














At any one time the jurisdiction will be investigating a small number of more complex cases 
(between 12 and 18). These cases are complex because of the events giving rise to the death and 
will often be heard with a jury (a jury is required in very speci�c circumstances including deaths 
at work, unnatural deaths in state detention and any death arising from an act or omission of the 
police). They include deaths in connection with someone’s work, deaths in prison, deaths in mental 
health units and deaths due to a crime where there is reason to believe that a public agency failed 
to protect the victim adequately.  
 
These cases usually involve the collection of large volumes of evidence; this may include witness 
statements, photographic and CCTV footage, social media and phone records, policy and 
procedural documents, extensive medical and/or work and/or custodial records and documentation 
from incident investigations carried out by other agencies such as the HSE or Police.  
When collected it is not unusual for the evidence to comprise of thousands of pages.  
 
As well as an assigned Coroner to manage the investigation and conduct the inquest, the case 
will be assigned an experienced Coroner’s investigator from the outset and the team’s para-legal 
will manage the collation of the evidence and the disclosure. All disclosure is made electronically 
which requires use of several platforms and techniques to enable participants to access not just PDF 
documents but also photographs, video and audio recordings.  
 
There will usually be many witnesses.  Some witnesses will require reasonable adjustments to enable 
them to give their best evidence such as steps to alleviate their anxiety or distress, interpreters and 
measures to overcome a learning or physical impairment.  
 
It is typical that many individuals and organisations will have been involved in the events leading 
to the death and therefore will be entitled to ‘interested person’ status at the inquest. This entitles 
them to legal representation, disclosure of evidence, input in the procedural aspects of the case, 



number of consultation rooms for the interested persons to use outside of court: the inevitable 
emotions of an inquest mean it is preferable and desirable to separate participants from different 
organisations. Occasionally a witness maybe given anonymity which means that their identity cannot 
be revealed.  They cannot be visible to anyone except the Coroner and legal representatives; this 
requires their movement in and out of court to be carefully orchestrated and screening to be used 
during their evidence.  
 

 
 

 
 
 

For the duration of the �nal hearing, the Coroner’s time will be fully occupied by the case.   
Before court, the Coroner will be planning and preparing the questions for witnesses and the 
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The following are important examples set out in more detail: : 

Steven Sanders  
 

 
 

 
 

 
 

This case involved a regulation 28 report being made before the inquest occurred because a risk 
to life was identi�ed that illicit drugs were getting into a medium secure mental health unit during 
a time when there was a particular danger from street drugs being contaminated with nitazenes 
(potent synthetic opioids). The report went to the Mental Health unit, West Midlands Police and the 
Care Quality Commission to ensure the risk was identi�ed. Consequently, the organisations were 
able to cooperate and share intelligence to mitigate, as far as possible, the risk which resulted in 
very positive steps being taken even before the inquest had taken place.

Mustafa Nadeem

Mustafa fell into the path of a bus whilst riding a public e-scooter enroute to school.  
The e-scooter had been unlocked by another school boy via an ‘app’ on his mobile phone, 
and was paid for via a children’s bank account. The investigation identi�ed that whilst it was illegal 
for under 18s and those without a driving licence to use public e-scooters, the only veri�cation of 
age, identify and possession of a driving licence was at the point of registration, but registration 
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