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EXECUTIVE SUMMARY:
This Policy has been developed to provide information and guidance to all staff on the
process and systems to follow in the event of an Unexpected Sudden Death. The Policy
outlines legal requirements, individual responsibilities of staff and support and guidance
available throughout the process. A full Guide at Appendix 5 and available at:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/36
3879/guide-to-coroner-service.pdf
It is important to remember that the Coroner’s Court is not concerned with
matters of civil or criminal liability.
Key Objectives:
•
•
•
•
•
•

To inform staff of the purpose and remit of a Coroner’s inquest.
To inform staff of the process to be followed for the referral of a death to
the Coroner.
To inform staff of the process for disclosing medical records when a copy
is required for coronial investigation purposes.
To provide staff with guidance on the procedure to follow when asked by
the Coroner to prepare a statement, or to attend a Coroner’s inquest.
To ensure staff are aware of the process for the receipt and recording of
post mortem reports.
To ensure Managers are aware of their responsibilities in relation to the
inquest process.
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If you require this document in another format such as large print, audio or
other community language please contact the Corporate Governance Team
on:
0300 304 1195 or email: policies@sussexpartnership.nhs.uk

Did you print this document yourself?
Please be advised that the Trust discourages the printing and retention of hard copies
of policies and can guarantee that the policy on the Trust website is the most up-to-date
version.
As a contingency a full set of up-to-date Trust policies are held by the Corporate
Governance Team based at Trust HQ, Swandean
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BODY OF THE DOCUMENT
1.0 Introduction
A Coroner’s investigation of a death is referred to as an inquest.
An inquest is a fact finding inquiry limited to establish who has died and when, where
and how and in what circumstances the death occurred. An inquest does not establish
matters of blame or liability. To assist the Coroner with their investigation, the coroner
may request information, reports and protocols. The Coroner decides what evidence
they need and from whom. When the Coroner has all the information as part of the
investigation, they will decide which witnesses to call to provide evidence at the inquest.
The decision as to which witnesses are required to attend an inquest is entirely made
by the Coroner and where witnesses cannot attend they are answerable to the Coroner
on their reasons why.
The Coroner must aim to complete an inquest within 6 months from the date the
Coroner is made aware of the death. The Trust will be given strict deadlines by the
Coroner to submit information, statements and reports for an inquest. It is imperative
that all staff fully cooperate and adhere to the deadlines set. The Coroner is at liberty
within the rules to impose financial penalties on anyone they consider is not
cooperating with their inquiries.
1.1 Purpose of policy
The aim of the policy is to provide advice on the inquest process and guidance to staff
on the best practice to follow in the event of an unexpected death, including if they are
requested to provide a statement for the Coroner and/or attend an inquest to give
evidence.
It outlines the processes to follow for disclosing patient medical records [Carenotes]
where they are required for investigation purposes (SI, HLR, Mortality Review or formal
complaint for example).
In addition, it clarifies the process for receipt and recording of Coroner’s post mortem
reports.
The Trust will cooperate with the Coroner in the preparation for and the carrying out of
inquests. All members of staff are expected to provide reports/statements/information/
verbal evidence for the Coroner as requested. Lessons identified following the
conclusion of an inquest will be fully implemented.
1.2 Definitions
HMC

Her Majesty’s Coroner

Inquest

A legal investigation to ascertain the circumstances surrounding a
person’s death

Deceased/D

The person whose death is subject of the inquest
Page 5 of 31

IP

Interested person. Those persons involved with the case, e.g.
deceased family, witnesses, NHS Trust, Care Home etc.
PfD
Prevention of Future Deaths Report made under Regulation 28 of
Report/Regulation The Coroner’s (Investigations) Regulations 2013
28 Report
PIR/PIRH

Pre Inquest Review Hearing - undertaken at the Coroner’s Court
with the Coroner by the Trust's Lawyers. Usually, Trust witnesses
need not attend.
Pre Inquest Review Meeting with all witnesses, usually two
weeks prior to the Final Hearing
Carries out a post mortem examination. They are a medical
professional who specialises in the diagnosis of disease after
death and identifying causes of death.
A detailed medical examination of a deceased's body conducted
by the pathologist. The purpose of the post mortem examination
is to establish the cause of death.

PIM
Pathologist

Post Mortem
Examination

Rule 23 (r23) of
The Coroner’s
(Inquests) Rules
2013

Witness statement to be read into evidence. Witness does not
have to attend court to provide oral evidence.

Witness

This is someone, who under oath or affirmation at an inquest,
provides evidence or whose statement is read into evidence.

1.3 Scope of policy
The policy is to be used by all Trust employees, including bank, agency locums and
contractors involved in inquests. Its aim is to advise staff on best practice to follow if
they are required to provide a statement for HM Coroner and/or attend a Coroner’s
Inquest.
1.4 Principles
An inquest is a fact finding exercise and is not to apportion blame. The inquest will
determine the following:
•
The identity of the Deceased.
•
How, when and where they died.
•
The circumstances in which they died.
•
The medical cause of their death.
2.0 Policy Statement
The Trust's management team will provide staff with appropriate support during and
following the investigation of an inquest. The management team will ensure that staff
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are available to assist the case handler with the inquest process and to provide
relevant support and guidance. The team will ensure that there are systems in place to
monitor completion of any associated recommendations and or actions arising out of
an inquest and that clinical governance arrangements within the Trust enable shared
learning and can demonstrate the embedding of any changes to practice.
When occasion requires, a member of the management team may be required to
attend the inquest give oral evidence and assurance to the Coroner of organisational
learning.
3.0 Duties
Associate Director of Legal:
• Has line management responsibility for the Legal Services Team who are
coordinating and facilitating the Trusts involvement in inquest matters.
• Should ensure that systems and processes are in place to optimise the
timeliness and responsiveness to the Coroner’s requests and will
anticipate routine schedules for provision of reports.
• Should ensure that there are appropriate links between other risks, legal
and complaint processes, to align investigation and appropriate
communication between departments and outside of the organisation.
• Will advise and supervise the Legal Service Team to identify risks to, and
mitigate against, potential future death reports.
• Should ensure that there are appropriate links to the Trusts governance
arrangements, to enable feedback, learning and monitoring of the activity
of inquests.
Head of Legal Services:
The Head of Legal Services is responsible for the coordination of all inquest activities.
The Head of Legal Services will act as a resource for Trust staff and maintain close
liaison with the Coroner’s office to facilitate the inquest process. The Head of Legal
Services will:
•
•
•

•
•
•
•
•
•

Receive and acknowledge all inquest notifications from the Coroner and
will be the point of contact between the Coroner’s office and the Trust.
Inform the Chief Nursing Officer and Associate Director of Legal of all new
inquest matters.
Inform the Chief Nursing Officer, Associate Director of Legal and Deputy
Chief Nurse for Clinical Governance, of any inquest matters that meet the
threshold for reporting as a serious incident.
Inform the Trust Executive team of all high risk inquest activity which may
attract media attention.
In conjunction with the Associate Director of Legal, RAG rate all inquest
matters and where considered appropriate, instruct legal representation.
Track and monitor the status of each inquest providing support to the case
handlers, Trust clinicians and Trust managers with inquest activity.
Where specific need is identified undertake case handler duties.
Attend inquests to provide support to staff who are attending, and/or
represent the Trust and give evidence of organisational learning.
Maintain a central database of all inquest activity [Ulysses] ensuring that
suitable arrangements are in place for business continuity and the
archiving of case files.
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•

Undertake pro-active analysis of inquest activity and the identification of
trends and emerging patterns to influence and inform the Chief Nursing
Officer, Associate Director of Legal and Trust Board.

Inquest Case Handler:
Upon receipt of a formal notification that an inquest has been opened, a case handler
will be appointed to manage the inquest through to its conclusion. The case handler
will:
•

•
•
•

•

•

•

•

Undertake fact finding activities to establish the course of events leading to
the patient’s death; identify sub-optimal care; identify key witnesses and
any actual or potential risks to the organisation which may lead to the
coroner issuing a Regulation 28 report.
Work closely with Trust Solicitors where legal representation has been
instructed.
Ensure Trust compliance with Duty of Candour.
Support Trust clinicians in the provision of witness statements. Proof read
all inquest statements ahead of disclosure to ensure the statements are fit
for purpose.
Track and monitor the status of each allocated inquest and inform the
Head of Legal Services of any delay with the disclosure of witness
statements or associated risk management and serious incident
investigation reports.
Represent the Trust at the inquest providing support to staff who are
required to attend to give oral evidence. When occasion requires,
attendance at inquests may be required to give oral evidence of
organisational learning.
Complete an inquest outcome report (Appendix 6) identifying any
recommendations and or lessons learned and share with this the
Associate Director of Legal and the Head of Legal Services and
witnesses involved with the inquest. All staff involved with an inquest
should be offered the opportunity for further ongoing support and to
receive feedback on their contribution to the inquest process and
outcome. This will be facilitated by the Case Handler and/or Head of
Legal Services.
In conjunction with the Deputy Chief Nurse of the Clinical Governance
Team, ensure timely implementation of any recommendations and
actions arising from the inquest through monthly monitoring.

All staff
All staff involved in the investigation and learning from inquests should ensure that:
•

•
•

Inquests are investigated in a timely manner under the direction of the
Legal Services Department to ensure that deadlines set by HM Coroner
are met;
Witness statements, following the Trust’s template are provided within 10
days of their written request;
The Legal Services Department are informed where correspondence is
received directly from the Coroner in respect of an inquest.
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4.0 Procedure
The Coroner
The Coroner is an independent judicial officer of the crown appointed and paid by the
relevant local authority. The Coroner may also have Assistant Coroners.
The Chief Coroner is head of the coronial system, has overall responsibility and
leadership for coroners in England and Wales.
The Coroner’s for this Trust are:
1. Mr Alan Craze [Solicitor - Retired]
Senior Coroner for the County of East Sussex
East Sussex Coroners' Office
Unit 56, Innovation Centre
Highfield Drive
St Leonards-on-Sea
East Sussex
TN38 9UH
Tel: 01424 723030
Email: eastsussex.coroner@eastsussex.gov.uk
2. Ms Penelope Schofield [Solicitor]
Senior Coroner for the County of West Sussex
County Records Office
Orchard Street
Chichester
PO19 1DD
Tel: 01243 753619
Email: hm.coroner@westsussex.gov.uk
3. Ms Veronica Hamilton-Deeley
Senior Coroner for the County of Brighton & Hove
The Coroner's Office
Woodvale, lewes Road
Brighton
BN3 2QB
Tel: 01273 292045/6
Email: coronersoffice@brighton-hove.gov.uk
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4.1 Reportable Deaths
All reportable deaths from inquests involving the Trust may sometimes be held in
neighbouring jurisdictions such as Crawley and Greater London.
Under the law of England and Wales, an inquest must be held to investigate certain
deaths. Coroners will lead this investigation and are obliged by law to investigate
deaths where a person:
•
•
•

has died a violent death
has died a sudden death of unknown cause
has died whilst in custody

A full list of reportable deaths can be found in Appendix 1.
An inquest will be opened soon after the death. This allows the death to be recorded,
the deceased to be identified and the Coroner to give authorisation for a burial or
cremation to take place as soon as possible.
After the inquest has been opened, it may be adjourned (postponed) until after any
other investigations have been completed. The average length of adjournment is 27
weeks, although in some cases it may be longer if the case is particularly complex.
In some cases, the Coroner may hold one or more additional hearings before an
inquest begins, known as pre-inquest hearings or reviews [PIRH]. These allow the
extent of the inquest to be considered. The purpose of a Coroner’s investigation is
directed solely to ascertain the following matters:
a) who the deceased was
b) when the deceased came by their death
c) where the deceased came by their death
d) how and in what circumstance the deceased came by their death, and
e) medical cause of death
A Coroner’s authority to inquire comes from the reporting of a death within the
Coroner’s jurisdiction. The Coroner will determine whether an inquest is required.
A doctor must refer a death to the Coroner if any of the above in 4.1 or Appendix 1
applies. If you are unsure if a death should be reported to the Coroner, speak with a
senior member of staff and/or the Coroner’s Officer and/or the Legal Services
Department.
Coroner’s Officers work under the direction of Coroners. The Coroner’s Officers
receive reports of deaths and make inquiries under the direction, and on behalf of the
Coroner. They will also liaise with bereaved families, police, doctors, witnesses,
mortuary staff and Trust representatives.
Unlike criminal trials, inquests don't try to establish whether anyone was responsible for
a person’s death. Evidence is given by witnesses but there's no prosecution or
defence.
When an inquest is held, the Coroner must inform the deceased person's next of kin or
personal representative.
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4.2 Management and Handling of Inquests
4.2.1 On receipt of a notification of an inquest, the Legal Services Administrator will
inform the Associate Director of Legal, the Head of Legal, the Claims and
Inquests Manager and the alpha - split Case Handler of the new referral.
The Case Handler will undertake a scoping of the case notes and identify the
clinicians who are required to provide statements for the matter. The Case
Handler supported by the Head of Legal will formally request statements within a
timeframe that ensures compliance with the Coroner’s request (this will normally
be within 10 working days).
If the statement is not received within the stated timescale the situation will be
escalated to the Associate Director of Legal/Clinical Director for the speciality
who will ensure that the relevant staff member completes the statement.
4.2.2 The Case Handler will support staff in providing witness statements and on
receipt of the same will review them to ensure they are fit for disclosure.
Statements will be disclosed to the Coroner by the Case Handler in advance of
an inquest. Throughout the process of preparing for an inquest, the Case
Handler will communicate with the Coroner's Officer to effect disclosure of
documents, identify required witnesses and facilitate the date of an inquest
dependant on witness availability. The Case Handler will work in collaboration
with the Trust’s nominated solicitor to effect disclosure where appropriate.
4.3 Preparation of Coronial Evidence
Preparing your witness statement
4.3.1 Almost certainly the Coroner will request that witnesses are asked to submit an
original typed and signed written statement some time before the inquest.
Occasionally the Coroner may direct his or her request to the medical staff
involved. If there is any possibility of a death occurring as a result of treatment or
procedures carried out by the Trust, or the possibility of clinical negligence, a
formal complaint, a Significant Event Audit (SEA) or Serious Incident
Investigation (SIRI), staff should immediately notify the Associate Director of
Legal/ Head of Legal Services to ensure that legal representation is available if
required.
4.3.2 The Case Handler, under the supervision of the Associate Director of Legal/
Head of Legal Services will correspond with any Panel Solicitors who liaise
directly with the Coroner and in the event of a Serious Incident Investigation, will
advise him or her of the Investigation. The Trust Solicitors will continue to liaise
with the Coroner and Staff thereafter to compile pre-inquest evidence.
4.3.3. When a request for a statement is received from the Legal Services
Department, it is important that you act straight away and provide your
statement within the timeframe you are given. The Coroner has the power to
issue a witness summons and a fine in the event that this timescale is not
complied with, requiring the witness to explain in person the reason for the
delay. It is therefore imperative that you plan sufficient time to read the medical
and nursing notes and prepare your statement using the template
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(Appendix 2).
4.3.4 It is essential to have read the Carenotes/medical records and any other relevant
documentation before commencing your statement. In the unlikely event that
clinical records are not available it is essential that it is clearly stated within the
statement that the information contained within the statement is from memory
only.
4.3.5 The statement should begin with your name, professional qualifications, length of
service and what post you hold within the Trust.
4.3.6 The author must assume that the reader of their statement knows nothing of the
facts of the case, of the patient's medical history or of hospital routines. The
statement will thus form a story, which will tell an intelligent lay person the
circumstances of the incident from the author’s recollection of events.
4.3.7 The statement should contain a full but concise, factual account in chronological
order of your personal involvement with the Deceased. It is important that you
stick purely to facts and avoid expressing opinions. Only include facts or
conversations that you have actually witnessed or taken part in. Do not include
things that other people told you happened or conversations reported to you.
Advice and guidance is available from the Case Handler or the Legal
Department should you require it.
4.3.8 You should always retain a copy of your final signed statement to refer to in the
event that you are subsequently called to the inquest as a witness. If the
Coroner is of the opinion that the evidence contained in your statement is
unlikely to be controversial, he/she may decide to dispense with the need for
you to attend. (It is therefore beneficial to provide a well written statement
promptly) Appendix 2 and 3 provide some key tips on preparing a statement.
4.3.9 If you experience any delays in providing a statement, please inform the
appointed Case Handler immediately so that the Coroner can be informed.
4.3.10 All requests for information concerning an inquest for the coroner should come
directly from an appointed Case Handler via the Legal Services Department. If
you receive a request for information directly from the Coroner or the Police or
any other authority you should inform the Legal Services Department as soon as
possible.
4.3.11 Once your statement has been submitted to HM Coroner, the Case Handler will
endeavour to keep you updated and informed with progress on the case.
4.4 Preparation and Support for Staff Attending an Inquest
4.4.1 Preparation
It is important that staff feel well informed and supported during the inquest
process. Witnesses will be advised in good time of the date and place of the
inquest and should ensure that they are punctual and appropriately dressed
(Smart Dress). The order in which witnesses are called is determined by the
Coroner. The Coroner usually calls the Pathologist first, followed by the
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remainder of witnesses in a chronological order; however where there are
clinical commitments which cannot be altered, the Coroner may call witnesses
out of sequence. Each witness should take a copy of their statement to the
hearing with them. Do take the time to read your statement prior to the inquest
to ensure that you are fully familiar with its contents. All witnesses go into the
Court at the same time, so you will be able to hear the evidence given by other
witnesses.
Whether the Trust is legally represented by Panel Solicitors or not, a pre-inquest
meeting [PIM] will be arranged usually approximately 2 weeks prior to the final
Hearing to provide guidance on the process and what to expect. Any queries or
concerns may be raised direct with the Legal Department who will be happy to
assist you. Legal Representatives cannot tell you what to say as your evidence
should be a factual account and cannot therefore be influenced. It is important to
remember that the evidence that you give is your own evidence, which is given
on oath and as such must be an open, honest and factual account of events
which is not influenced by the opinions, or accounts given by anyone else. There
are occasions when staff have conflicting recollections and this is to be
expected, it is not an issue that you should be concerned about.
The Trust recognises that giving evidence at an inquest can be a very stressful
and daunting experience and every effort will be made by the Case Handler
and/or the Head of Legal Services to provide advice and support throughout the
process.
Before an inquest, ensure that you have read the clinical records. Re-read your
statement to ensure you are familiar with your statement and the issues in hand.
In most cases the Legal Services Department will ensure the clinical records are
at Court.
4.4.2 The Inquest
It is not the Coroner’s role to probe into potential causes of clinical or medical
negligence although the family may pursue a formal complaint against the Trust
prior to or following the inquest. They may also subsequently go on to pursue a
claim against the Trust. The inquest is not a trial and therefore the Coroner will
not apportion blame. Unless the inquest involves issues of national security it
will be held in public and the media may be present. You should not speak to
reporters after the inquest. In the event that it is necessary a Press Release will
be made by appropriate representatives on behalf of the Trust.
As stated earlier, it is important that you are punctual and smartly dressed. Not
only will this help you to convey a professional image, it will also demonstrate
respect for the family of the deceased. Unless instructed otherwise, you should
arrive at court at least 30 minutes before the start of an inquest. If a witness is
late, it can delay the start of the inquest and inconvenience everyone. A Coroner
can hold a witness in contempt of Court and a Coroner’s Court has the same
powers as any other legal Court. You must ensure that mobile devices are
switched off before entering the Courtroom. If you wish to have your statement
on an electronic device such as an iPad, you may do so but the device must be
on silent. Recording is not permitted under any circumstances.
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The degree of formality in the Court depends largely on the individual Coroner,
although all evidence will be given under oath (religious or otherwise).
Witnesses will then either be asked to read out their previously supplied
statement, or they may be asked to recount the events leading up to the
patient’s death. They may then be asked to address specific questions by the
Coroner or to provide clarification of particular points. The deceased’s family or
their legal representatives may then ask questions and finally any legal
representative of the Trust may put questions to you.
When responding you should address your answers to the Coroner. When
addressing the Coroner address him or her as Sir or Ma’am. Evidence is usually
given standing up, although you may ask the Coroner if you can be seated.
When answering specific questions the following suggestions are provided for
guidance:
•
•
•
•

•

The evidence given is given under oath and should be factual and true so if
you do not know the answer to a question, do not be afraid to say so –
Never guess.
The hospital records will be available and should you wish to consult them in
order to respond to any question, please ask the Coroner. There should be
no difficulty in permission being given for this.
Speak clearly, try to keep your answers concise and avoid medical jargon
that the Coroner or the family may not understand.
If you are asked a question that you believe would be better addressed by
someone else, such as the Pathologist or another medical witness, tell the
Coroner that you believe another witness would be better placed to address
this.
If you are asked questions by the family or their representative, try to
address your response to the Coroner as an inquest is a Coroner's
investigation. Remember, that the family is grieving and it is very important
to ensure that any answers given are non-confrontational. Avoid being
defensive.

Remember whatever happens, never lose your temper. (You are at risk of being
in contempt of court).
Most inquests are heard by the Coroner sitting alone. However in certain
circumstances a Jury may be called under Section 8(3) of the Coroner’s Act
1988 which sets out the circumstances where an inquest must be held before a
Jury. These include:
•
•
•
•

Deaths in Prison.
Deaths in Police custody or following an injury caused by a police officer in
the execution of his her duty.
Deaths reportable to a Government Department, e.g. factory accident or
death on a railway.
Deaths concerning public safety – (A death in which the death occurred in
circumstances, the continuance or possible recurrence of which is
prejudicial to the health or safety of the public or section of the public.)

However, under Section 8(4) of the Act, the Coroner has discretion to summon a
Jury even if a case falls outside of the criteria highlighted above.
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The Role of a Jury:The Jury should listen to all the evidence, ask appropriate questions and reach a
conclusion [verdict]. The Coroner and an Advocate or Interested Party may
assist the Jury by asking questions of the witnesses. The Coroner controls the
proceedings, sums up the evidence for the Jury and directs them on the relevant
law

4.5 Conclusion of an Inquest
Once the Coroner or Jury has heard all the evidence, the Coroner will sum up the facts
and provide a conclusion (previously known as the verdict) to the inquest. If there is a
Jury, the Coroner will direct them on the law.
4.5.1 Conclusions of unlawful killing and suicide must be proven beyond ‘all reasonable
doubt’. All other conclusions are dealt with on a ‘balance of probabilities’, e.g.
51% certain.
4.5.2 One of the following short form conclusions (or verdicts) may be adopted;
1.
2.
3.
4.
5.
6.
7.
8.
9.

accident or misadventure
alcohol/drug related
industrial disease
lawful/unlawful killing
natural causes
open
road traffic collision
termination of pregnancy
suicide

A narrative conclusion which is a short paragraph detailing what happened, can be
used as an alternative or in addition to an above short form conclusion.
4.5.3 As well as providing a conclusion on how a person came by their death, the
Coroner will also determine the medical cause of death from the evidence he or
she has heard.
4.6 Prevention of Future Deaths Reports [Regulation 28 Reports]
A Prevention of Future Deaths Report, Regulation 28 [PfD] of The Coroner’s
(Investigations) Regulations 2013, provides that Coroners have a statutory duty to
issue a Report to any person or organisation if evidence during the course of an
inquest gives rise to a concern that action should be taken to prevent future deaths.
Organisations that receive a Report are under a duty to respond within 56 days from
the date the report was sent to the organisation. The Lord Chancellor will receive
copies of all Reports and Responses. This will enable emerging trends to be identified
and lessons that could be applied at a national level to be highlighted.
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Prior to an inquest it may be necessary for the Legal Services Department/Panel
Solicitors and the Communications Department to prepare and agree a Press Release.
Where appropriate, representatives of the Trust may liaise further with the family and
or any representation that they have to address issues raised in a complaint or claim.
5.0 Development, consultation and ratification
This policy was developed by the Associate Director of Legal Services.
This policy is ratified by the Professional Practice Forum (PPF).
6.0 Equality and Human Rights Impact Analysis (EHRIA)
The Trust aims to design and implement services, policies and measures that meet the
diverse needs of our service, population and workforce, ensuring that none are
disadvantaged over others. Our objectives and responsibilities relating to equality and
diversity are outlined within our equality schemes. When considering the needs and
assessing the impact of a procedural document any discriminatory factors must be
identified.
An Equality Impact Assessment (EIA) has been conducted on this procedural
document in line with the principles of the Equality Analysis Policy and the Fair
Treatment For All Policy.
The purpose of the EIA is to minimise and if possible remove any disproportionate
impact on employees on the grounds of race, sex, disability, age, sexual orientation or
religious belief. No detriment was identified.
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7.0 Monitoring Compliance
An annual report of compliance with this Policy will be performed by the Associate
Director of Legal/Deputy Chief Nurse, Clinical Governance and received by the Patient
Safety Review Group to review and note recommendations.
Where it is anticipated that compliance with this Policy will not be achieved the Patient
Safety Coordinator will notify the Associate Director of Legal who will consider the
circumstances and take action to minimise the associated risk.

What is being
Monitored
Compliance with the
Coroner’s
statement/report
deadlines
A quantitative analysis
of the types of inquests
against the Trust, the
number of
inquests opened and
closed and their
outcomes;

Who will carry
out the
Monitoring
Head of Legal
Services

How often

How Reviewed/
Where Reported to

Annual

Patient Safety Review
Group

Head of Legal
Services

Annual

Patient Safety Review
Group

A qualitative analysis of Head of Legal
inquests and a review of Services
learning from inquest
activity over the
preceding year.

Annual
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Patient Safety Review
Group

8.0 Dissemination and Implementation of policy
A Plan for Dissemination of Procedural Documents has been completed and submitted
with the final draft for approval and ratification. See Appendix D–Plan for Dissemination
of Procedural Documents.
This policy will be available to all staff on the Trust Intranet, and the previous version
will be archived in the Trust Policy Archive
9.0 Document Control including Archive Arrangements
This policy was developed by the Associate Director of Legal Services.
This policy is ratified by the Professional Practice Forum (PPF).
10.0 Reference documents
•
•
•
•
•
•
•
•
•

Complaints, concerns, comments and compliments
Being Open and Duty of Candour Policy
Incident Management Policy
Serious Incidents (SI) Policy
Processing Requests for Access to Health Records Procedure
Information Records Management - Code of Practice
Learning from Deaths Policy
Fair Treatment for All
Equality Analysis Policy

11.0 Bibliography
•
•
•
•
•
•
•

Dorries, C., 2004. Coroners’ Courts A Guide to Law and Practice. Second ed.
Oxford University Press
The Coroner’s and Justice Act 2009:
The Coroner’s (Investigations) Regulations 2013
The Coroner’s (Inquests) Rules 2013
www.legislation.gov.uk
www.dirct.gov.uk

12.0 Glossary
• Definitions of technical or specialised terminology used within the policy please refer to section 1.2 above.
13.0 Cross reference
• List of documents to be read in conjunction with this policy - please refer to
10.0 above.
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14.0 Appendices

Appendix 1 - Reportable Deaths
A death must be referred to the Senior Coroner at East Sussex, West Sussex and
Brighton & Hove in the following circumstances:
1. The cause of death is unknown;
2. It cannot readily be certified as being due to natural causes;
3. The deceased was not attended to by the doctor during his last illness or was
not seen within 14 days or viewed after death;
4. There are any suspicious circumstances or history of violence;
5. The death may be linked to an accident (whenever it occurred);
6. There is any question of self-neglect or neglect by others;
7. The death has occurred or the illness arisen during or shortly after detention in
police or prison custody (including voluntary attendance at a police station);
8. The deceased was detained under the Mental Health Act
9. The death is linked with an abortion;
10. The death might have been contributed to by the actions of the deceased (such
as a history of drug or solvent abuse, self-injury or overdose);
11. The death could be due to industrial disease or related in any way to the
deceased's employment;
12. The death occurred during an operation or before full recovery from the effects
of an anaesthetic or was in any way related to the anaesthetic (in any event a
death within 24 hours should normally be referred);
13. The death may be related to a medical procedure or treatment whether invasive
or not;
14. The death may be due to lack of medical care;
15. There are any other unusual or disturbing features to the case;
16. The death occurs within 24 hours of admission to hospital (unless the admission
was purely for terminal care);
17. It may be wise to report any death where there is an allegation of medical
mismanagement.
This note is for guidance only, it is not exhaustive and in part may represent desired
local practice rather that the statutory requirements. If in any doubt, contact the
Coroner’s Office for further advice.
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Appendix 2 - Statement Template
Our coronial statement template is below.

Name
Double click to edit this text
Address line 2
Address line 3
Address line 4
Date: 00 Month Year

Her Majesty’s Senior Coroner
INSERT ADDRESS
Dear Sir/Madam
Statement for Her Majesty's Coroner in the Inquest touching the death of ….
[First paragraph should be about you. Your qualifications, when you qualified, your position at
the time of events – and now, if different – and the capacity in which your report is written i.e. I
was the Medical Registrar on call on 17 July 2012. You should make clear any documents you
referred to in order to write your report e.g. the medical records/Care note/Rio/Electronic Patient
Record (EPR) or whether you have memory of the events]
[The main focus of your report should be a chronological, factual summary of events, detailing
all the relevant medical history and describing the care and treatment you provided. It should
be concise but your report should stand on its own independently of the medical records.
Explain your clinical reasoning; do not assume too much knowledge. Remember the Coroner
and other interested persons to the inquest may have limited knowledge of who you are, how
services at the hospital are arranged and your specific role. You should describe the
circumstances of your involvement, and any clinical investigations or findings, being sure to
explain any medical jargon [e.g. explain common medical terms – what it is a measure of and
what any grading system means - and/or its significance - in lay terms]. Avoid generalisations
such as “Her observations were within normal limits” – you should include the actual values.
You should refer to the deceased by their full name, i.e. Mrs Jane Smith [and after that, Mrs
Smith], rather than “the patient” or “the case”.
You should focus on what you did. However it may be appropriate to refer to other staff who
were involved, if so your report should say clearly which healthcare giver was responsible for
which element of care, not just by job title, but also by name. This is crucial, as it enables the
coroner to decide who to call to inquest. If these details are not provided, this will shorten the
notice period provided to witnesses - use the person’s full name and designation (if you don’t
know the name for some reason you should make this explicit e.g. “I bleeped the consultant on
call whose name is not known to me”).
You should deal with any errors or omissions. There is often an explanation as to why
something was or was not done, and this is an opportunity to set out that rationale accurately.
You should make clear when your involvement with the deceased’s care finished.
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Ultimately you need to consider your audience and that your report may be read out in a public
court].
You should end your report with a statement of truth e.g. “This statement is true to the best of
my knowledge and belief”.
You may also wish to add an expression of condolences to the patient’s family e.g. I would like
to offer my sincere condolences to Mr X’s family for their loss].
Yours faithfully
Your name
Your job title

Such a statement should basically address the following:-

Inquest into the death of [Patient A]
Statement of [A B, JOB TITLE]
*PLEASE NUMBER EVERY SINGLE PARAGRAPH IN YOUR REPORT. DO
NOT JUST FOLLOW THE NUMBERING SEQUENCE BELOW*
1. I am a [TITLE] employed by Sussex Partnership NHS Foundation Trust. I have
held this post since [INSERT DATE]. My professional qualifications are
[INSERT QUALIFICATIONS].
2. I have been asked to provide a statement regarding the treatment provided to
[patient
A]. My only involvement with [his/her] care was between [INSERT DATE] and
[INSERT DATE]. The remaining information in this statement regarding [his/her]
treatment I have obtained from reviewing the medical records made by myself
and other staff involved. I have a [clear recollection], [vague recollection] or [no
recollection whatsoever] of my involvement with [patient A].
3. Summarise relevant past medical history leading up to key admission.
4. Detail events related to key issues. Make it clear what was your involvement
and what was your colleagues’. Include the names of colleagues. Include dates
and times of your involvement. Remember that the Coroner will need someone
to deal with the death itself and hearsay may be permissible if no particular
issues relate to it, even though it may be peripheral to earlier management
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issues. Do include any direct conversations you may have had with the
Deceased or his/her family.
5. Explain your recollection/records clarifying any abbreviation or medical
terminology.
6. Conclusion - Summarise the key issues.
7. I would like to take this opportunity to offer my sincere condolences for this sad
death to [Patient A’s] family and friends.
Statement of Truth and signature

………………………………………
Full name:

Date:

Job title:
_____________________________________________________________________
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Appendix 3 - Statement tips:•

A statement for the Coroner should be typed not hand written

•

All staff are advised to use the witness statement template in Appendix 2
as a guide

•

Do not write a joint statement. You must write your own statement

•

Your statement must be written with access to the medical and nursing
notes and any other useful, relevant documentation such as incident
report forms, ward diary, protocols etc. Do not start your statement
without having thoroughly read the medical/nursing notes and any other
relevant documentation

•

Number every paragraph in the statement. This enables points in your
statement to be easily referred to by various officers of the Court during
the inquest

•

The statement should consist of double line spacing

•

Provide a factual account and stick to the facts as you know them. Do not
speculate or interpret information

•

Do not stray outside your area of expertise, do not express an opinion
about another professional’s clinical competence

•

Be honest and tell the truth

•

Be sensitive, refer to the deceased by their name, never state ‘the
patient’; remember the deceased’s family will read and/or hear your
statement

•

Be clear, coherent and work in chronological order

•

Clearly state dates, timings and locations

•

If you refer to other staff, state their name(s) and their position

•

Do not use jargon or abbreviations

•

Ensure medical terminology is explained. Are the family and/or the
Coroner going to understand what you are saying?

•

If you need to refer to any Trust policies or protocols refer to the
policy/procedure that was in place at that time and attach a copy with
your statement

•
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•

If formal policies/procedures were not followed, state why they were not
followed and what the normal practice is

•

Before a statement is submitted to the coroner, it must be forwarded to
the Case Handler in the Legal Services Department for advice before
submission to the Coroner.

•

Retain a final signed copy for yourself
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_____________________________________________________________________
Appendix 4 - Procedure & Risk Matrix
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Appendix 5a - End to End Coronial File Pathway

Inquest Case
Handler
Request Statements
through Ulysses
Communication
section
● Review for Accuracy
● Factual account
● Detail
● Dated
● Signed
● Spelling & Grammar
● Prompts removed

Statements received
by Inquest Case
Handler

Risks Identified?

Yes
Discuss with Head of
Legal, strategy and
further action

No
Upload Statements
to Inquest File

Update progress
notes on Ulysses
system

The criteria for high profile cases is worked out by reviewing the nature of the death
combined with evidence of significantly compromised care where substantial media
and social media attention has or may be generated and with a claim anticipated
post inquest. Each of these criteria would not necessarily make it high profile, nor
warrant major legal input. Each Inquest should be considered on a case by case
basis to determine whether it comes under the remit of high profile. The risk matrix
below should assist with this process.
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Risk Factors

Weighting

Unlikely

Likely

Certain

Family represented

1

0

1

2

Article 2 Inquest

1

0

1

2

Multiple interested persons

1

0

1

2

Potential for Regulation 28 report
to be issued by HMC due to
system failures.

1

0

1

2

Previous Regulation 28 report
issued by HMC where similar
systems issues have been
identified to the current case
High risk near miss inquests were
a Regulation 28 was narrowly
avoided or where HMC has been
given assurance that actions are
being put into place and or where
HMC has requested a follow
up progress letter detailing
actions
implemented

2

0

2

4

2

0

2

4

Jury

2

0

2

4

High risk complaint

2

0

2

4

Pre-inquest reviews

2

0

2

4

Need for written submissions

2

0

2

4

Multiple clients and/or > 5
witnesses

2

0

2

4

Claim intimated

3

0

3

6

Medial interest or other profile
issues

3

0

3

6

SUI

3

0

3

6

Multiple day listing

3

0

3

6

Conflict of Evidence

3

0

3

6

Regulatory or criminal interest –
GMC/NMC/HSE/MHRA/Police

5

0

5

10

Experts in case

5

0

5

10

Risk of neglect or unlawful killing
conclusion or damning narrative

5

0

5

10
Total
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Total
for
case

IMPACT

Risk Rating:
5
Catastrophic
4
Major

5

10

15

20

25

4

8

12

16

20

3
Moderate
2
Low
1
Negligible

3

6

9

12

15

2

4

6

8

10

1

2

3

4

5

1
Rare

2
Unlikely

3
Possible

4
Likely

5
Almost
Certain

LIKELIHOOD

Low Risk

Score 0 – 10

Medium Risk
Score 11 – 20

High Risk

Score >21 APP

Score
5a

5b

5c

Is there a risk that a civil claim is or is likely to be pursued based on the subject
matter of the inquest?
Report to NHSR with a completed Inquest Funding Request Form, not less
than 1 month of the inquest hearing date
Is there a risk that external representation at inquest is justified?
Report to NHSR with a completed Inquest Funding Request Form, not less
than 1 month of the inquest hearing date
Is there a reputational risk to the Trust from the press/media or social
networking platforms?
Report to NHSR with a completed Inquest Funding Request Form, not less
than 1 month of the inquest hearing date

ENDIX 10 - RISKS IDENTIFIED – LEGAL
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Appendix 5b - Inquest Funding Pathway

Solicitors Instructed
by NHSR

Notify Solicitor of
Case file via
Medbrief
Inquest Case
Handler

Solicitor

Disclosure of
statements and
records to Solicitor
for preliminary
analysis
Disclosure of
statements and
records to Coroner
by predetermined
deadline date

Co-ordinate PIM
with Solicitor and
Staff

Attend PIRH with
Coroner

Confirm final
witness list and
advise Inquest Case
Handler

Notify witnesses of
attendance at court

Attend Inquest

Complete
record with
outcome and
learning from
Inquest

Provide conclusion
of Inquest

Legal Services Team
Archive all files and
collate learning
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Appendix 5c - Non-Funded Inquest Pathway

No external legal
Instruction required

Inquest Case
Handler

Disclose statements
and records to
Coroner

Attend PIR with
Coroner

Arrange PIM with
staff

Confirm FINAL
witness list

Rule 23
Contact Coroner's
Officer for
conclusion

Attend Inquest and
support witnesses

Provide conclusion
of Inquest

Complete Ulysses
record with
outcome and
learning from
Inquest

Legal Services Team
Archive all files and
collate learning
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Appendix 6 - Inquest Outcome Report
1.

Reference
Deceased
Date of birth
Date of death

2.

Statements/
documents provided
to coroner

3.

Witnesses called

4.

Statements read
(rule 23)

5.

Internal investigation

6.

Representation

7.

Press

8.

Background

9.

Medical cause of
death

10.

Conclusion

11.

Prevention of future
deaths report? (rule
28)

12.

Summary

13.

Recommendations

14.

Comments
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