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▪ Where suspicion arises that the deceased’s death was caused by a criminal act, the Coroner will 
open an inquest, and then adjourn it until the conclusions of any criminal trial 

▪ The Crown Prosecution Service will be involved with Coroner’s adjournments where there is 
cause to believe that the death was the result of a:

− Suspicious death (murder, manslaughter or corporate manslaughter)

− Road traffic fatality where the offence committed caused the death of the deceased

When is there a criminal trial? An inquest? Or both? 
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▪ Criminal charges usually associated with fatal road traffic collisions (RTCs) include: 

− Causing Death by Dangerous Driving – Sec.1 RTA 1988

− Causing Death by Careless or Inconsiderate Driving – Sec. 2B RTA 1988 

− Causing Death by Careless Driving when under the influence of Drink or Drugs 
– Sec. 3A RTA 1988

− Causing Death by Driving: Unlicensed, Disqualified or Uninsured Drivers –
Sec. 3ZB RTA 1988

Criminal charges 
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▪ However, the charges may also be considered under: 

− Corporate Manslaughter Act 2007  

− Gross Negligence Manslaughter 

− Prosecution under the Health & Safety at Work  Act 

▪ Also, up to three years from the date of the incident civil action for claims for 
damages may be instigated by the deceased’s family or dependants

Other criminal charges 
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▪ The majority of deaths are not reported 
to the Coroner, as in most cases the 
deceased’s doctor will issue a medical 
certificate with the cause of death, 
especially if they have been recently 
treated for the illness which causes 
death

▪ The Coroner must hold an inquest 
where the death of the deceased was:

− Violent or unnatural

− Sudden or of unknown cause

− In prison or police custody  

When is an Coroner’s Inquest held? 
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▪ The purpose of the inquest is to determine 4 facts:

1. The name of the deceased

2. The injury or disease that caused the death

3. The time, place and circumstances at, or in which the injury 
or disease was sustained

4. Conclusions as to how the deceased came by their death

▪ Evidence must be solely for the purpose of answering these 
questions and no other evidence is admitted

Why is a Coroner’s Inquest held?
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▪ Under the terms of article 2 of the European Convention of 
Human Rights, governments are required to "establish a 
framework of laws, precautions, procedures and means of 
enforcement which will, to the greatest extent reasonably 
practicable, protect life" 

▪ If it appears that “one or more persons acting on behalf of the 
State are, or may be, in some way implicated in a death by 
their actions or inaction” the State therefore has an obligation 
under Article 2 to hold a full Public Investigation

▪ Since the Human Rights Act 1988 came into force, in those cases 
alone, the inquest is now to consider the broader question "by 
what means and in what circumstances"

Influence of the European Convention of Human Rights
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▪ There are no ‘sides’ in an inquest and there is no ‘prosecution’ or 
‘defence’

▪ It is an inquisitorial process which is designed for the coroner to find 
out the facts, not apportion blame

▪ It is not the purpose of the inquest to determine, or appear to 
determine, criminal or civil liability, to apportion guilt or attribute blame

▪ The Coroner does not award damages  

▪ If the deceased’s family wish to make a claim, this is a separate 
process to the inquest and the Coroner cannot determine ‘negligence’

What is a Coroner’s inquest?
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▪ Coroner’s have the power to call witnesses to appear at an inquest, and 
to determine the evidence heard

▪ It is also the general duty of every citizen (under common law) to attend 
an inquest if they are in possession of information or evidence about how 
a person came to their death 

▪ Coroner’s can issue two types of summonses:

‒ Requiring attendance to give oral evidence 

‒ Requiring attendance to produce documents  

Coroner’s powers to summon witnesses - 1
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▪ In approximately 15% of fatal RTCs the design or condition of the 
highway has been found to be a contributory factor in the death of 
the deceased 

▪ Therefore the list of witnesses can, and in recent cases has, 
included:

− Representatives from the relevant traffic authority

− Highway designers and engineers

− Consultants to a traffic authority 

− Road safety auditors 

Coroner’s powers to summon witnesses - 2
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▪ All witnesses who are competent can be compelled to attend a Coroner’s Court

▪ A person cannot refuse to be a witness because they fear their evidence may lead 
to them being charged with an offence connected with the death

▪ However, once sworn in, a witness may refuse to answer questions put to them 
on the ground of self incrimination   

Coroner’s powers to summon witnesses - 3
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▪ During the 2012 London Olympics a 
cyclist was killed in a RTC with a bus 
outside the Olympic Park 

▪ Hastily implemented cycling provision at 
the location was of poor quality, with 
confusing signage and misleading road 
markings

▪ The site had been subject to a Stage 3 
RSA in the weeks leading up to the games 

Road safety auditors can be called to give 
evidence at inquests
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▪ The status and design of this particular 
road was changed just prior to the games

▪ Under considerable time pressure, teams 
of auditors had been completing RSAs at 
multiple locations as the Olympic Route 
Network was completed just prior to the 
games 

▪ The RSA for this location failed to identify 
many of the very clear road safety issues 
for cyclists

▪ Consideration was giving to calling the 
auditors to the inquest to explain this 

Road safety auditors can be called to give 
evidence at inquests
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▪ A Coroner’s inquest is not a trial, though it might appear like one in some respects, 
particularly if there is a jury present 

▪ The Coroner will invite ‘properly interested parties’ and/or legal representatives 
where required

▪ All witnesses may be in court from the start of proceedings, and therefore able to 
listen to all other witnesses’ evidence (unlike criminal trials)

▪ All evidence is given under oath, as it would be in a criminal trial

Giving evidence at inquests - 1
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▪ The Coroner will usually ask questions of witnesses giving 
evidence

▪ Reference can be made to any statement or reports provided prior 
to the inquest

▪ Questions can also be asked by family members, interested 
parties, or their legal representatives

▪ Although not an adversarial procedure, questions from the 
deceased’s family can at times be antagonistic or even hostile

▪ For this reason witnesses may choose to have legal representation 

Giving evidence at inquests - 2
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▪ Serious consideration should always be given as to whether 
representatives of the highway authority, consultants or others 
involved in design, maintenance and operation should attend 
inquests to observe proceedings 

▪ It can assist investigation team members and others involved in 
road safety to understand how the Coroner’s Court processes and 
procedures work and what type of evidence the team members may 
be required to give when requested

Attending inquests if not summonsed by 
the Coroner 
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▪ There is no definitive list of conclusions available to a Coroner, but 
these can include:

− Road traffic collision

− Accident or misadventure 

− Suicide

− Alcohol/drug related death

− Unlawful killing

− Open verdict (where there is insufficient evidence for any other 
verdict)

▪ The civil standard is used, namely 'on the balance of probabilities', 
except for conclusions of unlawful killing where the criminal standard 
of 'beyond all reasonable doubt' applies

Inquest conclusions 
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▪ Coroners or a jury may also deliver a ‘narrative’ conclusion which sets 
out the facts surrounding the death in more detail

▪ Will include the Coroner’s or jury’s conclusions on the main issues 
surrounding the death

▪ The coroner is not bound by the list of suggested conclusions; this 
means that as long as the coroner can form a conclusion that is 
concise and indicates how the deceased came by their death, a 
‘narrative’ verdict is acceptable

Narrative conclusions
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▪ Coroners have a duty to make reports to a person, organisation, local 
authority or government department or agency where the coroner 
believes that action should be taken to prevent future deaths

▪ All reports and responses must be sent to the Chief Coroner and in 
most cases the reports and responses will be published online  

▪ https://www.judiciary.gov.uk>pfd-reports

▪ Issue of PFD reports can cause reputational damage and influence 
civil compensation claims made by victims’ families

Prevention of Future Deaths report (PFD)
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Date Recipient Issue

07/01/2019 Wiltshire Council Poor condition of road markings 

07/01/2019 Warwickshire County Council 
Poor signage on single carriageway which can 
appear to be a dual carriageway   

07/01/2019 Warwickshire County Council 
Poor signage on single carriageway which can 
appear to be a dual carriageway 

18/01/2019 North & Mid Wales Truck Road Agency 
Driver confusion on single carriageway after driving 
on dual carriageway 

24/02/2019 Calderdale Metropolitan Borough Council Anti-climbing measures on bridge following suicide 

26/02/2019 National Express West Midlands Bus driver training 

18/03/2109 Worcestershire County Council Poor condition of road surface

24/04/2019 Staffordshire County Council  Insufficient warning of bend 

25/04/2019 DVSA
Lack of legal requirement for riders of quad bikes to 
wear helmets

10/04/2019 Metropolitan Police Service Police driver training 

Prevention of Future Death reports - 2019 
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Date Recipient Issue

10/05/2019 North Yorkshire County Council Lack of street lighting 

12/05/2019 Dorset Highways Department Insufficient pedestrian and cycling provision

13/05/2019 Isle of Wight Council Insufficient pedestrian provision

24/05/2019 Cumbria County Council 
Insufficient measures to ensure speed limit 
compliance 

09/06/2019 Highways England 
Pedestrian safety, poor lighting, sightlines and NSL 
through a village 

09/06/2019 Department for Transport 
Pedestrian confusion at two stage light controlled 
crossings

09/06/2019 Leeds City Council Lack of pedestrian crossings and poor lighting 

09/06/2019 Welsh Government Design of vehicle restraint barrier 

09/06/2019 Department for Transport Confusing layout of junction with high KSI rate 

11/06/2019 Department for Transport 
Lack of cycling provision on/close to NSL dual 
carriageway   

Prevention of Future Death reports - 2019 
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Prevention of Future Death Reports (PFD) 
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PFD to Highways England re M1 fatal RTC 21/7/15 - 1
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PFD to Highways England re M1 fatal RTC 21/7/15 - 2



26

PFD to Highways England re M1 fatal RTC 21/7/15 - 3
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It is a statutory duty to respond to a Coroner’s PFD. On receipt of a 
Coroner’s Report, the recipient must:

1. Acknowledge receipt of the report immediately in writing

2. Respond in full within 56 days in writing to the Coroner, including details 
of what action is to be taken or an explanation as to why no action will be 
taken 

3. If it is not possible to reply in full within 56 days, then the recipient must 
request in writing an extension from the Coroner at the earliest 
opportunity. This must include full details of why a full reply is not possible 
at this stage. The length of extension is at the Coroner’s discretion

Responding to a Coroner’s PFD
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− PFD to Mayor Boris Johnson as 
head of GLA / TfL

− Concerns: 

− Cyclists “false sense of 
security”

− Lane one “plainly not wide 
enough to accommodate 
vehicular and cycle traffic”

− Confusion from drivers as to 
legal status of unbordered
cycle “lanes”

− Issues of training and 
awareness for both drivers and 
cyclists

PFD following death of Brian Dorling –
Bow Roundabout, London 
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▪ No new applications of unbordered
blue surfacing

▪ Existing unbordered blue surface 
only to be retained where there is 
no potential conflict

▪ Explanation of TfL’s expanding 
education programmes

▪ Review of junction design at Bow 
Roundabout

▪ This review led to the introduction 
of Early Start signals for cyclists 

PFD response from Mayor / TfL
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Any questions ? 

Any questions? 

Fatal road traffic collisions
Investigations, trials and inquests


