Gareth Myatt Inquest
Jury Narrative Verdict

1) There was no adequate assessment of the safety of Physical Control in Care, and the Seated Double Embrace in particular, before it was introduced and that inadequate assessment caused or contributed to Gareth’s death.  The other relevant matter on this aspect that we wish to record as causing or contributing to Gareth’s death is that there was information available, and concern here and abroad, about Positional Asphyxia; but this was not considered when the 1st or 2nd Panels were assembled.
2) Failure to undertake a medical review of the safety of Physical Control in Care, and the Seated Double Embrace in particular, by the Home Office or the Youth Justice Board, before Gareth’s death caused or contributed to Gareth’s death.  There is no other relevant matter on this aspect that we wish to record.
3) Any inadequacy in the system of training the staff at Secure Training Centres in the use of Physical Control in Care prior to Gareth’s death did not cause or contribute to his death.  We wish to record that not all members of staff had a copy of the PCC Manual for their own reference; training did not include adequate discussion and learning of the theory of “medical advice”; we record also, however, that the real dangers of Positional Asphyxia were not known to the Trainers, or even the National Instructors.  
4) There was nobody at the Youth Justice Board with specific management responsibility for the safety of Physical Control in Care prior to Gareth’s death and this fact caused or contributed to Gareth’s death.  There is no other relevant matter on this aspect that we wish to record.
5) Inadequacy in the response by the Youth Justice Board to the National Children’s Bureau Report as to the urgent need for the medical review of Physical Control in Care caused or contributed to Gareth’s death.  There is no other relevant matter on this aspect that we wish to record.

6) Inadequacy in the response by the Youth Justice Board to the Tuck letters of 12 June 2002 and 2 July 2003 caused or contributed to Gareth’s death.  There is no other relevant matter on this aspect that we wish to record.

7) Inadequacy in the monitoring of the use of Physical Control in Care at Rainsbrook by the Youth Justice Board caused or contributed to Gareth’s death.  We also record that there was a problem with the lack of response by the YJB organisation to the Reports from Rainsbrook.

8) Inadequacy in the monitoring of the use of Physical Control in Care at Rainsbrook by Rebound management caused or contributed to Gareth’s death.  We also wish to record that there was a problem with the lack of response by Rebound to the information from Rainsbrook.

9) There are no other matters which we wish to record as having in some way caused or contributed to Gareth’s death.

