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1 Introduction 
 
1.1 This Practice Guidance Note has been developed to provide information and 

advice to all staff within Cumbria, Northumberland, Tyne and Wear NHS 
Foundation Trust (the Trust / CNTW) on the process that takes place in the 
event of an unexpected / sudden death which leads to the Coroner holding an 
inquest. 

 
 
2 Notifying the Coroner of a Death 
 
2.1 The Safer Care Group is the single point of contact in relation to the 

management of inquests and communication with HM Coroner.  This 
established centralised process has been agreed with all Coroners Offices 
within the geographical area covered by the Trust. 

 
2.2 In the majority of cases (with the exception of inpatient deaths and the deaths 

of service users in 24 hour care) the Coroner will alert the Safer Care Group 
of a death. 

 
2.3 However, in some instances a clinician or trust service may become aware of 

a death first. In this situation the Safer Care Group should be notified 
immediately and a web based incident report form should be submitted.  The 
Safer Care Group will then notify the relevant Coroner of the death and of the 
Trust’s involvement with the deceased. 

 
2.4 If an inpatient or a patient in 24 hour care dies and was detained under the 

Mental Health Act or was deprived of their liberty, regardless of cause of 
death, this information should be shared with the Safer Care Group when the 
death is reported.  The Mental Health Act Department should be contacted in 
order to complete a notification death report for the Care Quality Commission 
(CQC). 

 
 
3 Role of the Coroner 
  
3.1 When a person dies the Coroner will examine the available evidence and 

attempt to answer the following 4 questions: 
 

 Identity of the deceased; 
 

 How, when and where they died; 
 

 Circumstances in which they died; 
 

 The medical cause of their death 
 
3.2 If the cause of death is uncertain or unnatural or if the death occurred while a 

person was detained under the Mental Health Act or was deprived of their 
liberty then the Coroner will open an inquest into the death.  
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3.3 If the deceased was or had previously been in contact with the Trust then it is 
likely the Coroner will request a report outlining that involvement and this 
request will be made via the Safer Care Group. 

 
3.4 It is important to note that the inquest process is a fact finding exercise 

designed to help the Coroner answer the 4 questions above.  It is not in place 
to apportion blame to individuals or organisations. 

 
 
4 Providing Evidence to Support the Inquest Process 
 
4.1 Once an inquest has been opened and in the event the Coroner requests 

information from the Trust, the Safer Care Group will send a report template 
to the relevant Associate Director and Team Manager and ask that they 
identify which team member(s) are best placed to provide the relevant 
information and complete the report. 

 
4.2 Ideally a report by the Consultant Psychiatrist (if one is involved) along with a 

report from the Care Co-ordinator should be provided.  However, if these staff 
cannot for good reason provide a report then the Team Manager should 
nominate the next best placed clinician, this person should not necessarily be 
identified based on seniority but on their knowledge of the case and service 
involved. 

 
4.3 The completed report should be checked by the Team Manager for quality 

and accuracy before being returned to the Safer Care Group for a final 
Quality Check. 

 
4.4 The Safer Care Group will then forward the completed report to the relevant 

Coroner, clinicians should not send reports directly to the Coroner. 
 
4.5 There is an expectation that from the date of request Team Managers return 

completed reports to the Safer Care Group within 14 working days.  This is to 
ensure that reports receive their final Check and arrive with the Coroner's 
Office within the 28 day timescale set by the Coroner. 

 
4.6 Please note that from 2013 Coroners have been required by law to complete 

inquests within a six month time scale and they have the authority to levy 
substantial fines, if evidence is not provided in a timely fashion. 

 
 
5 Preparing a Report for the Coroner 
 
5.1 It is important to remember that providing a detailed and well written report 

will in some cases negate the need for the author to then appear as a witness 
at the inquest. 

 
5.2 If an author is called as a witness then a comprehensive report will assist 

them while they give their verbal evidence and could ultimately limit the 
number of questions the Coroner has for them. 
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5.3 The report should be written in accordance with the following guidance: 
 

 The template itself includes headings to assist the author in 
deciding what information should be included; 

 

 The report should be written in the first person and in the past 
tense, (for these reasons it is important not to simply cut and 
paste sections from the electronic record but to summarise the 
clinical interactions that took place between the deceased and 
staff). 

 

 The report should be accurate, factual and contain a 
chronological order of events that led to up to the patient's 
death. 

 

 The report should include the names and occupations of 
referenced staff and should not be anonymised. 

 

 The author should be aware that the report may be disclosed to 
the patient's family and depending on the circumstances a jury.  
Therefore it should be free of jargon, overly complicated clinical 
terminology and abbreviations.  

 
 
6 Preparation and Support of Staff Attending an Inquest 
 
6.1 Following submission of the statement the Coroner’s Officer will contact the 

Safer Care Group and advise them of any witnesses that the Coroner has 
asked to attend the inquest.  Witnesses will be advised in good time of the 
date and place of the inquest, please note that if an individual is called as a 
witness they have to attend the inquest unless there are exceptional 
circumstances. 

 
6.2 Should you be called to provide evidence at an inquest the Trust will ensure 

that you have the appropriate legal representation and support. The Solicitor 
supporting the Trust will meet with witnesses to prepare them fully prior to the 
inquest.  This will be arranged via the Safer Care Group. 

 
 
7 Attending an Inquest 
 
7.1 Dress and Conduct 
 
7.1.1 The inquest is a formal process and you are attending as a staff member and 

representative of Cumbria, Northumberland, Tyne and Wear NHS Foundation 
Trust.  Witnesses should dress in a manner which is smart and professional.  
Not only does this convey a professional image, but it will also demonstrate 
respect for the family of the deceased.  You should also behave in a manner 
that reflects the Trust Values and Behaviours. 
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7.2 Arriving Early 
 
7.2.1 It is important that all witnesses arrive at the court at least half an hour before 

the inquest is due to begin.  This allows time for witnesses to compose 
themselves, to familiarise themselves with the layout of the court, review their 
statement and to advise the Coroner’s Officer of their preference with regard 
to taking the oath.  This will also allow time for witnesses to meet one last 
time with the Trust Solicitors prior to the inquest. 

 
7.3 Media Presence 
 
7.3.1 The Coroner’s Court is an open court and unless the inquest involves issues 

of National Security it will be held in public and quite frequently the media are 
present.  Prior to the inquest, the Executive Team and the Head of 
Communications receive a brief containing the detail of each case.  If it is felt 
necessary, then a press release will be drafted on behalf of the Trust.  
Witnesses must not speak to reporters at an inquest. 

 
7.4 Presence of Families and Carers 
 
7.4.1 Witnesses need to be mindful that there may be families and carers present 

in the court and should be mindful that the inquest process can be an 
extremely distressing time for them. 

 
 
8 Clinical Negligence Claim 
 

8.1 It is not the Coroner’s role to probe the potential causes of clinical or medical 
negligence and he / she will advise of this at the outset of the Hearing.  In 
addition to this, the Hearing is in no way associated with that of criminal 
liability.  It may be that the family have, or intend to, pursue a claim against 
the Trust.  However, these areas are outside the Coroner’s remit and this will 
be made clear to the family of the deceased. 

 
 
9 Evidence under Oath 
 
9.1 All evidence is given under oath (religious or otherwise).  The Coroner’s 

Officer will approach each witness upon their arrival at the court and will 
determine their preference as to whether they wish to swear or affirm. 

 
9.2 In addition to the above points, once a witness is called to the witness stand 

they will 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.  
Witnesses may be asked to address specific questions by the Coroner or to 
provide clarification of particular points.  The deceased’s family or their legal 
representative (known as interested persons) may then ask questions and 
finally any legal representative of the Trust.  When responding you should 
address your answers to the Coroner or Jury, if there is one.  When 
addressing the Coroner, address him or her as “Sir” or “Ma’am”.  Members of 
the Jury can also ask questions of all witnesses. 
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9.3 The Coroner has jurisdiction to disallow any question which is irrelevant or 
otherwise not a proper question, as the inquest must focus on matters directly 
causative of death. 

 
 
10 Summing Up 
 
10.1 Once the Coroner has listened to all the evidence presented, he will 

summarise what he has heard and deliver his conclusion. 
 
 
11  Conclusion 
 
11.1 There are several short form conclusions that can be delivered.  Alternatively 

the coroner can give a narrative conclusion which sets out the facts 
surrounding the death in more detail and explains the reasons for the 
decision. 

 
 
12  Regulation 28 Report (Prevention of Future Deaths Report) 
 
12.1 Sometimes an inquest will show that something could be done to prevent 

future deaths.  If so, at the end of the inquest the Coroner may announce that 
he or she will draw this to the attention of any person or organisation that may 
have the power to take action.  This is something referred to as a ‘Regulation 
28 or Prevention of Future Deaths Report’.  These reports, and the responses 
to them, are copied to all properly interested persons, the Chief Coroner, the 
Care Quality Commission (CQC) and in some instances the Secretary of 
State.  Should a Regulation 28 be issued to Cumbria, Northumberland, Tyne 
and Wear NHS Foundation Trust a corporate response will be provided by the 
Trust. 

 
 
13  Feedback and Learning into the Organisation 
 
13.1 All conclusions from the Coroner will be fed back into the Organisation via the 

Safer Care Group and forwarded on to the appropriate teams.  When legal 
representation has been required a full summary of the inquest will be 
forwarded to the Executive Directors and Triumvirate Leads for consideration 
and action where appropriate. 

 
13.2 For the Guide to Coroner Services and Coroner Investigations click here. 
 
 
14 Monitoring 
 
14.1 There are no monitoring arrangements.  Any monitoring of the activity would 

be picked up by the Policy monitoring of the Trust’s Incident Policy – 
CNTW(O)05. 

 

https://www.gov.uk/government/publications/guide-to-coroner-services-and-coroner-investigations-a-short-guide
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Appendix 1 

REPORT FOR HM CORONER 
 

Trust Incident 
Number 

 

STEIS Reference No  
 

Staff details 
(Name, grade, job title, professional qualifications, work 
address and tel no, role with client, ) 

Client details 
(Name, DOB, address) 

Diagnosis  
 

Background History:  

 
(Family of origin, childhood and early development, education, social/sexual 
development, relationships, social situation and support networks at the time of the 
incident).  
 
PLEASE REMOVE ALL PROMPTS BEFORE SENDING 
Branded drugs should begin in an upper case letter, generic drugs lower case  
 
Please ensure  job titles, teams  and departments are given capital letters i.e.: 
Care Co-ordinator, Support Worker, Plummer Court, Hadrian Clinic 
 
Abbreviations are described in full on initial use i.e.:   
CTT (Community Treatment Team)  CMHT (Community Mental Health Team) 
 
Personal History 
 
 
Family History 
 
 
Social Circumstances 
 
 
Past Medical History 
 
 
Drug and Alcohol History 
 
 
Forensic History 
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Psychiatric History:  

 
(Succinct chronology of psychiatric illness, including first onset, course, diagnosis 
and any variations in diagnosis, treatment and response including admissions to 
hospital. Include history of substance use/abuse, forensic history, risk history, 
medication at the time of the incident.)  
 
 

Diagnostic Assessment and Formulation at the time of the incident including 
risk:  

 
(To include diagnosis, differential diagnosis, biopsychosocial formulation, date of risk 
assessment and risk management plan including observation and restrictions on 
leave, and treatment plan at the time of the incident.) 
 
 
0 – No risk identified 
1 – Low Risk identified 
2 – Some risk identified 
3 – Significant risk identified 
 
 
 
 

Details of incident: (if known) 

 
  
  

 

 

Consent: 

 
Did the patient consent to share their clinical information with family/carers? 
 
Yes/No  (delete as appropriate) 
  

 

  
 
 
 
Signed: 
 
Date: 


