Sergeant 

20 had his left arm. Custody Sergeant 20 stated that he never had full control of 

Mr James during the incident and that he was fearful for his safety if Mr James 

managed to break free from his limited hold. 

 
302. PC 22 stated that he was not able to get any closer to Mr James than his feet 

because of the number of officers in the corridor. He stated that he gave his 

handcuffs to either Custody Sergeant 20 or Sergeant 21. Custody Sergeant 19 

stated that her body was moving up and down as she attempted to gain control 

of Mr James. PC 22 stated that he attempted to apply leg restraints to Mr James 

because he was concerned that he was kicking out and that this could cause 

injury to himself or his colleagues, but Mr James managed to break free from 

the leg restraints. XXXXXXXXXXXXXXXXXX XXXXXXXXXXXXX XXXXX XXXX 

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 

 
303. DEO 25 stated that, as Mr James had broken free from the leg restraints, he 

moved down to the area of Mr James’s buttocks and attempted to deliver a knee 

strike to the area of his right thigh. The first strike was ineffective due to the 

limited space, so he made a further attempt to deliver a knee strike which was 

also ineffective. He stated that he then attempted to deliver a punch with his 

clenched fist in an attempt to gain control of Mr James’s leg, but due to the 

limited space, the punch was only of a medium strength and did not have the 

desired effect. 

 
304. Sergeant 21 stated that he attempted verbal communication with Mr James, but 

he did not appear to hear him. All the police officers and police staff present 

stated that Mr James said nothing during the entire incident and a number of 

them commented that this seemed unusual to them.  

 
305. Sergeant 21 stated that, as the struggle continued, Mr James pulled his arm out 

of his grip and pushed it underneath his body. He added that “I was surprised at 

the strength Mr James had and he pulled his arm away from me as if I were a 

child”. Sergeant 21 stated that the way that Mr James had pulled his arm away 

from him had frightened him, as it was clear that the police officers and police 

staff did not have Mr James under control.  

 
306. DEO 25 stated that he saw Mr James had managed to push his arm underneath 

his own body and that he took hold of his elbow to release his arm from this 

position. Having done this, he placed Mr James into an arm entanglement lock 

and shouted to the other officers that he needed some handcuffs. He stated that 

someone handed a set of handcuffs to him and he managed to place one side 

of the handcuffs onto Mr James’s right wrist. He stated that Mr James was 

continuing to resist and he had to keep a firm grip on the handcuffs. 

 
307. Custody Sergeant 20 stated that he continued to try to control Mr James’s upper 

body and left arm and that he struck Mr James with a clenched fist into the 
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exposed area of his rib cage on his left side. He stated that he did this hoping 

that he would induce Mr James to bring his arm into his side, which would then 

enable him to use an arm lock. However, he stated that this single strike was 

absorbed by the body mass of Mr James. 

 
308. Custody Sergeant 20 stated that, at one point during the struggle, he and 

Sergeant 21 both shouted to all officers present asking them to slow down. He 

stated that, in his experience, slowing the situation down can lead to the 

restrained person slowing down their own actions, which can help to bring the 

situation back under control. 

 
309. Custody Sergeant 20 recalled that he adjusted his position and used his body 

weight to try and restrain Mr James. He described placing his left knee across 

the body of Mr James, which was turned away from him. He said that his knee 

was over Mr James’s shoulder and neck but his upper body was so broad, that 

his leg did not cover it properly. He stated that he gave up trying to apply a rear 

arm lock to Mr James’s left arm and placed his right foot on Mr James’s left 

elbow, leaving his hands free to attempt to control Mr James’s upper body and 

head and reducing the risk of Mr James from thrashing his left hand at him. He 

stated that he was aware of the need for Mr James to be able to breathe and 

that he only exerted enough downward pressure to keep Mr James in a stable 

position, although he never managed to achieve control. He commented that Mr 

James’s physical resistance did not reduce at this point. He stated that he 

remained in visual contact with his face which still had colour and he “could see 

his cheeks puffing and blowing”. 

 
310. Sergeant 21 stated that he was fearful of Mr James getting up from the floor and 

the issues associated with trying to control him if he did. He stated that he 

considered the options that he could use to control him while he was still on the 

floor. He stated that he decided that striking Mr James while he was on the floor 

would not be appropriate and that the use of PAVA spray (commonly known as 

pepper spray) was the only viable option. Sergeant 21 stated that he rarely wore 

his personal police equipment such as his baton and PAVA spray while in the 

custody unit, so he shouted to PC 22 and asked him to give him his PAVA 

spray, which he did. He stated that he was not able to spray Mr James directly 

in the eyes using the PAVA spray because of the position of his arm and 

because he was face-down. He decided to deploy the spray as he hoped it 

would bounce up or run into Mr James’s eyes. He said that the spray was not 

effective and Mr James continued to struggle as before. 

 
311. All the police officers and staff present stated that they were temporarily affected 

by the PAVA spray, but that Mr James remained unaffected. DEO 24 stated that 

he stood up to rub his face to deal with the effects of the PAVA and that, when 

doing this, he placed his foot on the back of Mr James. He said that he did not 

apply any pressure to Mr James’s body. Inspector 23 stated that, because of the 
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fast-moving situation, he struggled to find the correct key to open the nearby 

door to the exercise yard to relieve the effects of the PAVA, but eventually 

managed to do this. From this point onwards, the CCTV is obscured by the 

opening of this door and the cell door to M10.  

 
312. Inspector 23 stated that he applied a set of handcuffs, which he had found on 

the floor, to Mr James’s right wrist. He stated that he did not know where these 

handcuffs had come from. Custody Sergeant 20 stated that, on seeing that one 

set of handcuffs had been applied, he shouted a request for more handcuffs to 

all officers present, as he considered that one set of handcuffs would not be 

sufficient to restrain Mr James as both arms would not go behind his back due 

to his size. He stated that he ruled out the option of bringing Mr James’s left arm 

round in front of his body to join his right arm as the space constraints did not 

allow for this. PC 22 then arrived with the prisoner escort handcuffs and Custody 

Sergeant 20 asked him to get a set of ‘quick cuffs’ as he believed that the 

transport handcuffs would not allow for any control of Mr James. 

 
313. Sergeant 21 stated that, as the struggle continued, he supported Mr James’s 

head to prevent him from suffering a head injury from the force of his own 

movements. He stated that, as he was doing this, Mr James grabbed hold of 

one of his fingers with considerable force and squeezed and he repeatedly 

shouted “let go of my finger”. He eventually had to bend Mr James’s little finger 

back in order to make him do this. 

 
314. DEO 24 stated that he asked PC 22 for his ASP (police baton). He stated that it 

was his intention to ask an officer who was trained to do so to apply a technique 

involving the placement of a baton across the ankles of a person to secure their 

legs while leg restraints are applied. Sergeant 21 stated that he took hold the 

baton which was on the ground and attempted to apply this technique. XX XXX 

XXXXXXXXXXXXXX XXXXXXXXXXX XXXXXXXXXXXXXXX XXXXXXXXX XX 

XXXX XX All the police officers and police staff stated that Mr James continued 

to struggle and PC 22 specifically stated that he believed the leg restraints were 

not successfully re-applied. DEO 24 stated that the officer who was attempting 

to apply the baton to Mr James’s legs appeared to lose his grip on it, as he saw 

it “flying down the corridor”. 

 
315. Custody Sergeant 20 stated that he was holding Mr James’s arm and had his 

right arm at his back, near to the middle and that he had a secure hold. He 

stated that Mr James was no longer offering the same level of resistance and he 

looked at his face, which was still flush, and could see that his eyes were clear. 

He then noticed a quantity of blood, the volume of which he estimated was no 

more than a table spoon, on the floor underneath Mr James’s cheek and 

became concerned that Mr James may have a cut to the face or to the head. He 

stated that the blood was bright in colour and was floating in a clear liquid which 

he recalled looked like water. He recalled that in this liquid he could see what he 
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believed to be a single glasses lens, a few inches away from Mr James’s face. 

He believed that the glasses lens may have cut Mr James’s cheek. 

 
316. DEO 24 stated that he had previously received training from the Welsh 

Ambulance Service to provide advanced life support as a first responder. He 

recalled squatting down to hold Mr James and hearing someone saying that 

there was blood on the floor. He stated that he then looked over Mr James’s 

shoulders and saw black congealed blood on the floor. He stated that he then 

immediately checked Mr James’s carotid pulse in the left side of his neck, 

adding that at this time, Mr James was mobile, but his struggling had subsided. 

He said that Mr James was sweating and he still had a pulse. DEO 24 stated 

that he repeated this several times and asked for a blanket to support Mr 

James’s head. At this point, Mr James was on his right side and his chest was 

off the floor, and he was satisfied that he had a clear airway. DEO 24 checked 

for a pulse again but could not find one. He stated that he looked at Mr James’s 

face and noted that the colour had drained away. He therefore asked his 

colleagues to assist him with getting Mr James onto his back so that he could 

begin cardio-pulmonary resuscitation (CPR). 

 
317. Custody Sergeant 20 also recalled seeing the colour drain away from Mr 

James’s hands and face and blood dripping from his mouth. He stated that he 

saw a dark patch of blood near Mr James’s cheek area. He recalled DEO 24 

checking Mr James’s pulse. He stated that he believed DEO 24 said there was a 

pulse before asking his colleagues to assist with turning Mr James onto his 

back. 

 
318. DEO 24 stated that he shouted to colleagues that he needed an ambulance and 

a defibrillator as soon as possible and that he took his own shirt off in order to 

wipe blood from Mr James’s face before beginning to administer CPR. He 

administered CPR until the defibrillator arrived. Inspector 23 stated that, 

meanwhile, he made a request via radio to the central police control room for 

them to call an ambulance. 

 
319. Sergeant 21 stated that he applied the defibrillator to Mr James’s chest and the 

machine indicated that it was analysing Mr James before advising that no shock 

was administered and that CPR should continue. DEO 24 stated that he and 

Sergeant 21 then continued with CPR until the arrival of the paramedics. 

 
320. Inspector 23 stated that he was satisfied that Mr James was being attended to 

appropriately and that he therefore went to check on another detainee who was 

in the shower. He confirmed that the detainee was still showering and that he 

was not in a position to access other areas of the custody unit. 

 
321. In a statement to the IPCC, Mr J, the first paramedic to arrive at the custody 

unit, stated that he and his colleague, Mr K, were around the corner from 

Haverfordwest Police Station when they were asked to attend because 
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someone was unconscious in custody. Mr J stated that a male police officer 

called [Sergeant 21] met them when they arrived and that he had a look of 

concern on his face. This is consistent with the account of Sergeant 21, who 

stated that he held the door of the custody unit open for the ambulance crew. Mr 

J stated that the officer told him that there was an unconscious person in the 

custody unit. When Mr J asked him what had happened, Sergeant 21 

responded “The inmate was aggressive and when an officer opened the door he 

came at him and now he is unconscious on the floor”. Mr J stated that he asked 

Sergeant 21 if restraint had been used, to which he responded “Yes PAVA 

spray”. 

 
322. Mr J stated that, when he entered the custody unit, he saw three or four police 

officers and police staff standing over a large man whom he now knew to be Mr 

James. He stated that Mr James had a large abdomen, which made providing 

medical assistance more challenging. A man whom he believed was called 

[DEO 24] and whom he knew had worked in the local leisure centre (this is a 

reference to DEO 24) was bare-chested and was giving Mr James CPR. Mr J 

stated that DEO 24 was “doing an excellent job” and was directing other police 

officers who were providing assistance. Mr J said that he allowed the police 

officers and police staff to continue the CPR while he attempted to find a vein in 

Mr James. Mr J was unable to find a vein to insert a needle. Mr J then attached 

a manual defibrillator to Mr James, which showed that Mr James was in asystole 

(a term used to refer to a person with no heart rhythm, also referred to as ‘flat-

lining’) and that CPR continued to be the priority. He stated that he then asked 

his colleague to request another crew to attend, as two crews are required for a 

cardiac arrest situation. He said that the original call had stated that the incident 

concerned an unconscious person, which only required a single crew to 

respond. 

 
323. In a statement to the IPCC, Mr K stated that he asked DEO 24 what had 

happened and he was told that Mr James had “charged at us like a bull”. 

 
324. Mr J stated that, when the second crew arrived with additional equipment, he 

continued to try to find a vein in Mr James but was unable to do so. At this time, 

CPR was continuing. He stated that his colleagues assisted him to get Mr 

James onto a stretcher and take him to the ambulance. 

 
325. In a statement to the IPCC, Mr L, a technician with West Wales Ambulance 

Trust, stated that he was crewed with Mr M, Paramedic and was the second 

ambulance called to the scene to respond to a cardiac arrest. On arrival, he 

witnessed Mr James receiving CPR from police employees. He said that his 

colleague Mr K was working at his head on an airway and Mr J was attempting 

to find a vein. He collected a stretcher from the ambulance to take Mr James to 

hospital. He drove to Withybush Hospital with his three colleagues in the rear of 
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the ambulance. He gave the resuscitation team at Withybush Hospital 

information over the radio and asked them to prepare for Mr James.  

 
326. In a statement to the IPCC, Mr M, a Paramedic with West Wales Ambulance 

Trust, stated that he was on duty with Mr L, a Technician. He confirmed 

receiving a call about a cardiac arrest in Haverfordwest Police Station and, on 

his arrival, a man was doing chest compressions on Mr James.  

 
327. Mr K recalled that, as they left with Mr James to take him to the ambulance, he 

heard a tall uniformed officer whom he believed was in charge in the custody 

unit saying “Leave everything in it's [SIC] place. We have nothing to hide”. 

 
328. Sergeant 21 stated that he saw PC 22 recover his baton from where the incident 

had taken place and he told him to leave it where it was, which he did. He stated 

that the male corridor of the custody unit was then sealed off and everyone went 

to the officers’ rest room within the custody unit and remained there until 

directed otherwise. All the other police officers and police staff concur that they 

went to the rest room to await further instructions. Inspector 23 stated that he 

contacted the Force Incident Manager, who was able to make the necessary 

arrangements for the post-incident procedure (PIP). A PIP takes place 

immediately following serious incidents such as this. The process is overseen by 

senior police officers and, where possible, by the IPCC. It is designed to ensure 

that evidence regarding the incident is preserved, first accounts are obtained 

from those designated as principal officers, and the welfare of the staff involved 

is addressed. 

 
329. The incident was subsequently referred to the IPCC and three IPCC 

investigators attended Haverfordwest custody unit and the PIP. A forensic 

strategy was implemented to recover evidence and a number of scenes were 

identified and preserved.  

 
330. XXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXX XX XXX 

XXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXX XX XX XX 

XXXXXXXX 

 
331. [A doctor] examined Acting Inspector 23, Custody Sergeant 20, DEO 24 and PC 

22 and the following injuries were noted:-  

 
 Acting Inspector 23 – pain in the left elbow.  

 Custody Sergeant 20 – pain in right hip and left wrist.  

 DEO 24 – several scratches on his head.  

 PC 22 – no physical injury but felt stressed regarding the incident.  

 
332. All seven police officers and staff who were designated principal officers 

provided an initial account of the events as they recalled.  
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Other witnesses to the incident at Haverfordwest custody  

 
333. In a statement to the IPCC, PC 26 was in Haverfordwest Police Station when 

she heard an alarm activation over the radio. She stated that she attended the 

custody unit with PC 27 and looked down the male corridor. She said that it was 

obvious that something was going on down the male corridor. She witnessed a 

cell door was open and a large man on the floor. She said that DEO 24 was 

sitting on the man’s backside with his arms around his legs, lower thigh or knee 

area. She said that DEO 24 was puffed and his face was red. She said that the 

man on the floor was very still. She said that Inspector 23 asked her to go and 

get some keys and, while she was looking for the keys, she saw Custody 

Sergeant 19 with a set of keys going back down the male corridor. After this, 

she stood with PC 27 in the female shower block and did not witness anything 

further. She stated that she saw PC 27 who had told her that officers had taken 

a defibrillator down while she was looking for the keys. PC 26 said she heard 

Sergeant 21 shout for an ambulance. She said that the ambulance arrived 

quickly and two paramedics ran into custody. She left the custody unit shortly 

after the paramedics had arrived.    

 
334. PC 27 stated that she was on duty in Haverfordwest Police Station, became 

aware that someone had activated the emergency alarm and attended the 

custody block with PC 26. On her arrival, she heard a noise from the male 

custody block and could see a number of police officers and staff around a cell. 

Due to the number of police officers and staff present she could not work out 

what was going on. At some stage, she heard someone asking for a set of 

handcuffs. She was then asked by Inspector 23 to keep an eye on the man who 

was having a shower in the female block. She could not see what was going on 

in the male cell block from the shower area but heard someone shout “get an 

ambulance”. She then saw PC 22 running and getting a defibrillator. She did not 

go into the male cell block area and afterwards she was thanked for responding 

to the emergency alarm.   

 
335. PC 28 stated that she was on restricted duties in the front office of 

Haverfordwest Police Station when she heard the custody alarm activate. She 

said there was no response from custody staff by the control room so she 

decided to go to the custody unit and investigate. On arrival at the custody unit 

she heard shouting from the male custody block. She walked down the male 

custody block and heard a man say “I’ll break your fucking fingers” and words to 

the effect of “get off me or I’ll break your fucking fingers”. She then heard 

Inspector 23 inform the control room that no assistance was necessary. She 

asked Custody Sergeant 19 if there was anything she wanted her to do, and she 

was told no. She then saw a male officer, who she thinks was DEO 24, on his 

knees dealing with a male detainee by the cell door. XX XXX XXX XX XXX XX 
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XX XXX XXX XXX XXXXXXXXXXXX  X. She left the custody unit shortly after 

Custody Sergeant 19 said that she was not required.   

 
336. The IPCC also obtained statements from a number of detainees who were in the 

custody unit the same time as Mr James. One detainee described hearing a lot 

of shouting, banging, kicking doors, swearing and screaming. Another detainee 

said that he was in his cell and he believed that he heard an alarm sounding. 

The man thought the alarm sounded sometime during the night. Other detainees 

did not co-operate with the investigation. 

 
337. A duty solicitor who was in the custody unit at the same time as Mr James 

stated that he went to the custody desk and could see Custody Sergeant 19 

who told him that there had been an incident which was later confirmed to have 

been a death. He was told to wait in the interview room with his client and 

explain to them that he would not be able to leave for the time being. Neither the 

solicitor nor his client witnessed or heard anything further of the events relating 

to Mr James. From the CCTV, no member of the public witnessed the events 

involving Mr James.  

 
338. The medical notes regarding the incident record that the call to the ambulance 

service was received at 10.37am and an ambulance crew arrived at the custody 

unit two minutes later. The first ambulance crew were with Mr James at 

10.40am. Mr James was brought into Withybush Hospital at 11.14am and CPR 

continued until 11.27am with no response. Mr James was pronounced dead at 

11.30am. 

 
339. In a statement to Dyfed-Powys Police, XXXXXXXXX, the Health and Safety 

Manager at Withybush Hospital, stated that, at the time Mr James was in the 

hospital, six internal cameras were not working. These cameras covered the 

ambulance bay, doors, rear corridor and the resuscitation room corridor. On 

checking the system he stated that these cameras had not been working since 

21 September 2014.    

 
340. Some CCTV from Withybush Hospital was recovered and this showed Mr 

James being brought into the hospital by the ambulance crew.  

 
341. In a statement to the IPCC, Ms T, a registered nurse and junior sister at 

Withybush Hospital stated that she was on duty and had just finished dealing 

with a cardiac arrest patient when, about five minutes later, Mr James was 

brought in. A medical emergency team was already waiting for his arrival when 

the ambulance crew came in and was already doing CPR. The ambulance crew 

did a verbal handover and told the medical team that Mr James had been in a 

cell, was banging on the door, had ran out of cell, been pepper sprayed and had 

collapsed. She was told that Mr James was asystole on arrival and had a history 

of mental health.   
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342. In a statement to the IPCC, Ms N, an Accident and Emergency nurse in 

Withybush Hospital, stated that she was told that there was a patient who was 

causing problems in police custody, that he had been pepper sprayed and was 

arriving in hospital with a cardiac arrest. She looked up the effects of pepper 

spray on Toxbase (The primary clinical toxicology database of the National 

Poisons Information Service). She said that she saw the patient, who looked 

grey and had no signs of life, while the paramedics were conducting CPR.   

 
343. In a statement to the IPCC, Doctor O stated that, at 11.14am, Mr James was 

brought into hospital by ambulance staff. He was told that the patient had 

collapsed at 10.37am while in police custody, he had been pepper sprayed after 

running from his cell. He started doing ABCDE, which stands for airway, 

breathing, circulation (no pulse recorded), demeanour (not saying anything), eye 

or muscle movement (Mr James’s levels were that of a deceased person). He 

said that there were no obvious signs of any injuries other than scratches and 

bruises on his legs but these looked old. There were no signs of life and CPR 

was continued until death was certified.   

 
344. In a statement to the IPCC, Doctor P that, when Mr James was brought into 

hospital, he had no cardiac rhythms and outputs. He stated that his venous 

blood gas showed loss of acid and the pH level was 6.8, which is a level 

incompatible with life. He also said that his lactate acid levels were greater than 

20, which is also a level where the patient is unlikely to survive. He said that one 

of the team contacted Toxbase for the effects of pepper spray as he did not 

have any experience of someone being treated following this. He was informed 

that there was no antidote for the effects of the pepper spray. The period of 

treatment was 13 minutes, when the team agreed to stop resuscitation, and he 

declared Mr James deceased at 11.30am.   

 

Expert evidence 

 
345. I obtained the following expert evidence/opinion to assist me with the 

investigation.   

 

Examination of Mr James’s vehicle  

 
346. Arrangements were made to have Mr James’s vehicle examined to retrieve the 

contents contained within the vehicle and to confirm if there were any signs of 

damage as a result of the road traffic incident in Llanrhystud.   

 
347. On 13 February 2015, Ms V, a crime scene investigator from Dyfed-Powys 

Police, carried out an examination of a Fiat Panda index number XXXXXX. Also 

present during the examination was Mr Simon Fuller, a Lead Investigator with 

the IPCC.  
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348. The crime scene examiner concluded that there was no visible impact damage 

internally or externally to the vehicle.  

 
349. The following items were recovered from the vehicle and handed to Mr Fuller: 

 
 7 x strip (intact) olanzapine 10mg 

 14 x strip (5 tablets still in strip) sertaline 100mg 

 7 x strip (3 tablets still in strip) lansoprazol 15mg 

 

Inspector Michael Brown 

 
350. Inspector Brown is a serving police officer, a lecturer and author of the 

'MentalHealthCop” blog since 2011. He is currently seconded to the College of 

Policing as the national mental health co-ordinator. He has been recognised by 

the UK’s leading mental health charity, MIND, for his work on social media. In 

2015, he was awarded the President’s Medal by the Royal College of 

Psychiatrists for a significant contribution to the lives of people with mental 

illness.  

 
351. I provided Inspector Brown with a briefing on the circumstances of the events of 

30 and 31 January 2015. Inspector Brown stated the following: 

 
352. “If it is clear that Section 136 of the Mental Health Act was instigated after the 

incident with the motorist and the finding of anti-psychotic medication, then it 

was still running in A&E, (Bronglais, Hospital). Section 136 of the Mental Health 

Act comes to an end by law, when a doctor decides that the person is not 

mentally disordered within the meaning of the Act; or when an Approved Mental 

Health Practitioner (AMPH) has made necessary arrangements for that person’s 

treatment or care. Police officers cannot instigate it and then just unilaterally 

decide to un-instigate it. Moreover, did A&E know that he had been detained 

under section 136 and were they agreeing to his ongoing detention pending 

assessment or (more realistically) were they unaware of any legal framework 

around him, hence they discharged him to the care of a friend without asking for 

any further mental health assessment”.  

 

Examination of Haverfordwest custody unit 

 
353. The scene of the incident was preserved and was subsequently examined and 

videoed by crime scene investigators from Dyfed-Powys Police during the late 

evening of 31 January 2015. The examination of the incident scene was 

requested and overseen by IPCC Investigators. The notable findings from the 

scene examination included blood stains in the corridor between cell M9 and 

M10 and in cell M10 itself. Some clumps of hair, a large amount of faeces and 

soiled bedding were also found down the toilet in cell M9.  
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Defibrillator examination 

 
354. The defibrillator which the police used on Mr James was seized from 

Haverfordwest custody unit.  

 
355. I personally took the defibrillator to the manufacturer Laerdal in Kent and asked 

them to examine the device. I asked the manufacturer to establish whether the 

defibrillator was working properly when it was used by police officers and staff 

on 31 January 2015.  

 
356. The manufacturer of the device confirmed that the defibrillator was working 

correctly and that, on its last use, it had analysed the patient's heart rhythms 

twice but on both occasions had correctly advised that no electric shock should 

be administered because the patient heart was in a ‘non-shockable rhythm’. 

Their report stated that the manufacturer was unable to confirm the date and 

time when the device was last used, as that particular model did not have the 

facility to record this information. As the defibrillator was seized from 

Haverfordwest Police Station soon after the incident involving Mr James, I am 

confident that this was the device that police officers and staff used on Mr 

James.  

 
357. This data is also consistent with the accounts provided by Sergeant 21 and DEO 

24, who both stated that the defibrillator advised no shock and to continue with 

CPR.   

 

Post-mortem examination and toxicology results 

 
358. The post-mortem examination of Mr James was conducted by Home Office 

pathologist, Dr Deryk James of the Wales Institute of Forensic Medicine on 4 

February 2015. I and another IPCC investigator attended the examination and 

provided the pathologist with a briefing.  

 
359. In addition to this examination, Dr James also drew on results of toxicology tests 

which were conducted by XX XXXX XXXXXX a Forensic Toxicologist Expert.  

Dr James stated the following in his statement: 

 
“There is no evidence of any injury, drug level or unexpected natural disease 

sufficient in isolation to explain death. 

The elements which are relevant to the mechanism of death are: 

• An acute change in behaviour, including agitation and aggression, in a man 

with bipolar affective disorder on long-term medication that has recently been 

changed. 

• An episode of sudden exertion including struggle against physical restraint 

causing restriction of breathing and/or hyperventilation and soft tissue bruising. 



Meirion James – Final report (redacted)  65 

• Consequent physiological stresses such as acidosis and raised body 

temperature possibly affected by exposure to PAVA. 

• Consequent psychological stresses such as anxiety, pain, fear and entrapment 

possibly affected by exposure to PAVA.” 

 
360. Dr James further concluded that Mr James had a number of external injuries, 

including three of the eight bruises which were examined under a microscope, 

which had an appearance in keeping with having occurred during restraint.  

 
361. He added that “There are no internal injuries associated with the externally 

visible injuries of any consequence — bruising is present in the tissues 

immediately underlying the skin (where overlying injury is visible) but there is no 

extensive haemorrhage in the soft tissues, no fracture of any bone and no 

damage to any of the internal vital organs.” 

 
362. Dr James concluded that: 

“[...] it might be said that anybody displaying a profound acute behavioural 

disturbance who is then subjected to significant struggle against restraint is in 

jeopardy of sudden collapse. Further stressors — either psychological or 

physiological — may also be involved with the outcome depending on what 

effect they have in a particular individual. 

“Such a situation begs the question of whether the effect of any individual factor 

may be weighed. Unfortunately, one cannot regard the circumstances around 

such deaths as displaying a step-by-step progression to death. This is not a 

situation where a causes b causes c causes d etc; it is a situation where there 

are multiple interlinked systems which control the body's vital functions and 

which are in a constant state of modification. The precise way in which an 

individual factor affects such a complex system depends greatly on how that 

system is functioning at a particular time — a matter which cannot be modelled 

due to its complexity. All that may be said is that any factor which may have an 

effect on the systems controlling heartbeat and breathing is liable to have played 

some part in the mechanism by which death eventually occurred, though it may 

well be that death could have occurred at a similar time in the absence of any 

one individual factor. The only exception to this I would make would be to say 

that struggle against restraint and acute behavioural abnormalities are factors 

which are almost universally present together in deaths such as this one. 

“In my view, the closest one can get to a ‘cause of death’ is a brief narrative as 

follows: 

1a. Sudden death in a man with a Body Mass Index of 38 suffering an acute 

behavioural abnormality in a background of bipolar affective disorder treated 

long-term with neuroleptic drugs, during struggle against physical restraint and 

after exposure to PAVA.” 
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363. After the post-mortem examination, I was made aware by Dyfed-Powys Police 

that Mr James’s body was accidentally dropped by a member of the mortuary 

staff before the post-mortem examination took place. Dr James was informed of 

this information before he submitted his full report.  

 

Analysis of PAVA spray 

 
364. Dyfed-Powys Police Professional Standards Department were asked to send 

the canister of PAVA spray that was used on Mr James to an independent 

forensic laboratory. The forensic scientist was asked to establish whether the 

canister contained any noxious substances in order to determine whether or not 

it is subject to Section 5(1) (b) of the Firearms Act 1968.  

 
365. Ms Q is a Forensic Scientist for LGC Forensics and on 30 March 2015 provided 

a statement to the IPCC.  

 
366. In her statement, she stated that PAVA (pelargonic acid vanillylamide, also 

known as nonivamide) is a powerful irritant which is obtained from peppers such 

as paprika and cayenne. It causes a burning sensation when it makes contact 

with the eyes, soft tissues of the face and the mucous membranes of the nose 

and mouth. PAVA can also cause coughing, a feeling of tightness in the chest 

and nausea.   

 
367. The results of this analysis were that the canister used on Mr James contained 

PAVA, a noxious substance. In her opinion the canister discharged a noxious 

substance and is therefore subject to Section 5(1) (b) of the Firearms Act 1968.  

 
368. In a statement to the IPCC, Mr R, also a Forensic Scientist for LGC Forensics 

concluded that maximum contents discharged from the canister during the 

incident with Mr James would be less than 16.621g and could be significantly 

lower. He stated that this weight equates to less than 19 per cent of the 

canister’s contents.  

 
369. As noted above, Dr James concluded in his post-mortem report that the 

exposure to PAVA was one of the contributing factors in the multi-faceted death 

of Mr James. 

 

Training of custody officers and staff 

 
370. In a statement to the IPCC, PC 29, who is Dyfed-Powys lead trainer in personal 

safety, confirmed that Temporary Inspector 23, Custody Sergeants 21 and 20, 

PC 22 and DEOs 25 and 24 had completed all of the required custody refresher 

training and first-aid training courses. 
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371. The IPCC also obtained training materials regarding the treatment of people 

with mental health problems while in custody, which was delivered to officers 

and staff during the custody refresher training.  

 

Expert opinion of Sergeant Christopher Morrow of the Metropolitan Police 

 
372. Following discussions with the College of Policing to identify a suitable expert 

able to provide an opinion regarding the restraint techniques used during the 

incident, I obtained an expert opinion consisting of two witness statements from 

Sergeant Christopher Morrow of the Metropolitan Police.  

 
373. Sergeant Morrow is head of the Metropolitan Police Officer Safety Training Unit 

and is Secretary to the National Police Chiefs’ Council (NPCC), Self Defence 

and Restraint Practitioners’ Group, which is responsible for national personal 

safety training policy and guidance. Sergeant Morrow was provided with the 

CCTV footage of the incident and the full statements of all those who were 

involved in or witnessed the restraint of Mr James. 

 
374. Sergeant Morrow provided background information regarding the factors 

affecting how restraint is carried out and regarding the various restraint 

techniques available to officers, as follows: 

“In general, the period that leads to the initial control of a violent individual is 

usually fluid and dynamic. It is far less structured and significantly more frenetic 

than training scenarios, where restrictions imposed by health and safety 

legislation precludes training that would in any way approach the hostility and 

intensity often apparent in a live incident. I believe this is particularly relevant to 

spontaneous incidents, whereby officers have to react to a violent person's initial 

actions and, as such, are initially engaged in a form of catch up defence/offence. 

The actions of violent individuals are often very dangerous, unpredictable and 

concerted. Restraint of violent subjects is therefore generally a high risk process 

and dealing with violent interaction at close quarters clearly offers a greater 

potential for physical injury. As a consequence, violent individuals are frequently 

restrained in a prone position, sometimes through imbalance and other times for 

tactical reasons, as it is often the safest place (for all) to achieve a degree of 

control. In cases involving prone restraint, the medical implications of positional 

asphyxia should be a significant risk factor considered by officers and central to 

their training. Tactical options available to reduce this risk include side restraint 

and/or getting the individual to a sitting, kneeling or standing position as soon as 

is practicable, dependant on the circumstances. During restraint, control can be 

obtained by either restricting limbs, utilising joint locks, use of handcuffs and leg 

restraints and balance displacement.” 

 
375. Concerning balance displacement, Sergeant Morrow stated that: “If a balance 

displacement technique is used rapidly, yet controlled, it is feasible that the 
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subject may be psychologically shocked because of the speed and dynamics of 

the technique, thereby giving an advantage to the officer.” 

 
376. Regarding unarmed skills, Sergeant Morrow stated: “strikes are taught within 

personal safety training to achieve a variety of outcomes, generally in an 

attempt to control a violent person. There are three strike principles of control, 

namely distraction, motor dysfunction and mental stunning. Distraction 

techniques involve the introduction of a stimulus to interrupt a person's thought 

processes and derail their train of thought, which in turn may weaken their 

resistance. Dysfunction techniques over stimulate motor nerve points throughout 

the body, which may result in temporary muscle impairment. The application of 

fluid shock is likely to stimulate underlying nerve tissue much more effectively. In 

effect such a technique may physically shut down a limb, so that it is temporarily 

incapable of being used, for example a dead leg. Mental stunning involves 

stimulation or overwhelming sensory input to areas of the body, specifically 

those in close proximity of the brain that is sudden, intense and unexpected. 

Therefore strikes delivered to the upper arms, neck or head areas of the body 

may lead to a subject's temporary inability to process any information or focus 

any thoughts. Multiple strikes are to be considered where initial strikes are 

unsuccessful or ineffective to create an overloading effect on the person, should 

it be reasonable in the circumstances.” 

 
377. Regarding irritant sprays such as the PAVA spray that was used in this incident, 

Sergeant Morrow stated: “Irritant sprays are designed to incapacitate violent and 

aggressive individuals who could not otherwise be restrained without risk to the 

officer or others. Irritants are designed to temporarily reduce the capacity of 

most individuals to offer resistance or violence. [...] PAVA (Pelargonic Acid 

Vanillylamide) contains Nonivamide which is a synthetic equivalent of capsaicin, 

the active ingredient in natural pepper sprays. Nonivamide has been used for a 

number of years in pharmaceuticals, such as pain relieving balms and as a 

flavouring additive in foodstuffs available in the UK and Europe.” 

 
378. Concerning how the PAVA spray should be used, Sergeant Morrow further 

added: “Irritant sprays should generally be used at distances between 1–3.5 

metres (3–10 feet) from the subject. At distances closer than 1 metre (3 feet), 

there is a possibility that the stream of irritant solution could cause damage to 

the eye. However, circumstances may dictate such use, which will need to be 

shown to be necessary and proportionate. The target area for PAVA is the 

subject's eyes. If necessary, a short burst may be repeated if the first application 

is unsuccessful, but this will need to be justified. If the desired effect is not 

achieved, then officers should consider their next tactical option.” 

 
379. Sergeant Morrow also pointed out that irritant sprays such as PAVA will not 

work in all situations and that they may even cause a person to become more 

aggressive. He stated that: “There can be a number of reasons why an irritant 
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spray may not have the desired effect. For example, the canister may fail to 

function, the person is under the influence of drink and/or drugs, the person has 

a positive and determined state of mind, the person closes the officer down 

thereby preventing the use of the spray, the person protects the intended target 

area, thereby preventing the spray making contact, and the officer could simply 

miss the target.” 

 
380. Regarding the use of handcuffs, Sergeant Morrow stated that compliant 

detainees are normally handcuffed to the front, whereas non-compliant 

detainees are generally handcuffed to the rear. He further emphasised that each 

use of handcuffs must be justified in the circumstances and could otherwise 

constitute an assault. 

 
381. Sergeant Morrow stated that there is specific training in the use of limb 

restraints. Officers are taught to use them when a handcuffed detainee has 

been taken to the ground but continues to resist violently. Limb restraints can be 

used in order to reduce the risk of injury to officers and the person being 

detained and enable them to be moved safely. 

 
382. Sergeant Morrow stated that “it is often inappropriate for another to comment 

directly on the appropriateness of officers’ actions. However, in a personal 

safety training scenario-based training (which allows officers use of force 

decisions to be examined and discussed in a safe but semi-realistic/stressful 

environment), I would expect the vast majority of officers placed in a similar 

situation to react in the manner described in this incident.” 

 
383. Based on the evidence he was provided with, I asked Sergeant Morrow to 

provide a further statement detailing whether or not he had any concerns 

regarding the interaction between Mr James and officers involved in the 

restraint. I also asked him to comment on whether the officers began to treat the 

situation as a medical emergency at an appropriate time during the restraint.  

 
384. Sergeant Morrow stated that it was his opinion that “the officers acted 

professionally, diligently, and in line with their Personal Safety Training” and that 

he did not have any concerns regarding this matter. He also stated that although 

he is not an expert in emergency medicine, he has been a police officer for 28 

years, a supervisor for 15 years and has previously been an emergency life 

support instructor for the Metropolitan Police, and the officers moved 

expeditiously from restraint to providing medical aid. 

 Health and Safety Executive investigation 

 
385. During the course of the IPCC investigation, I provided the evidence I had 

gathered to the Health and Safety Executive, to enable them to investigate any 

potential breaches of health and safety legislation regarding this incident.  
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386. On 30 June 2015, a representative for the Health and Safety Executive 

confirmed that they had completed their review of the evidence in the case and 

had found no potential breaches of health and safety legislation. They decided 

that they were not investigating the matter further. 

 Hywel Dda local health board investigation 

 
387. On 13 May 2015, XXXXXXXX a Manager in Hywel Dda Health Board and 

Doctor G, a Clinical Lead in Accident and Emergency compiled a concise 

investigation report regarding Mr James’s time in Bronglais Hospital on 30 

January 2015. The final report was approved by XXXXXXXXXX the Clinical 

Lead in Unscheduled Care.  

 
388. The terms of reference for the investigation were to review the case to ensure 

discharge was appropriate for Mr James following his admission under arrest 

following a minor road traffic collision. 

 
389. Following a review of the notes and accounts from staff involved with Mr James, 

the investigation established that Mr James’s behaviour in the Accident and 

Emergency Department was wholly appropriate and that he was co-operative at 

all times during the initial examination and ongoing care. 

 
390. The attending doctor (Dr F) did not find any concerns to warrant Mr James being 

referred to the Mental Health Crisis Team. The doctor had considered the risk of 

self-harm, but from the assessment and the behaviour Mr James exhibited, his 

conclusions were that there was no intent for self-harm or harm to others. The 

case was discussed with the Consultant in Charge (Dr G) who confirmed that he 

agreed with the care, treatment plan and discharge from acute care. 

 
391. The investigation noted that Mr James’s blood results were raised in some of 

the components, namely creatinine, which was raised over base line, and 

increased white cell count. The raised creatinine level was most likely to have 

occurred from muscular damage from the minor road collision and resisting 

arrest. There were sounds heard in his lower lungs, indicating a chest infection, 

for which he was given antibiotic therapy which commenced prior to his 

discharge. 

 
392. An entry was made by Dr F in the clinical notes on the last page which appeared 

to have been written retrospectively. Dr F explained that he had discussed the 

case with Dr G and he had used a different pen and he would not have had 

access to the clinical notes following Mr James’s discharge. This explanation 

was accepted by the investigation team.   
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393. The investigation concluded that Mr James’s discharge was appropriate, as his 

mental state and behaviour during the admission period were appropriate, staff 

found him to be compliant with the care and treatment, and he was polite at all 

times. Mr James commenced treatment for a chest infection and was sent home 

with a course of antibiotics.  

 

CRG Medical Services investigation 

 
394. CRG Medical Services is the contractor who employed Dr I, the Forensic 

Medical Examiner who conducted the assessment of Mr James while in custody 

on the morning of 31 January 2015. 

 
395. The Basic Case Investigator, XXXXXXXXXXX reviewed the available 

documentation and interviewed Dr I. In his report, he completed what he had 

termed a “basic investigation of the facts and circumstances relating to the 

company’s involvement, primarily relating to the contact and actions of the 

attending clinician, [Dr I]… [Dr I] was confident that her examination, 

conclusions, treatment and care plan were appropriate and accurate and that Mr 

James’s best interests and safety were maintained by her actions and 

recommendations. She states that she had fully briefed the duty Custody 

Sergeant following her examination and that there was no reason to suspect 

that Mr James should be considered to be at significant risk.” 

“On the basis of discussion and review of the records, I can find no evidence 

that [Dr I] acted other than in a professional, caring and appropriate manner 

regarding this matter and therefore conclude that there is no need for onward 

referral or more detailed investigation other than to pass this to XXXXXXXXX for 

review and advice regarding the change of medication which was outside of [Dr 

I’s] actions and control." 

 

Analysis of the evidence 

 
396. In order to reach my findings it was necessary for me to analyse and evaluate 

the evidence. Where I have needed to make factual findings I have applied the 

balance of probabilities’ standard of proof. In deciding whether something is 

more likely than not to have occurred, I have had regard to all the available 

evidence and the weight to be attached to it.  

 
397. Since this case was one subject to special requirements, I am required only to 

form an opinion about whether there is a case to answer for misconduct or gross 

misconduct for each subject. In doing so, I will not reach findings of fact that 

would be conclusive of misconduct or gross misconduct which may take place – 

these findings should be left for any subsequent misconduct hearing or meeting.  
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Other potential witnesses to the incident in Llanrhystud on 30 January 2015 

 
398. Despite there being a mention of an off-duty paramedic by two separate people, 

I have not been able to trace such an individual. The woman who telephoned 

the police to report the incident refused to co-operate with the IPCC 

investigation when she was asked to provide a statement about what she 

witnessed. The driver of car A (Volvo) who had an interaction with Mr James 

initially stated that he would co-operate with the IPCC investigation, but despite 

numerous attempts, he never returned further telephone calls.  

 
399. House-to-house enquiries and a witness appeal did not identify any further 

witnesses. 

 

The road traffic incident in Llanrhystud on 30 January 2015 

 
400. Both PC 3 and Mr B have stated that Mr James had been driving his Fiat 

erratically prior to the incident in Llanrhystud. They also stated that Mr James 

was driving his Fiat in close proximity to the vehicle immediately in front of it. 

The CCTV evidence from the Texaco garage showed Mr James driving very 

close to the Volvo (car A).  

 
401. It is also clear from the evidence of the independent witness, Mr B, that there 

was an altercation between Mr James and the driver of the Volvo before the 

police or paramedics had arrived at the scene. This altercation resulted in the 

man from the Volvo being on top of Mr James, which caused both Mr B and the 

female independent witness (who refused to provide her details) to be 

sufficiently concerned to contact the police.  

 
402. It is my opinion that it is more likely than not that Mr James was driving in the 

manner described by the witnesses prior to the road traffic incident and that 

there was a physical altercation between Mr James and the driver of the Volvo, 

which resulted in both men ending up on the ground struggling with each other. 

 

The response of Dyfed-Powys Police and the Ambulance Service to this road 

traffic incident in Llanrhystud 

 
403. According to Mr B, Mr James had stopped struggling a short time after the 

altercation with the driver of the Volvo had begun and after he was on the 

ground. PC 3 also stated that Mr James had stopped struggling when he had 

arrived at the scene.  

 
404. From the timings given by Mr B when he went to get a blanket for Mr James 

from the house of a nearby friend, and the arrival times of the police officers, it is 

possible that he was not at the scene when PC 1 and PC 4 had arrived. It is 
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further noted that Mr B does not make any reference to the paramedics arriving, 

being at the scene, or Mr James’s interaction with them. 

 
405. According to PC 4, Mr James “swiped his hand towards him and told him to get 

off” when he pinched his ear lobe provoking a response. According to the 

paramedics, Mr James spat at them and he was lashing out with his arms on 

their arrival.  

 
406. It is my opinion that it is more likely than not that Mr James’s behaviour was 

beginning to escalate when PC 1 and PC 4 arrived, and continued to escalate 

upon the arrival of the paramedics. 

 

The police use of force and restraint at this stage 

 
407. It is noted that, despite his actions when the paramedics arrived, Mr James 

appeared to co-operate with the police officers and paramedics for a period of 

time. The police officers and paramedics did not state that any force was used 

against Mr James while getting him on board the ambulance.  

 
408. The police officers and paramedics are consistent in stating that Mr James 

seemed to hit out at Ms D (the paramedic/ambulance driver) and that his actions 

then escalated as, having refused to travel on a stretcher, he attempted to stand 

up in the ambulance and began to push out at people inside the ambulance. 

 
409. It is my opinion that PC 1 was justifiably concerned about the consequences for 

Mr James if he managed to get out of the ambulance onto a busy road. 

Furthermore, it is considered that the actions of Mr James had a clear potential 

to endanger the safety the paramedics and police officers and this, in turn, could 

have further endangered his own safety. It is also noted that the police officers 

and Paramedic C stated that PC 1 and PC 4 were continually speaking with Mr 

James throughout the incident and trying to calm him down. It is also evidenced 

that PC 4 removed Mr James’s leg restraints when he agreed to go into the 

police van voluntarily, although he did keep his handcuffs in place.  

 
410. I am of the opinion that these actions demonstrate that the police officers were 

considering the use of force in relation to the level of risk that Mr James 

represented to himself or others, and adjusted the use of force accordingly. It is 

my opinion that it would not have been appropriate for the police officers to 

remove the handcuffs during the journey to Aberystwyth custody unit, as they 

were necessary for control during the journey and on his arrival. I am of the 

opinion that the handcuffs were necessary due to Mr James’s fluctuating 

behaviour. It is also noted that the custody CCTV at Aberystwyth showed PC 1 

asking Custody Sergeant 2 if he could loosen the handcuffs upon their arrival at 

custody, which again demonstrates that PC 1 was continuing to consider his use 

of force on Mr James. It is therefore my opinion that the use of handcuffs and 
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leg restraints on Mr James was reasonable and proportionate in the 

circumstances. 

 

The “arrest” of Mr James under Section 136 of The Mental Health Act 

 
411. It is noted that the police officers and paramedics all stated that Mr James was 

displaying aggressive behaviour and that he was not consistently engaging 

verbally with them. A quantity of medication was found in Mr James’s vehicle, 

which the paramedics confirmed to be medication for someone with a mental 

health illness. Their evidence as to the behaviour of Mr James is consistent with 

the statement of the member of the public, Mr B, who saw Mr James behaving 

in an aggressive manner towards the driver of the Volvo involved in the road 

traffic incident.  

 
412. It is my opinion that it is more likely than not that Mr James was behaving in an 

aggressive manner towards the police officers and paramedics and that PC 1 

was justified in concluding that Mr James required immediate care and control. 

 
413. In his written response, PC 1 stated that he “arrested” Mr James under section 

136 of the Mental Health Act. Neither PC 4 nor PC 5 said they were aware of 

this ‘arrest’. Only PC 6 said that he was aware that Mr James had been 

“arrested” by PC 1 under Section 136 of the Mental Health Act.   

 

The decision to take Mr James to Aberystwyth custody unit instead of hospital  

 
414. PC 1 stated that it was a joint decision to take Mr James to Aberystwyth custody 

unit rather than straight to hospital. He stated that the police officers were aware 

that the Accident and Emergency Department would not accept Mr James due 

to the aggressive behaviour that he had shown while in the ambulance. He 

added that this decision was further supported by the fact that the paramedics 

had refused to transport Mr James on the ambulance. 

 
415. As noted previously, the Inter-Agency Procedure states that police officers 

should not take detainees who have been detained under Section 136 of the 

Mental Health Act directly to a hospital if they have been violent or are likely to 

become violent. It is my opinion that the officers’ initial decision to take Mr 

James to Aberystwyth custody unit was in line with this policy, given the actions 

of Mr James a few minutes previously. 

 The events at Aberystwyth custody unit 

 
416. It is clear from the evidence summarised above that a number of the police 

officers who interacted with Mr James had concerns regarding his physical 

health and that these concerns escalated when Mr James said that he had 

taken a lot of medication. This resulted in the decision to take Mr James to 

Bronglais Hospital Accident and Emergency Department in Aberystwyth. It is my 
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opinion that all the police officers involved acted appropriately to ensure that Mr 

James had access to necessary medical treatment. However, in my opinion PC 

1 can be heard to say “detained one three” to Custody Sergeant 2. The 

remainder of the conversation with Custody Sergeant 2 is inaudible. It is also my 

opinion that both PC 1 and Custody Sergeant 2 had a responsibility to ensure 

that the reason for Mr James’s detention was clearly understood. 

 
417. As set out in paragraph 1.15 of Code C of the Police and Criminal Evidence Act 

codes of practice, a custody record should be opened for every detainee who 

arrives at a custody unit. Custody Sergeant 2 has stated that he did not open a 

custody record for Mr James, as he did not know that he had been detained 

under Section 136 of the Mental Health Act and his main concern was ensuring 

that Mr James received medical treatment. While it is acknowledged that 

Custody Sergeant 2 was involved in making the decision that Mr James should 

go to hospital and that his primary concern was to ensure that Mr James had 

access to appropriate medical treatment, it is my opinion that his written 

response does not provide an adequate explanation or justification for the fact 

that he did not open a custody record for Mr James. In particular, it is my opinion 

that, Custody Sergeant 2 should have opened a custody record for Mr James 

retrospectively, after he had left the custody unit to travel to hospital, and used it 

to record relevant information concerning the brief period of time that Mr James 

had spent in the custody unit and the reasons for his transfer to hospital.  

 
418. In a statement to the IPCC, Sergeant 30 stated that she is Dyfed-Powys Police 

Custody Trainer, a position she has held since August 2014.  

 
419. Sergeant 30 was asked whether, in her opinion, Custody Sergeant 2 should 

have opened a custody record for Mr James when he was brought before him in 

Aberystwyth custody unit on 30 January 2015. 

 
420. To assist her with answering this, she looked at the Police and Criminal 

Evidence Act 1984, the College of Policing Authorised Professional Practice 

(APP), Dyfed-Powys Police Custody Policy and Guidance Manual (currently 

being revised), training reference material used on the development programme 

for Custody Sergeants within Dyfed-Powys Police (developed in line with the 

National Custody Officers Learning Programme (NCOLP) and CCTV footage 

relating to the above attendance of Mr James at Aberystwyth Custody. 

 
421. She stated that Custody Sergeant 2 is an experienced Custody Sergeant and, 

according to records held by the force, he commenced his full-time position in 

Aberystwyth Custody on 21 September 2008. She was informed that he 

attended his initial custody training course on 24 May 1999 and received a 

further week long refresher in 2009.  

 
422. She stated that all new custody sergeants now receive a five-week programme 

introducing them to the role of custody officer and this contains relevant 
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associations with Code C paragraph 2.1. (“a separate custody record must be 

opened as soon as practicable for each person brought to a police station under 

arrest or arrested at the station having gone there voluntarily or attending a 

police station in answer to street bail. All information recorded under this Code 

must be recorded as soon as practicable in the custody record unless otherwise 

specified. Any audio or video recording made in the custody area is not part of 

the custody record.”).  

 
423. She said that new custody sergeants are trained to always open a custody 

record when someone is brought into the grounds of a custody unit. This would 

correspond with the point that ‘relevant time’ would begin. ‘At a Police Station’ 

means ‘within the boundary of any building or enclosed yard which forms part of 

that police station’ (PACE Code C). So, for example where an individual is 

detained for Section 136 of the Mental Health Act and brought in by police 

vehicle into the Custody yard, at that point the detainee is considered to be ‘at a 

police station’. 

 
424. She confirmed that she provided custody refresher training to Custody Sergeant 

2 on 17 and 18 March 2015. Custody refresher training is now an annual 

requirement for all custody officers and detention and escort officers within 

Dyfed-Powys Police. The refresher programme is intended to cover any legal or 

procedural developments within the custody arena; this will include legislative 

updates and releases. 

 
425. During the refresher training, all custody officers were made aware of the Dyfed-

Powys Police custody intranet site which contains the most recent version of 

PACE and other guidance documents relevant to their role. Through this site 

police officers would also have access to the College of Policing Authorised 

Professional Practice (APP). 

 
426. On examination of the CCTV recording that was provided by the IPCC, 

Sergeant 30 was able to view footage of Mr James entering Aberystwyth 

custody on 30 January. The audio recording was very faint and extremely 

difficult to hear and she used headphones in order to assist in her review of this 

CCTV. During the footage she heard the arresting officer she now knew to be 

PC 1 informing Custody Sergeant 2 that Mr James had been detained under 

Section 13… the remainder of that sentence was unrecognisable.  

 
427. In light of this, and after carefully listening to the conversation between PC 1 and 

Custody Sergeant 2 and taking into consideration the information gleaned from 

Mr James, Sergeant 30 was of the professional opinion that a custody record 

should have been opened recording the pertinent details. Albeit that the full 

completion of the initial risk assessment and other related questions at the 

booking-in stage would have been incomplete at that stage, there was enough 

to initiate the early recordings of the detention log. 
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Was section 136 of the Mental Health Act mentioned to Accident and Emergency 

staff at Bronglais Hospital? 

 
428. In his written response to the IPCC, PC 1 stated that he could not remember 

whether he specifically informed Accident and Emergency staff that he had 

detained Mr James under Section 136 of the Mental Health Act, but he said this 

“would seem like a salient point not to have mentioned”. 

 
429. Nurse E saw Mr James when he arrived at Bronglais Hospital and did not know 

that he had been arrested under Section 136 of the Mental Health Act. Dr F and 

Dr G stated that they did not know that Mr James had been arrested under 

Section 136 of the Mental Health Act.  

 
430. There is no evidence to suggest that PC 1 informed medical staff that he had 

detained Mr James under Section 136 of the Mental Health Act. This is based 

on the fact that PC 1 could not recall informing the nurse or doctor, and neither 

could recall being given this information by PC 1.  

 

Mr James’s discharge from Section 136 of the Mental Health Act 

 
431. In his written response to the IPCC, PC 1 stated that, while on the minor injuries 

ward at Bronglais Hospital, he told Mr James that he was now in a place of 

safety and was no longer detained under the Mental Health Act.  

 
432. I have therefore considered the requirements of the Mental Health Act. The 

Mental Health Act contains no authority for a police officer to unilaterally 

discharge a detainee once they have been detained under section 136. Section 

136 enables a constable to remove a person from a public place, to a place of 

safety, and to be detained at that place of safety for up to 72 hours to be 

examined and either: 

 
 a doctor concludes that a detainee is not mentally disordered within the 

meaning of the act (and can therefore be discharged) 

 an AMHP has made suitable arrangements for the treatment and care of the 

detainee 

 or when 72 hours have expired since the arrival of the detainee at the first 

place of safety to which they were taken following their detention 

 
433. It is my opinion that PC 1 had no explicit power at that juncture to no longer 

detain Mr James under Section 136 of the Mental Health Act. It is more likely 

than not that PC 1 told Mr James that he was no longer detained under the 

Mental Health Act with the intention of reassuring him. However, one of the 

effects of this action was that he did not follow the documented process for 

managing a detainee under Section 136 of the Act, including completing the 
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required paperwork, which would have remained with Mr James and provided 

the information needed for a full Mental Health Act assessment. 

 

The impact of medical staff being unaware of the reason for Mr James’s 

detention under Section 136 of The Mental Health Act 

 
434. It is noted that neither Dr F nor Nurse E, who saw Mr James, noted any outward 

presentation of any symptoms that gave them any concerns regarding his 

psychiatric state. However, this does not mean that no concerns would have 

emerged from a full Mental Health Act assessment which should follow a 

detention under Section 136 of the Mental Health Act. This assessment usually 

involves two doctors and an approved mental health professional (AMHP) who 

is usually a social worker. Ultimately, it will never be known what the outcome of 

any such assessment would have been and whether such an assessment would 

have led to a different outcome. 

 
435. It should also be noted that Dr A (Mr James’s GP), knew that Mr James was in 

hospital. Dr A told [Mr James’s sister] that she should insist on a full psychiatric 

assessment. [Mr James’s sister] stated that she tried to inform a doctor (Dr F) at 

Bronglais Hospital but he was dismissive of her. As set out at paragraph 208, Dr 

A stated in his report that he was happy to discuss Mr James with the doctors 

looking after him. However, no such conversation took place, and therefore 

there is no evidence that doctors were fully appraised of Mr James’s medical 

history, including his recent change in medication and mood swings.   

 

The decision to arrest Mr James for the alleged assault on his mother 

 
436. As stated earlier, no custody record was opened for Mr James on 30 January 

2015. PC 13, the police officer who arrested Mr James, was not aware that he 

had been detained under Section 136 of the Mental Health Act and had been 

briefly taken into Aberystwyth custody unit, or the circumstances in which he 

had been discharged from Bronglais hospital. Despite this, Mr James did make 

police officers aware of the road traffic incident in general terms during the 

custody booking-in process at Haverfordwest Police Station. 

 
437. Sergeant 14, PC 13 and PC 15 all stated that they had some awareness that Mr 

James had a mental illness. However, they decided to arrest Mr James for the 

criminal offence of assault against his mother. It is my opinion that this decision 

was reasonable and was in line with the ACPO Guidance on Responding to 

People with Mental Ill-Health or Learning Difficulties, paragraph 4.1.3, which 

states that, in general, healthcare and criminal justice responses to an incident 

should run in parallel. It is also noted that, as Mr James contacted the police 

while he was at home and given that he was still in the house when the police 

arrived, the police officers would not have been able to arrest Mr James under 

the Section 136 of the Mental Health Act immediately. The only action which 

they could have considered taking under the Mental Health Act would have 
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been to obtain a warrant from a magistrate under Section 135, which would 

have enabled the police officers and an AMHP to enter the house and detain Mr 

James for the purposes of carrying out an assessment.  

 
438. It is my opinion that this course of action would not have been practicable in the 

circumstances. Mrs James had been injured and it is my opinion that there was 

a clear need for the police officers present to ensure that Mrs James was safe 

and that they were in a position to take appropriate action in relation to the 

allegation of assault while at the same time addressing any concerns in relation 

to Mr James’s mental health. 

 

The use of force during the journey to Haverfordwest custody 

 
439. It is noted that PC 13 stated that, during the journey to Haverfordwest Police 

Station, he initially attempted to avoid using force against Mr James. PC 13 

stated that he had to stop the police vehicle on two occasions to warn Mr 

James, as he was repeatedly asking about his mother's welfare and becoming 

aggressive. PC 13 stated that he decided to handcuff Mr James in the front 

stack position for the safety of everyone in the vehicle. It is my opinion that, 

based on the accounts of PC 13 and Sergeant 14, and taking into consideration 

that they initially attempted to avoid the use of force, the decision to apply 

handcuffs to Mr James was reasonable and appropriate in the circumstances. 

 

The initial risk assessment at Haverfordwest custody unit 

 
440. It is noted that Mr James had bipolar disorder and this was recorded in the initial 

risk assessment which was completed when Mr James was booked into 

custody. Mr James did refer to the road traffic incident that had taken place the 

previous day, but did not say that he had been detained and “de-arrested” under 

the Mental Health Act. It is also noted that PC 1 stated it was not possible to 

explain to Mr James that he had been detained under the Mental Health Act. 

Had Custody Sergeant 2 opened a custody record for Mr James the previous 

day while he was in Aberystwyth custody unit and recorded on the custody 

record that Mr James had been detained under Section 136 of the Mental 

Health Act, this information would have been accessible from the custody 

computer system. However, because this did not happen, there was no written 

record of this fact and the information was therefore not available to be taken 

into account as part of the overall risk assessment. 

 
441. Custody Sergeant 16 could have looked at the incident log of the previous day 

but this had been closed down. It is reasonable for him to expect that any 

relevant information concerning Mr James’s involvement in this road traffic 

incident would either be available on the custody computer system or addressed 

in Mr James’s responses to the risk assessment questions, which he answered 
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fully. It is my opinion that the risk assessment completed by Custody Sergeant 

16 was appropriate and took into account all of the relevant information. 

 
As mentioned previously, Mr James was placed on Level 4 observations, the 

highest level of observations available to Custody Sergeant 16.  

 

The medical assessment by Dr I, the Force Medical Examiner employed by CRG 

Medical 

 
442. It is noted that Dr I stated that she was aware of the offence for which Mr James 

had been arrested, namely the assault against his mother. However, when 

completing her medical assessment, she recorded that Mr James had no 

thoughts of hurting other people. Her records do not indicate that she asked Mr 

James any specific questions regarding the incident which had led to his arrest 

and how this may have impacted on his current mental health. It is not clear 

whether this issue was considered at all during her medical assessment. 

 
443. It is also acknowledged that Dr I was not aware that Mr James had been 

detained under Section 136 of the Mental Health Act the previous day by PC 1. 

Dr I stated that, had she known this, she would have ensured that the necessary 

arrangements for an assessment by a doctor and an AMHP were made. It is my 

opinion that, as Dr I did not know that a detention under Section 136 of the 

Mental Health Act had been made, there was no obvious reason for her to look 

into the events of the previous day any further than she did.  

 

Update to risk assessment by Custody Sergeant 20 

 
444. It is considered that the risk assessment was updated in line with relevant 

Authorised Professional Practice. In addition, Custody Sergeant 20 placed Mr 

James on 30-minute non-rousing observations to ensure that he could sleep but 

that he was monitored while doing so. It is my opinion that this decision was 

appropriate, given the medical opinion of Dr I. 

 

The incident involving Mr James’s jumper being taken from him 

 
445. It is noted that, on the CCTV from within cell M9, Mr James can be seen to sit 

down on the bed during this incident and that he does not appear to fall onto the 

bed. From the footage, it appears that the force used against him by Custody 

Sergeant 21 was the minimum level of force necessary to achieve the intended 

aims of preventing Mr James from approaching him and enabling the police 

officers and police staff to obtain the jumper as evidence. 

 

The restraint of Mr James following his exit from cell M9 

 
446. It is evident from the statements of Temporary Inspector 23 and DEO 24 that 

they were aware of Mr James’s risk assessment and his mental ill health prior to 
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going to his cell to carry out the review of his detention. However, there was 

nothing to indicate that Mr James was likely to respond as he did when they 

entered the cell. 

 
447. It can clearly be seen from the CCTV inside M9 that Mr James does make 

contact with Inspector 23 and appears to force him out of the cell and begin 

struggling with him. It is also evident from the CCTV and from the officers’ 

statements that the restraint of Mr James began spontaneously as a result of 

this action. Given the spontaneous nature of this incident, the fact that Mr James 

was now in the cell corridor and the need to ensure the safety of all those 

currently in the custody unit, including a detainee who was in the shower, it is 

my opinion that Temporary Inspector 23 and DEO 24 had no viable alternative 

other than to attempt to bring Mr James under control by restraining him. It is 

also noted that Temporary Inspector 23 attempted to obtain assistance from his 

colleagues by activating the affray alarm. 

 
448. It is evident from the officers’ accounts that there were a number of factors 

which complicated their efforts to restrain Mr James. 

 
449. Firstly, it is noted that all the police officers and police staff involved in the 

restraint stated that Mr James did not say anything during the entire incident and 

that he did not respond to attempted verbal communication or give any 

indication that he had heard the verbal instructions from DEO 24 and Custody 

Sergeant 21 to “stop fighting” and “stop struggling”. It is my opinion that it is 

more likely than not that the police officers and police staff did attempt to use 

verbal de-escalation to defuse the situation, but that Mr James was not 

receptive to this. 

 
450. Secondly, it is noted that all the police officers and police staff concurred that Mr 

James was a large man and was exhibiting considerable physical strength and 

power during the restraint, which they stated made it difficult for them to control 

him and restrict his movements. A number of the police officers and police staff 

also noted that Mr James was hot and sweating. Both of these attributes are 

consistent with acute behavioural disturbance as described by Dr James. 

 
451. In contrast to the physical power that Mr James was exhibiting, Custody 

Sergeant 20, DEO 25 and Custody Sergeant 21 all stated that the limited space 

in the corridor and the position of Mr James in the corridor reduced the 

effectiveness of their attempts to use force to restrain Mr James, as they were 

not able to apply enough power when attempting to execute punches and 

strikes. 

 
452. Finally, the use of the PAVA spray had a temporary impact on all the police 

officers and police staff present, which would, in my opinion, have had a 

temporary impact on their ability to restrain Mr James. 
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It is my opinion that these factors in combination significantly limited the ability of 

the police officers and staff to bring Mr James under control. 

 

The use of force during the restraint of Mr James at Haverfordwest custody 

 
453. DEO 24’s attempt to use his legs to cause Mr James to lose his balance, DEO 

25’s attempt to push Mr James so that he landed on the floor and Temporary 

Inspector 23’s attempt to apply a knee strike to achieve the same objective are 

all examples of balance displacement techniques, as described by the expert 

witness Sergeant Morrow. It is my opinion that the balance displacement 

techniques were reasonable and proportionate uses of force in the 

circumstances as they had the potential to shock Mr James as well as to bring 

him to the floor, where he could be restrained more safely in line with officer 

safety training as described by Sergeant Morrow. 

 
454. Temporary Inspector 23 stated that he opened the door of cell M10 as he was 

planning to execute a ‘safe cell’ procedure. It is my opinion that this was a 

reasonable action to take in the circumstances, although it had the unfortunate 

consequence of obscuring the CCTV camera in the corridor that was covering 

this area. 

 
455. It is noted that Custody Sergeant 20 stated that he attempted to apply a hold to 

gain control of Mr James’s head and neck area as he was concerned that his 

groin area was vulnerable to an impact from Mr James’s head. However, when 

this was unsuccessful, he took hold of Mr James’s head and pushed it down and 

away from him. Custody Sergeant 20 also stated that he struck Mr James to the 

rib cage, in the hope that this would induce him to bring his arm into his side so 

that he could apply an arm lock. It is further noted that Custody Sergeant 20 

stated that he asked his colleagues to slow down as the incident developed. 

Custody Sergeant 20 further described attempting to use his body weight to 

restrain Mr James, adding that he was careful to limit the amount of downward 

pressure that he applied so that Mr James could continue to breathe. 

 
456. Regarding the use of PAVA spray, it is noted that Custody Sergeant 21 stated 

that he resorted to using the PAVA spray after attempts to communicate verbally 

with Mr James had been unsuccessful. He said he the PAVA was used because 

he was fearful of the consequences if Mr James managed to get up from the 

position in which he was being restrained. It is noted that Custody Sergeant 21 

was not able to use the PAVA spray from the ideal distance of between one and 

three metres and that Mr James did not appear to react to the PAVA 

immediately. It is also possible that the use of PAVA may have led to Mr James 

escalating his behaviour. It is noted that the Pathologist, Dr James, concluded 

that the use of PAVA spray was one of the factors that, to a greater or lesser 

extent, contributed to Mr James’s death. Notwithstanding the above, it is my 

opinion that Custody Sergeant 21’s rationale for using PAVA was sound. It was 
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a possibility that Mr James may have managed to get up from his position, 

which could have endangered him and the safety of those present. Furthermore, 

had the PAVA spray been effective in distracting Mr James and reducing his 

level of physical activity, officers may have been in a position to restrain Mr 

James without him struggling against the restraint.  

 
457. It is noted that police officers and police staff attempted to apply handcuffs to Mr 

James and that one of them managed to apply a set of handcuffs to his right 

wrist. However, the evidence indicates that the officers were not in full control of 

Mr James even after the handcuffs had been applied to one hand. 

 
458. It is my opinion that the police officers and police staff provided full and thorough 

justifications for their use of force, which focused upon their intention to prevent 

Mr James from continuing to struggle so that he could be restrained safely. It is 

my opinion that the police officers’ and police staff’s explanations for their 

actions are consistent with the principles of the unarmed skills of distraction, 

motor dysfunction and mental stunning described by Sergeant Morrow. 

 
459. I am of the opinion that the evidence gathered during this investigation 

demonstrated that all the police officers and police staff involved in the restraint 

of Mr James were controlling and escalating their use of force in an appropriate 

manner and attempting to use the necessary level of force at every stage to 

ensure the safety of all those present during the restraint. 

 
460. Furthermore, a recurring theme within the police officers’ and police staff’s 

accounts was that their actions did not achieve their intended outcome of 

bringing Mr James back under control, due to his body mass and the power that 

he was exerting against them. 

 
461. Taking all the above into account, it is my opinion that the use of force by all 

police officers and police staff during the restraint of Mr James was reasonable 

and proportionate in the circumstances. 

 

The emergency response 

 
462. It is noted that the police officers and police staff stated that they began to treat 

the situation as a medical emergency at the point where Mr James began to 

show less resistance and blood could be seen on the floor. Given the relatively 

short duration of the restraint, it is my opinion that an ambulance was requested 

at an appropriate time. Prior to this point, the restraint could not be said to have 

been prolonged, which, according to the relevant Authorised Professional 

Practice, must be treated as a medical emergency regardless of the condition of 

the detainee. Furthermore, it is my opinion that it is doubtful whether any 

emergency treatment could have been administered to Mr James given the level 

of resistance that he was exhibiting and the fact that he was not engaging in or 

responding to verbal communication. 



Meirion James – Final report (redacted)  84 

 
463. It is noted that paramedic J stated that DEO 24 was doing an “excellent job” in 

carrying out CPR and that none of the paramedics raised any concerns 

regarding the actions or demeanour of any of the police officers and police staff 

in the custody unit. 

 
464. It is therefore my opinion that the police officers and police staff began to treat 

the situation as a medical emergency at an appropriate point during the restraint 

and that they took appropriate and timely action in an attempt to save Mr 

James’s life. 

 

The request for an ambulance 

 
465. The IPCC has obtained audio of the radio communications regarding the 

request for an ambulance and the communications between the police control 

room and the Ambulance Service. The initial request for an ambulance from 

Custody Sergeant 19 in custody consisted of a simple request for an ambulance 

because a person was being restrained in custody and may have a head injury. 

No further information was provided. However, it is noted that in the outgoing 

call to the Ambulance Service, the police Control Room Operator specifically 

stated that the person being restrained was “conscious and breathing”. This 

situation changed quickly to “unconscious and not breathing”. 

 
466. On being told that the person being restrained in custody was “conscious and 

breathing”, ambulance control are then heard to respond that the incident has 

been classified as a “green one” emergency and that the estimated response 

time will be 20 minutes. There is then a subsequent request to call the 

ambulance because the person is unconscious. However, by this time the 

ambulance had already arrived at Haverfordwest Police Station because it had 

only been a short distance away when the call was received. However, the 

incident remained categorised as a ‘green one’, which meant that the 

paramedics who initially arrived at the scene had to call for backup when they 

realised that they were dealing with a cardiac arrest situation. 

 
467. However, in my opinion there is no evidence that any confusion between the 

custody unit and the control room affected the outcome of the incident, as, in the 

event, the ambulance was nearby and arrived at the scene two minutes after the 

call was received, with the second crew arriving a few minutes later.  

 

Conclusions 

 
468. Below, I have set out my conclusions for the appropriate authority and 

commission delegate to consider.  
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469. These conclusions are based on the evidence obtained during the investigation 

and summarised above.  

 
470. If there are to be court or disciplinary proceedings it will be for the relevant panel 

in those proceedings to make final determinations. For example, where I 

conclude that any person subject to the investigation has a case to answer for 

gross misconduct, this does not amount to a legal determination that there has 

been gross misconduct. If a charge is then brought by the appropriate authority 

a misconduct hearing will hear the evidence, and make its own findings about 

whether the charge is proved or not.  

 
471. After reviewing my report and considering my recommendations, the 

Commission will decide whether any organisational learning has been identified 

that should be shared with the organisation in question. They may also 

recommend or direct, unsatisfactory performance procedures.  

 

Death and serious injury investigations 

 
472. To conclude this investigation, I must provide my opinion: 

(a)  Did Mr James have contact with the police? 

(b) To what extent did that contact cause or contribute to his death? 

 

Did Mr James have contact with the police? 

 
473. Mr James had two separate contacts with Dyfed-Powys Police. His first contact 

was following a minor road traffic collision in Llanrhystud on 30 January 2015 

when he was detained by PC 1 under Section 136 of the Mental Health Act. Mr 

James was then taken to Aberystwyth Police Station after he became 

aggressive in the back of an ambulance. While at the police station, Mr James 

disclosed he had taken an overdose of his medication and was then taken to 

Bronglais Hospital, Aberystwyth. Three police officers took Mr James to 

Bronglais Hospital and he was left in the care of medical staff. After he was seen 

by a doctor he was discharged and went home.  

 
474. His second contact with Dyfed-Powys Police was after he telephoned 999 on 31 

January 2015 and reported that he had assaulted his mother. On this occasion, 

he was taken to Haverfordwest Police Station.  

 

To what extent did that contact cause or contribute to their death? 

 
475. While at Haverfordwest Police Station, Mr James forcibly exited the cell he was 

occupying. Several police officers and police staff attempted to restrain Mr 

James. He was exposed to PAVA and, after this, he became unresponsive and 
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was taken to Withybush Hospital. He was declared dead shortly after his arrival 

at the hospital.   

 
476. According to the post-mortem examination, the nearest the Pathologist could get 

to a cause of death was: 

 
477.  “Sudden death in a man with a Body Mass Index of 38 suffering an acute 

behavioural abnormality in a background of bipolar affective disorder treated 

long-term with neuroleptic drugs, during struggle against physical restraint and 

after exposure to PAVA”.  

 
478. Mr James did have contact with a number of police officers and police staff 

involved in the attempted restraint on 31 January 2015 in Haverfordwest Police 

Station. I have found that the actions of the police officers and police staff were 

appropriate and reasonable giving the dynamic nature of the incident. However, 

the struggle against physical restraint after exposure to PAVA did, to some 

extent, contribute to his complex multi-factorial death. 

 

Misconduct 

 
479. For each person under investigation and subject to a notice, I must determine 

whether there is a case to answer for misconduct or gross misconduct. In other 

words, whether there is sufficient evidence upon which a reasonable panel, 

properly directed, could find, on the balance of probabilities, that the conduct of 

the person under investigation fell below the standard of behaviour expected of 

them.  

 
480. Misconduct is defined as a breach of the standards of professional behaviour. 

 
481. Gross misconduct is a breach of the standards of professional behaviour so 

serious that, if proven, dismissal would be justified. 

 

Custody Sergeant 2  

 
482. In my opinion, Custody Sergeant 2 did not open a custody record for Mr James 

which is contrary to the Police and Criminal Evidence Act, College of Policing 

Approved Authorised Practice and the evidence from the custody trainer 

Sergeant 30.  

 
483. I accept that Custody Sergeant 2’s primary concern was the physical health of 

Mr James after he disclosed he had taken an overdose of his medication.  

 
484. However, had a custody record been opened for Mr James, then it would have 

been established that he was detained by PC 1 under Section 136 of the Mental 

Health Act. Once it was established that Mr James was detained under Section 

136 of the Mental Health Act, then arrangements should have been put in place 
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for Mr James to receive a full Mental Health Act assessment by an approved 

doctor and AMHP.    

 
485. On the basis of the evidence presented above it is my opinion that Custody 

Sergeant 2 has a case to answer for misconduct in respect of his failure to open 

a custody record for Mr James while he was at Aberystwyth Police Station on 30 

January 2015.   

 

PC 1  

 
486. In my opinion, after detaining Mr James under Section 136 of the Mental Health 

Act, PC 1 did not follow the relevant policies and procedures by arranging for a 

full Mental Health Act assessment for Mr James.  

 
487. I am of the opinion that PC 1 had good intentions by reassuring Mr James and 

informing him that he was no longer detained under the Mental Health Act and 

leaving him in a place of safety (Bronglais Hospital) with medical professionals.   

 
488. However, the information contained in the aforementioned policies and 

procedures and the evidence from Inspector Michael Brown state that police 

officers cannot unilaterally decide to “de-arrest” someone after they have 

detained them under Section 136 of the Mental Health Act.  

 
489. In my opinion, the medical staff at Bronglais Hospital should have been clearly 

informed by the police that Mr James had been detained under Section 136 of 

the Mental Health Act.  

 
490. On the basis of the evidence presented above it is my opinion that PC 1 has a 

case to answer for misconduct. 

 

Criminal offences 

 
491. On receipt of my report, the commission delegate must decide if there is an 

indication that a criminal offence may have been committed by any person 

under investigation.  

 
492. If they decide that there is such an indication they must decide whether it is 

appropriate to refer the matter to the CPS.  

 
493. Having analysed all the evidence, it is my opinion that there is no indication that 

any person under investigation may have committed a criminal offence. 

 

Provisional organisational learning recommendations 

 
494. After reviewing this report, the Commission will consider whether learning has 

been identified for any organisation involved in the investigation. If any learning 
is identified, the Commission can make organisational learning 
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recommendations and send these to the organisations in question under 
separate cover.  

 
495. Recommendations can include improving practice, updating policy or changes to 

training.  

 
496. Often these recommendations and any responses to them are published on the 

recommendations section of the [IOPC website].  

 
497. I draw attention to the following lessons for which the Commission may wish to 

make a recommendation: 

 
 Dyfed-Powys Police officers should be reminded of the process and their 

individual responsibilities when they detain someone under the Mental Health 

Act. PC 1 stated in his written response that he was aware of previous 

incidents where police officers had been in hospital with detainees and 

“ranked officers” had ordered the officers to leave the hospital prior to an 

assessment under the Mental Health Act, as the detainee was now in a place 

of safety. If correct, this advice is contrary to the Inter Agency Protocol which 

states that the police officer should arrange and wait until a full Mental Health 

Act Assessment is completed.  

 
 Clear handover of all pertinent information internally and externally should be 

reinforced throughout the force. Had Custody Sergeant 2 questioned and 

recorded why PC 1 had detained Mr James, had PC 1 told medical staff at 

Bronglais Hospital that Mr James had been detained under Section 136 of 

the Mental Health Act, and had there been a custody record for staff at 

Haverfordwest custody to review, then Mr James would have received a 

Mental Health Act assessment. Had Mr James received a Mental Health Act 

assessment, then the outcome of this tragic case may have been different.  

 
 Reinforce to custody sergeants the requirement to open a custody record 

whenever someone is brought into a custody unit.  

 

  

https://www.policeconduct.gov.uk/investigations/investigation-summaries-and-learning-recommendations
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Mr Meirion James 
 

An independent investigation into the death of  
Mr James following police contact on 31 January 2015 

 

 

 

 

 

 

 

 

 

 

Independent investigation report 
Appendices 

 

 

 Please note, this investigation was completed and submitted to the decision maker before 8 

January 2018, while we were still the IPCC. Therefore, the report will contain the 

investigator’s opinion, which may differ from the final outcome. The report refers to the IPCC 

and the Commission throughout, and does not reflect the new structure of the IOPC. 



Meirion James – Final report (redacted)  90 

Appendix 1: The role of the IPCC 

The IPCC carries out its own independent investigations into complaints and incidents 

involving the police, HM Revenue and Customs (HMRC), the National Crime Agency 

(NCA) and Home Office immigration and enforcement staff when the seriousness or 

the public interest require it. 

We are completely independent of the police and the government. IPCC 

commissioners by law may never have worked for the police. 

All cases are overseen by a Commission delegate, providing strategic direction and 

scrutinising the investigation.  

The investigation 

At the outset of an investigation a lead investigator will be appointed who will be 

responsible for the day to day running of the investigation on behalf of the 

Commission. This may involve taking witness statements, interviewing subjects to the 

investigation, analysing CCTV footage, reviewing documents, obtaining forensic and 

other expert evidence, as well as liaison with the coroner, the Crown Prosecution 

Service (CPS) and other agencies. 

They are supported by a team including other investigators, lawyers, press officers 

and other specialist staff. 

Meaningful updates are provided to families and other stakeholders both inside and 

outside the IPCC at regular intervals.  

Throughout the investigation, a series of reviews and quality checks will take place.  

The IPCC investigator often makes early contact with the Crown Prosecution Service 

(CPS) and are sometimes provided with investigative advice during the course of the 

investigation however we are usually asked by the CPS to keep any such advice 

confidential. 

Investigation reports 

Once the investigator has gathered the evidence they must prepare a report. The 

report must summarise the evidence and refer to or attach any relevant documents If 

notices of investigation have been served in the course of the investigation (due to 

special requirements being attached to a complaint or conduct being recorded) the 

report must also give the investigator’s opinion about whether any police officer or 

member of staff has a case to answer for misconduct. 

The report must then be given to the Commission delegate who will decide if a criminal 

offence may have been committed by any of the subjects of the investigation and 

whether it is appropriate to refer the case to the CPS for a charging decision.  
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The Commission delegate will also decide whether to make individual or wider 

learning recommendations for the police. 

Misconduct proceedings  

The report must be given to the appropriate authority responsible for the subjects of 

the investigation. They must then inform the Commission what action they propose to 

take, in particular whether they will bring misconduct charges in relation to any of the 

police officers or staff who were subjects of the investigation. If the Commission 

delegate is unhappy with the appropriate authority’s response, the Commission has 

powers to recommend or ultimately direct it to bring disciplinary or unsatisfactory 

performance proceedings.  

Criminal proceedings  

If there is an indication that a criminal offence may have been committed by any 

subject of our investigation the IPCC may refer a subject to the Crown Prosecution 

Service. The CPS will then decide whether to bring a prosecution against any person. 

If they decide to prosecute, and there is a not guilty plea, there may be a trial. Relevant 

witnesses identified during our investigation may be asked to attend the court. The 

court will then establish whether the defendant is guilty beyond all reasonable doubt. 

Inquests  

Following investigations into deaths, the IPCC’s investigation report and supporting 

documents are usually provided to the coroner. The coroner may then hold an inquest, 

either alone or with a jury. This hearing is unlike a trial or tribunal. It is a fact finding 

forum and will not determine criminal or civil liability. A coroner might ask a selection 

of witnesses to give evidence at the inquest. At the end of the inquest the coroner 

and/or jury will decide how they think the death occurred on the basis of the evidence 

they have heard and seen. 

Publishing the report 

After all criminal proceedings relating to the investigation have concluded, and at a 

time when the IPCC is satisfied that any other misconduct or inquest proceedings will 

not be prejudiced by publication, the IPCC may publish its investigation report.  

Redactions might be made to the report at this stage to ensure that individuals’ 

personal data is sufficiently protected and occasionally for other reasons. 

 


