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OverView 

• Overview of the Coroner's System 
• Pre Inquest Reviews 
• Conclusions 
• Costs 
• Article 2 Claims 
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Statutory Framework 
. - '. ' ' . 

Coroners and Justice Act 2009 

' Coroners (Investigations) Regulations 2013 

* Coroners (Inquiry) Regulations 2013 

* Coroners (Allowances, Expenses and Fees) Regulations 
2013 

See Also Chief Coroner Guidance Notes 
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When will the Coroner Investigate? 

S1 CJA2009 

• Violent/ unnatural death 
• Cause of death unknown 
• Death in police or state custody 

Guildhall 

The Exeter & .Greater Devon Coroner's Area 

Population 

Registered deaths 

Reported to Coroner 

Investigation (S1 CJA 2009) 

Post Mortem 

Inquests 

589,300 

6500 p/a 

2975 

848 

337 

N.B. Where investigation not completed within a year the 
coroner must notify the chief coroner and explain why 

Guildhall 

What will the Coroner Investigate? 

S 5 CJA 2009 
• Who, When, Where, How 

The Meaning of How .... 
• Domestic Inquest: By what means .... 
• Article 2: ...and in what circumstances 

Guildhall 
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THE PRE INQUEST REVIEW 

Chief Coroner - Guidance 22 
Interested persons 
Scope of the inquest 
Whether Article 2 ECHR engaged 
Is a jury required 
Provisional witness list 
Disclosure 
Date and time for inquest 

Guildhall 

(iii) Article 2 

'Every Person's Right to Life Shall be Protected by Law' 
A. Proper systems to prevent protect life 

B. An enhanced duty where the state has a positive duty to 
protect life 

• Deaths in prison 

• Deaths when under compulsory or voluntary section 

• Deaths when under a DOLS 

• Where there is a reasonable suspicion that the state's obligation 
has been breached: 

• an (enhanced) Article 2 inquest must take place 

« the conclusion must address the means AND the broad f •
circumstances of death Guildhall 

i (ii) Scope of the Inquest 

Domestic 

The function of any inquest is to 'seek out and record as many of 
the facts ...as the public interest requires' - a matter of coronial 
discretion. 

Article 2 

It is obvious that the public interest will require an investigation of 
the potential breach of the convention. 

BUT - in terms of scope Lord Phillips in Smith commented, "i 
question whether there is, in truth, any difference in practice 
between a Jamieson and a Middleton inquest, other than the 
verdict (now called a conclusion). If there is, counsel were not in' „ 
a position to explain it." Guildhclll 
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(vi) Disclosure -C(I)R 2013 s.12-15 

Presumption of Disclosure 
-But: 

Limited resources 

- Electronic where possible/ Inspection 

- May be redacted 

May refuse disclosure if: 

Statutory or legal prohibition (e.g. police reports/ Pll 
arguments) 

Consent of the author cannot reasonably be obtained 

Request is unreasonable . 

Relates to contemplated or commenced criminal 
proceedings 

Not relevant Guildhall 

Disclosure and the Public Interest 

Stage 1 - Disclosure to the Coroner 

Coroner requests information to help him set the scope of the inquest 
HSE provide a factual summary and key witness list 
if requested they will usually copy relevant statements and documents 

Stage 2 - Onwards Disclosure 

Whole scale onwards disclosure is unlikely 
Material relevant to the inquest will be disclosed subject to any 
agreement reached between the Coroner and HSE 
Disputes between the Coroner and HSE will be determined at a hearing 

. 

Guildhall 

Disclosure (Pll) cont. 

Onwards disclosure Cont. 

HSE's position will likely be influenced by: 

- Whether they are awaiting the outcome of the inquest before 
commencing a prosecution 

- Whether they interviewed witnesses / suspects 
- Material intended to anticipate and rebut a Defence 
- Whether material is privileged (e.g. expert reports and Internal 

documentation) 

Guildhall 
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• 'vh Other Powers 

Require someone to produce a report 
Require someone to give evidence 
Require someone to produce an item for 
inspection, examination or testing 

Guildhall 

(v) Witnesses - Rule 23 

Oral Evidence 
- Coroner has a wide discretion to call witnesses 

- Parties may make submissions as to witnesses 

Written evidence 
- Must be admitted if from the deceased 

Otherwise: 

Need to disclose to IP and secure agreement OR 

Satisfy the following criteria 

- Not possible to give evidence or give evidence within 
reasonable time frame 

- Good and sufficient reason why should not attend ' 

- Uniikeiy to be in dispute Guildhall 

(iv) Juries - Section 7 

S 7 - an inquest must be held without a jury unless 

• Died in custody or state detention and death is 
violent, unnatural or cause unknown 

• Death resulted from actions of Police officer 
• Death by notifiable incident 
• Coroner thinks there is sufficient reason for doing so 

Guildhall 
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THE RECORD OF INQUEST 

STAGE 1 Findings of fact to be stated orally 

4 
STAGE 2 Box 3 (How, When, Where) 

I 
STAGE 3 Box 4 (Conclusion) 

Guildhall 

; (iv) Juries - Section 7 

S 7 - an inquest must be held without a jury unless 

• Died in custody or state detention and death is 
violent, unnatural or cause unknown 

• Death resulted from actions of Police officer 
• Death by notifiable incident 
• Coroner thinks there is sufficient reason for doing so 

Guildhall 

BOX 4 - CONCLUSIONS 

Natural Causes 
Accident/ Misadventure 

RTC 
- Drug/ Alcohol Related 

- Open 
Suicide - Beyond reasonable doubt 
Unlawful killing - Requirement to suspend 
Narrative 
Neglect rider 

Guildhall 
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Narrative (1) - Article 2 

• A short factual statement dealing with the core 
issues: 
« Identify causes of death, 
• defects in the system which contributed to 

death, 
• other factors relevant to the circumstances of 

death 
• Must not name any individual 
« Must not address criminal or civil liability 
• May be judgmental 

Guildhall 
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Narrative - Example 

Article 2 
'There was a missed opportunity for the registrar to 

seek advice from the consultant.' 
Permitted : inadequate, inappropriate, lacking, 

unsuitable, failure 
Not permitted: 'negligence, breach of duty, careless' 

Domestic 
'The registrar did not seek advice from the consultant 

who was nearby and available. The registrar acted j 

on his own.' Guildhall 

JURY QUESTIONAIRES 

1. Did the police do their best to react to intelligence that Mark 
Duggan may collect a gun? 

No. 

2. Was the stop conducted in a way which minimised the possibility 
of having to use fatal force? 

Yes. 

3. Did Mr Duggan have the gun with him in the taxi immediately 
before the stop? 

Yes. 

4. How did the gun get to the grassy area it was found in? 
Mark Duggan threw it. 

5. When Mr Duggan received the fatal shot did he have the gun in his 
hand? 

Wo. 

Guildhall 
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Hillsborough Questionnaire 

An Article 2 narrative: 

•. Must include factors which probably caused death 

« May include factors which possibly caused death 

Guildhall 

NEGLECT RIDERS 

Jamieson 119951 

• 'a gross failure to provide adequate nourishment or liquid, 
or provide or procure basic medical attention or shelter or 
warmth to a person in a dependent position (because of 
youth, age illness or incarceration) who cannot provide it 
for himself. Failure to provide medical attention for a 
dependent person whose position is such as to show that 
he obviously needs it may amount to neglect' 

• A clear and direct causal connection to death is required. 

Guildhall 

NEGLECT - EXAMPLES 

• Incorrect saline bag, not countersigned, failure of further checks 

• No basic obs in hospital for 12 hours 

• SAS expedition in Brecon = neglect rider 

• Horatio Chappie - failures not total and complete 

Guildhall 
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REPORTS TO PREVENT FURTHER 
DEATHS 

Must make a report where: 

Risk of Future Deaths 
In Coroners opinion action should be taken to 
reduce risk 
Response must be provided in 56 days . 

Guildhall 

CHALLENGING THE CORONER 

1) Judicial Review 

2) Section 13 Application 

Guildhall 

BEYOND THE INQUEST (1) - COSTS 

Supreme Court Act 1981 s.51 
"the costs of and incidental to all proceedings...shall be in the 

discretion of the court" 

Gibson's Settlement Trusts [1981] 1AIIE R 233 
a. Of use and service in the civil claim: 

b. Relevant to matters in issue in the claim 

c. Attributable to the defendant's conduct 

Guildhall 
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BEYOND THE INQUEST (1) - COSTS 

Roach & Anor v Home Office [2009] EWHC 312 
(QB) Davis J 

• Pre-Apri! 2013 case 

• Costs can be recovered - as per Gibson. 

• Proportionality important 

Amelda Lynch v Chief Constable Warwickshire 
[2014] Rowley 

( 

post April 2013 

new Coroner's Rules re Disclosure 
•I* • No PIR Guildhall 

BEYOND THE INQUEST (1) - COSTS 

Douglas v Ministry of Justice & Care UK [2018] 
EWHC B2 (Costs) 

Art 2,3 and 8 and negligence 

Full and complete admission re liability from both D1/2 

• Costs Incurred securing disclosure s/ 

• Witness evidence 

• General Procedural 'housekeeping* x 
• PIR 

ic «M>. 
Guildhall 
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BEYOND THE INQUEST (1) - COSTS 

Non-Art 2 -

• Liability disputed - recover of costs to issues as per Gibson. 

• Liability admitted - limited prospect of recovery-save for 
evidence going to quantum. (Bowbelle) 

Art-2 

• Recover some costs even if liability admitted, but limited to 
extent of ECHR breaches and areas of disclosure/witness 
evidence relating to Defendant. 

Unclear how proportionality would be dealt with under CPR44.3 

(e) any wider factors involved in the proceedings, such as , f 

reputation or public importance. Guildhall 
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Beyond the inquest - Damages 
Preliminaries 
• Victim status 

» Public Body/ Public Function 

• 1 year limitation (extendable) 

Breach 
• Unlawful taking of life 

• Failure to take measures to safeguard life where there is a real 
and immediate risk to life of an identified individual 

• Failure to put in place proper systems to protect life 

Causation 
• More flexible than in domestic law , 

• The breach musl have a real prospect of saving life Gliildhctll 
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; BEYOND THE INQUEST (2) - ARTICLE 
2 - DAMAGES 
Custody cases 
Rabone (CA) - £5000 per parent i.e. £10,000 (not appealed but SC 

would have awarded more 

Systems Cases 
• AV on Behalf of CV v NW London Hospitals NHS Trust- poor 

systems resulting in 8 fails 

• Britton v Cardiff Vale NHS Trust (2004') - Lawtel Settlement -
bureaucratic procurement procedure - £15,000 

• Ambulance triage systems 

• Procedures for Closing care homes 

Guildhall 
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