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Overview 

1. Introduction – when is an inquest opened? 
2. Scope – what questions do inquests consider? 
3. Causation 
4. Conclusions – what are short form vs. narrative conclusions? 
5. Prevention of Future Deaths Reports
6. Why C’s legal reps would attend an inquest
7. Why D’s legal reps would attend an inquest



When is an inquest opened?

• A senior coroner is made aware that the body of a deceased person is within 
the coroner’s area, and has reason to suspect that either – 
–The deceased died a violent or unnatural death, or
–The cause of death is unknown, or
–The deceased died in custody or otherwise in state detention

• A senior coroner has a duty to investigate. 

• Coroners and Justice Act 2009
• The Coroners (Inquest) Rules 2013
• Chief Coroner’s Guidance, Advice and Law Sheets



Procedure for Inquest
1. Where duty to investigate arises, inquest must be held (unless investigation 

discontinued)
2. Families and any other interested person should be notified in advance of 

inquest being opened
3. Open the inquest as soon as possible, usually in public
4. Record the opening hearing
5. Receive evidence, including on identification
6. Set date and directions for inquest, and pre-inquest review (“PIR”)
7. Consider if jury required – see s.7 CJA
8. Publish notice of all hearings 
9. Disclose documents to IPs unless documents restricted by rule 15



Central questions provided 
by Coroners and Justice 
Act 2009, ss. 5 and 10: 

1. Who died? 
2. How/by what means 

did they die? 
3. When did they die? 
4. Where did they die?

The Four Questions



 Article 2 Inquests

• Article 2: “Everyone’s right to life shall be 
protected by law. No one shall be deprived of his 
life intentionally save in the execution of a 
sentence of a court following his conviction of a 
crime for which the penalty is provided by law.” 

• Jamieson vs. Middleton inquests
• Court considers “by what means and in what 

circumstances…” 
• Sometimes errors of individual state actors vs 

systemic failures



Causation

• Not ‘but for’ causation

• “whether on the balance of probabilities, the event or conduct more than 
minimally, negligibly, or trivially contributed to the death”

• Acts and omissions considered



Conclusions

(1) Make findings of fact on the evidence (not 
recorded)

(2) Distil from facts, ‘how’ deceased came by 
death (Box 3)

(3) To record conclusion, which must flow from 
and be consistent with (1) and (2) (Box 4)

Short Form vs Narrative Conclusions
Short Form
• Lawful/unlawful killing
• Suicide
• Accident 
• Misadventure
• Open conclusion

Narrative
• Non-Article 2
• Article 2

3 Stage Process



Neglect

• Medical context: Gross failure to provide basic medical attention to someone 
in a dependent position

• Prison death cases, ‘only in the most extreme circumstances (going well 
beyond ordinary negligence)…”

• Requires clear and direct causal connection 
–‘more than minimally, negligibly, or trivially contributed to the death’
–‘the opportunity of rendering care… which would have prevented death’ 
–‘real possibility’ not enough – must be on BOP
–Missed opportunity not enough





Prevention of Future Deaths Reports

• Reg 28 of the Coroners (Investigations) Regulations 2013
–where an investigation gives rise to a concern that future deaths will occur and the 

Coroner is of the opinion that action should be taken to reduce the risk of death, the 
Coroner must make a report to the person s/he believes may have the power to take 
such action. 

• Before deciding if a PFD is necessary Coroner will consider the current 
position:
–What changes have been made since the death? 
–What plans are there to implement changes? 



So why would the Claimant be interested in 
attending an inquest? 



So why would the Claimant’s legal reps be 
interested in attending an inquest? 

• Building the case
• Aim to widen the scope of inquest as much as possible, aiming for Article 2
• Gathering evidence

–Policies and procedures
–SIR reports and interviews

• Question likely witnesses to the civil claim
• Identify breaches 
• Neglect finding
• Potentially achieve pre-action settlement 
• BUT: Inquests do not also produce the outcome that families expect or want



So why would the Defendant be interested 
in attending an inquest? 



So why would the Defendant’s legal reps be 
interested in attending an inquest? 

• Support witnesses called by the Coroner
• Assist the Coroner in their investigative duty
• Ensure that correct factual findings are made
• Limit liability / limit exposure
• Prevent a finding of neglect
• Avoid a Prevention of Future Deaths report being made or, if one is made, 

ensure that it makes reasonable achievable findings to the appropriate body

• BUT: remember the Duty of Candour



Questions?

Thanks for listening!
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