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1. Introduction 

The Coroners (Amendment) Rules 2008 amended Rule 43 of the Coroners’ 
Rules 1984, with effect from 17 July 2008. The amended Rule 43 provides 
that: 

 coroners have a wider remit to make reports to prevent future deaths. 
It does not have to be a similar death; 

 a person who received a report must send the coroner a written 
response within 56 days; 

 coroners must provide interested persons to the inquest and the Lord 
Chancellor with a copy of the report and the response; 

 coroners may send a copy of the report and the response to any other 
person or organisation with an interest; 

 the Lord Chancellor may publish the report and response, or a 
summary of them; and 

 the Lord Chancellor may send a copy of the report and the response to 
any other person or organisation with an interest (other than a person 
who has already been sent the report and response by the coroner). 

The statutory instrument that amends Rule 43 can be viewed at the following 
link: 

http://www.opsi.gov.uk/si/si2008/pdf/uksi_20081652_en.pdf  

This is the second Ministry of Justice summary bulletin. It covers reports and 
responses received by the Lord Chancellor between 1 April and 30 September 
2009. 

We do not release all reports and responses in full. If you wish to obtain a 
copy of a particular report from the Lord Chancellor please put the request in 
writing, specifying: 

 the report required, from those listed in Annex C of this publication; 
and 

 the reasons why you will find the report of interest or useful. 

Please send any requests to rule43reports@justice.gsi.gov.uk or to Lynette 
Hill, Ministry of Justice, Coroners and Burials Division, 4th Floor, 102 Petty 
France, London, SW1H 9AJ. We will acknowledge all applications. 
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We aim to send reports, redacted in accordance with Data Protection 
legislation, within 20 working days of receiving the request. We will provide a 
reason if we cannot release the report either within this timeframe or at all. 

The Lord Chancellor wishes to thank coroners for continuing to provide copies 
of reports written and responses received in accordance with the provisions of 
the amended Rule 43.  
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2. Statistical summary 

1. Rule 43 reports issued by coroners and trends 

Between 1 April and 30 September 2009 coroners in England and Wales 
issued Rule 43 reports in a total of 164 inquests. 

These reports were most frequently issued in connection with hospital deaths, 
accounting for 32% of the reports issued in this period (52 reports). A further 
18% of reports were issued in connection with the circumstances surrounding 
road deaths (29 reports). The third most frequently issued reports, accounting 
for 8% each, were in connection with accidents at work or health and safety 
issues and mental health deaths (14 reports each). This continues the trends 
identified in the first summary bulletin issued in July 2009. 

Table 1 gives a breakdown of the reports issued, under the broad categories 
of subject upon which each report was based. 

Table 1: Rule 43 reports issued by coroners between 1 April and  
30 September 2009, by broad category 

Category Number of inquests where 
Rule 43 reports issued 

Hospital deaths 52 

(Clinical procedures and medical 
management) 

(49) 

(other) (3) 

Road deaths 29 

(highways safety) (24) 

(vehicle safety) (1) 

(driver and vehicle licensing) (4) 

Accidents at work and health and safety 
related deaths 

14 

Mental health related deaths 14 

Community healthcare and emergency 
services related deaths 

13 

Deaths in custody 11 

Drug and medication related deaths 5 
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Category Number of inquests where 
Rule 43 reports issued 

Care home deaths 8 

Service personnel deaths 5 

Police procedure related deaths 4 

Product related deaths 2 

Railway related deaths 1 

Other deaths 6 

Total 164 

 

2. Name and number of Rule 43 reports received from each coroner 
district 

There are currently 114 coroner districts in England and Wales. Between 1 
April and 30 September 2009, Rule 43 reports were issued by 61(53%) of 
these coroner districts.  

The number of reports issued by each coroner is largely governed by the 
particular circumstances of the deaths he or she investigates. In the six 
months covered by this report, the Brighton and Hove and the Greater 
Manchester South coroner districts each issued 10 reports. However, 
coroners generally issue far fewer reports than this. Furthermore, remedial 
action has often already taken before the inquest is heard, so there may be no 
need for the coroner to issue a rule 43 report after the inquest. 

Annex A lists the 61 coroner districts which issued rule 43 reports, together 
with the number of reports each district issued. 

3. Organisations to which Rule 43 reports have been sent 

Rule 43 reports were sent by coroners to a wide range of organisations. Table 
2 shows a breakdown of the organisations which were recipients of reports. 
Sometimes coroners send reports arising from a single inquest to more than 
one organisation, so the number of organisations receiving reports is higher 
than the total number of inquests in which a report has been sent.  

The majority of Rule 43 reports written arose out of hospital deaths, and NHS 
hospitals and Trusts were the most frequent recipients. They received 33% of 
the reports issued by coroners between 1 April and 30 September 2009 (65 
reports). Local Authorities received 19% of the reports issued (38 reports), and 
Ministers and central Government departments received 15% (30 reports). 
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This replicates the top three recipient organisations of Rule 43 reports in the 
first summary bulletin.  

A list of all organisations who have received a Rule 43 report in the period 
covered by this summary bulletin is included in Annex B.  

Table 2: Rule 43 reports issued by coroners between 1 April and 30 
September 2009, by type of organisation  

Type of organisation Number of Rule 43 reports 

NHS hospitals and Trusts 65 

Ministers/central Government departments 31 

Local Authorities 38 

Private companies 10 

Regulatory bodies and trade associations 20 

Police and other emergency services 14 

Prisons 4 

Care and nursing homes 2 

Other 11 

Total 195 

 

4. Responses to Rule 43 reports 

The Coroners (Amendment) Rules 2008 introduced a new statutory duty for 
organisations to respond to a Rule 43 report sent to them by a coroner. The 
recipient of a report must provide a response to the coroner within 56 days of 
the date it is sent. The response should either give details of any actions 
which have been or are proposed to be taken, or provide an explanation when 
no action is deemed necessary or appropriate. The coroner then sends the 
response to the Lord Chancellor.  

Coroners have the discretion to grant an extension of time if an application is 
made. 

The Lord Chancellor has received 103 responses to Rule 43 reports in respect 
of the 195 reports issued between 1 April and 30 September 2009 and which 
were due by 31 August 2009. Of the remaining responses, some 
organisations had been granted an extension and the remainder were not yet 
due.  
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5. Emerging Trends 

This is only the second summary report we have issued since the rule change 
in July 2008, but already there are some initial emerging trends. A third of the 
reports relate to hospital deaths and the major issues raised are in connection 
with communication, procedures and protocols and staff training.  

The second most frequently issued reports arise out of road deaths and the 
majority of these requests the organisations concerned to consider amending 
road layout or to take other action to improve road safety.  

More generally, and irrespective of their category, many reports address 
concerns about communications or procedures and practices which might 
have contributed to the death the coroners were investigating.  
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3. Rule 43 reports which have wider implications 

The list of all Rule 43 reports received between 1 April and 30 September 
2009 is at Annex C 

The majority of reports are very specific and relate to a local situation or 
organisation. However, a small number could have wider implications and 
these are summarised below. These summaries only include Rule 43 reports 
received during the period covered by this bulletin and for which the response 
has also been received. Any wider implications arising from a report to which 
the response has not yet been received will be included in the next bulletin. 

i. Hospital Deaths – Clinical procedures and medical management 

Two women died within a day of each other at the same maternity unit, after 
giving birth. They died due to infection caused by the same strain of invasive 
Group A streptococcus (iGAS), although any link between the two cases 
remains unclear. Following the second death, the hospital carried out its own 
Serious Untoward Incident (SUI) investigation. The coroner commended the 
SUI report and wrote to the Health Protection Agency (HPA), urging that new 
guidelines should be adopted along the lines of those already used by the 
hospital in question, and that they should be used nationwide  

The HPA replied that in consequence of increasing demand it has been 
working towards developing guidelines in this area. This work includes: 

 Compiling for educational purposes a literature review of worldwide 
iGAS infections in maternity and other hospital settings, including 
existing published guidance. HPA will be publishing this review for 
educational purposes. 

 Convening a multi-disciplinary Guidelines Working Group to review 
existing evidence on iGAS and prepare draft national guidelines, for 
wider consultation by March 2010. 

 Convening a meeting of an iGAS Scientific Strategy Group, with 
representation from the HPA’s Centre for Infections and HPA’s Local 
and Regional Services Division, external experts in infectious disease 
and academics. This meeting discussed progress on a wide range of 
iGAS-related activities, including development of national guidance, 
enhanced surveillance studies, research into genetic iGAS strains and 
development of statistical models to indicate early potential increases 
in iGAS infections.  
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ii. Road Deaths  

A motorist with type one diabetes struck and killed a pedestrian when suffering 
a hypoglycaemic attack. The coroner wrote to the Department for Transport 
with the following requests: 

 All drivers with type one insulin-treated diabetes should receive 
written advice from DVLA and their GP. 

 Such drivers should self-test their blood glucose levels before 
driving a motor vehicle on the road. 

  
The Department for Transport responded as follows: 
 

 Since 2000 DVLA has provided written guidance to drivers with 
insulin-treated diabetes when issuing or renewing their licence. This 
guidance is also available to GPs and on the DVLA website. It 
advises drivers to take a number of precautions, including checking 
their glucose levels before driving, even on short journeys, and also 
to test at regular intervals on longer journeys.  

 The majority of drivers with insulin-treated diabetes are responsible 
and a mandatory requirement to self-test blood glucose levels 
before driving is unnecessary. It would also require changes to 
legislation and be difficult to enforce. 

 

iii. Accidents at Work and Health and Safety-related Deaths 

A church warden was checking the weather vane on a church spire and 
climbed the bell tower, using a fixed vertical ladder, without a safety harness. 
He fell from the ladder onto the concrete floor of the tower and died from his 
injuries two days later. The Health & Safety Executive regarded the church as 
a workplace and so it fell within the Working at Height Regulations 2005. As 
the Regulations had not been observed the church was served with a 
prohibition notice, prohibiting the use of the ladder and requiring improvement 
work to be carried out within nine months of the incident. 

The coroner wrote to the Secretary General of the Archbishops’ Council, 
drawing his attention to the incident and inviting him to take action to prevent a 
recurrence. The Council advised that it has no powers to remedy a local 
situation as each Parochial Church Council is autonomous, but the Council 
agreed that it would review the guidance issued by the Church Buildings 
Council on working safely at heights and underline the importance of using a 
harness or safety cage. The Parochial Church Council advised the coroner 
that the vertical ladder from which the churchwarden had fallen had indeed 
been removed and replaced with an angled ladder with a number of safety 
features, including a harness. 
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iv. Mental Health-related Deaths 

A man shot his wife and daughter, then set fire to his mansion and died in the 
conflagration. The man’s GP did not know that he held licensed firearms. The 
coroner wrote to the BMA Ethics Committee and West Mercia Constabulary 
with a view to them considering sharing information between licence holders, 
their GPs and the Firearms Licensing Authority, in particular notifying any 
significant change of medical circumstances following the grant and at the 
renewal of the licence. 

The BMA Professional Fees Committee responded as follows:  

 Firearms and shotgun application forms require the applicant to give 
the police permission to approach his or her GP to obtain medical 
evidence, but this is only done when there are medical doubts about 
the applicant’s suitability to hold a licence. Where the applicant does 
not give consent, the GP can only provide information if he or she 
believes there to be a serious risk.  

 There are ongoing discussions with the Association of Chief Police 
Officers (ACPO) about developing joint guidance to improve 
awareness of and communication with the police about patients 
applying for or renewing firearms licences. 

 
West Mercia Police responded as follows: 

 They are aware of the ACPO/BMA discussions. 

 At local level they will explore the feasibility of providing details of 
applicants and licence holders to their GPs and seek GPs’ co-
operation in advising them of any conditions reported to them which 
may affect suitability to hold a firearm. 

 

v. Deaths in Custody 

A man attempted suicide shortly before being arrested for serious offences. 
He was kept under constant watch at the police station and was then 
remanded in prison custody, with his Person Escort Record (PER) form stating 
that he was “suicidal due to being charged with offence”. The police later 
advised the man that he was to be charged with additional, similar offences. 
Two days later the man committed suicide.  
 
The coroner wrote to the local police force and the Ministry of Justice 
highlighting the major factors in the death as the lack of information passing 
from the police to the prison concerning the earlier suicide attempt and a lack 
of communication between the police and prison staff about the additional 
offences. 
 
In reply, the police did not accept that there had been shortcomings on their 
part, as they said the prison had been given the normal amount of information 
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on the PER form. However, they accepted that the existing PER form was too 
short, not fit for purpose and indeed was being redesigned by the Home Office 
with a view to coming into operation from 1 September 2009. Linked to the 
redesign, a training programme had been developed by the National Police 
Improvement Agency to assist officers in completing the new form. The local 
police force was engaged on its own parallel training programme, and was 
also reviewing how it recorded visits by police officers to prisoners and how 
that record was communicated to prison staff. 

The Ministry of Justice confirmed the details of the revised PER form and 
emphasised there was now greater scope on the form for recording the details 
of those at risk from self-harm or suicide, enabling a more effective evaluation 
of risk to be made on arrival at prison. The Ministry also highlighted the 
improved communication procedures being introduced at the prison where the 
death occurred. 
 

vi. Drug and Medication-related Deaths 

a) A woman died in hospital from a subdural haematoma with cerebral infarct, 
following an accidental fall at home two weeks earlier. It is likely that what 
started as a minor bleed from a small bump on her head became significant 
because she was taking warfarin (an anti-coagulant) at the time. The coroner 
wrote to the Royal College of Physicians suggesting that information leaflets 
should be given to patients in haematology centres, to warn them that when 
taking warfarin a blow to the head can lead to a higher risk of suffering a 
significant bleed.  
 
The President of the Royal College of Physicians responded that: 
  

 Overall, the risk of a stroke was greatly reduced by anti-coagulants, 
while those who died from complications averaged 10 per year; 

 In March 2007 the National Patient Safety Agency (NPSA) issued 
advice to both the NHS and the independent health sector, 
emphasising the importance of providing standard, written information. 
This has been updated by the British Society of Haematology and the 
NPSA, and includes advice that those taking anti-coagulants should 
seek medical advice if they suffer a significant blow to the head. 

 
NB: in the context of a similar death outside the period covered by this report 
the coroner who reported this case was made aware of a 2003 National 
Institute for Clinical Excellence (NIICE) guideline, indicating that all those on 
warfarin therapy who suffer a blow to the head should go to their local 
Accident and Emergency unit. 
 
b) A man died having taken amphetamine and what was believed to be 
Ecstasy. It was in fact piperazine, which is available as a de-worming agent in 
veterinary practice, but is now appearing on the “party scene” and 
unscrupulous drug dealers may supply it as Ecstasy. Piperazine, like Ecstasy 
and amphetamines, is known to cause fatal cardiac disturbance leading to 
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sudden cardiac arrest. It had been recently changed to a prescription-only 
medicine, so selling of it is illegal but possession is not a criminal offence. The 
coroner wrote to the then Home Secretary asking her to consider reclassifying 
1-benzylpiperazine (BZP), which is a substituted piperazine, as a controlled 
drug. 
 
The Home Office responded as follows: 

 In March 2008 the European Council decided to subject BZP to 
‘control measures and criminal provisions’ across EU Member States 
in response to concerns over misuse of the drug. As a result, the 
Government expected to bring BZP under the control of the Misuse of 
Drugs Act 1971.  

 
 A formal public consultation took place in May 2009 and following this, 

the Government would bring forward for Parliamentary consideration 
such legislation that it considers will respond best to the problem in the 
UK. The coroner was provided with the consultation document. [NB 
the outcome of the consultation reported in October 2009 and 
substituted piperazines were classified as Class C drugs under the 
Misuse of Drugs Act 1971 (Amendment) Order October 2009, which 
came into force on 23 December 2009] 
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Annex A 

Number of inquests in which Rule 43 reports were issued by each coroner 
district between 1 April and 30 September 2009 

Coroner district Number of inquests in which 
Rule 43 reports issued 

Avon 1 

Birmingham and Solihull 2 

Black Country 1 

Blackburn, Hyndburn and Ribble Valley 1 

Brighton and Hove 10 

Buckinghamshire 1 

Cardiff and The Vale of Glamorgan 6 

Cheshire 5 

Cornwall 4 

Coventry  2  

Cumbria: South and East 1 

Darlington and South Durham/North 
Durham 

4 

Derby and South Derbyshire 1 

Devon: Exeter and Greater 5 

Devon: Plymouth and South West 3 

Devon: Torbay and South 1 

East Riding and Hull 1 

Essex and Thurrock 1 

Gloucestershire 3 

Greater Manchester: City 4 

Greater Manchester: North 2 

Greater Manchester: South 10 

Greater Manchester: West 3 

Greater Norfolk 7 

Gwent 1 

13 



Summary of Rule 43 reports and responses 

Hampshire: Central District  1 

Hampshire: Portsmouth and South East 2 

Hertfordshire 4 

Kent: Central and South East 1 

Kent: Mid and Medway 1 

Kent: North East 1 

Leicestershire: Rutland and North 1 

Lincolnshire: West 4 

Liverpool 1 

London: Eastern 2 

London: Inner South  2 

London: Northern 3 

London: Southern  2 

London: Western 1 

Milton Keynes 2 

Northumberland: North 5 

Northamptonshire 2 

North Yorkshire 1 

Pembrokeshire 1 

Peterborough 1 

Powys 2 

Preston and West Lancashire 2 

Shropshire: Mid and North West 1 

Shropshire: North 1 

Shropshire: Telford and Wrekin 2 

Somerset: West 2 

South Yorkshire: Western 7 

Staffordshire: South 9 

Sunderland 3 

Surrey 1 
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15 

Teesside 1 

Warwickshire 1  

West Yorkshire: Eastern 5 

West Yorkshire: Western 4 

Wiltshire and Swindon 4 

Worcestershire 1 

Total 164 
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List of all Rule 43 reports received between 1 April and 30 September 2009 

Coroner District Report Sent to Details Response 
received 

Report 
number 

Hospital Deaths: clinical procedures and medical management 

West Yorkshire: 
Western 

Marie Stopes International To consider a review of record systems and check that prescriptions 
have been given to patients at the Leeds Clinic 

Yes 2 

Birmingham & 
Solihull 

Monitor, Independent 
Regulator of NHS 
Foundation Trusts London 

To consider a review of patient discharge in the early hours of the 
morning from Heartlands Hospital Emergency Department 

Extension 
granted 

8 

Buckinghamshire Buckinghamshire 
Hospitals NHS Trust 

To consider a review of the Trust's intubation training, procedures and 
equipment in obstetric theatres  

Yes 9 

Cheshire Whiston Hospital, 
Merseyside 

To consider protocols to ensure Peasley Cross Hospital Assessment 
Unit is notified immediately of the discharge of its patients.  

Yes 10 

Staffordshire: South Queens Hospital, Burton 
upon Trent 

To consider clinicians attending autopsies; to consider a review of 
when patients are given antibiotics after surgery 

Yes 13 

Greater 
Manchester: South 

Pennine Care NHS 
Foundation Trust; East 
Cheshire NHS Foundation 
Trust; Cheshire & Wirral 
NHS Partnership 
Foundation Trust 

To consider a review of communication between medical teams caring 
for a patient and the patient's family and improving the notes kept in 
patient records of conversations held 

Yes 14 

West Yorkshire: 
Western 

Care Quality Commission; 
Nuffield Health  

To consider a review of clinical records for allergy sufferers to include 
allergy information within the main body of the records  

Yes 20 
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Coroner District Report Sent to Details Response 
received 

Report 
number 

Lincolnshire: West  Lincoln County Hospital To consider staff training and observation levels for patients 
undergoing surgical anastomosis to ensure staff fully appreciate 
consequences of anastomic leakage  

Yes 30 

West Yorkshire: 
Western 

The Leeds Teaching 
Hospitals NHS Trust 

To consider a review of the following up the outpatients' appointment 
system. 

Yes 33 

Peterborough Peterborough District 
Hospital 

To consider a review of hospital procedures to ensure that cross-
matched blood is available when operations are rescheduled. 

Yes 37 

Devon: Exeter and 
Greater Devon 

Royal College of 
Paediatricians and Child 
Health; Royal College of 
Obstetricians and 
Gynaecologists 

To consider training paediatric SHOs on taking control of the airway as 
soon as possible after delivery and routine scanning to identify breech 
presentations.  

Yes 39 

Shropshire: Telford 
and Wrekin 

Shrewsbury and Telford 
Hospital NHS Trust 

To consider a review of beds, staffing and management of the Princess 
Royal Hospital, Telford A&E Department  

Yes 40 

Brighton and Hove Brighton & Sussex 
University Hospital NHS 
Trust 

To consider implementation and reviews of care plans, risk 
assessments and reporting of falls 

Yes 50 

Hertfordshire North & East 
Hertfordshire NHS Trust 

To consider a review of hospital procedures for follow-up 
appointments, sending biopsy results diagnosing tuberculosis to the 
Tuberculosis Department for follow-up, and ensuring blood tests are 
carried out according to instructions given by specialist nursing staff 

Yes 51 

Greater Norfolk Norfolk Community Health 
and Care 

To consider a review of how vulnerable patients can be prevented from 
leaving a ward unaccompanied  

Yes 52 

 



 

 

18 S
u

m
m

ary o
f R

u
le 43 rep

o
rts

 an
d

 resp
o

n
ses 

Coroner District Report Sent to Details Response 
received 

Report 
number 

Brighton and Hove Brighton & Sussex 
University Hospital NHS 
Trust 

To consider implementing a system in A&E to alert medical staff of a 
patient's previous overdose history, to ensure appropriate blood testing 
can be undertaken. 

Yes 53 

Northamptonshire Department of Health To consider asking the Care Quality Commission to investigate the ITU 
and HDU arrangements at Kettering Hospital 

Yes  54 

Greater 
Manchester: South 

Tameside General 
Hospital 

To consider a review of arrangements for transfer of patients between 
hospitals, and communication procedures between staff 

Yes 55 

Devon: Exeter and 
Greater Devon 

Royal Devon and Exeter 
NHS Foundation Trust 

To consider a review of policy to ensure items of medical equipment 
are not left in place on elderly patients with communication problems.  

Yes 57 

Greater Norfolk Norfolk & Waveney 
Mental Health Partnership 
NHS Trust  

To consider procedures for providing escorts for detained patients 
referred to outside hospitals for medical treatment 

Yes  60 

Hertfordshire East and North 
Hertfordshire NHS Trust 

To consider introducing facilities for temporary pacemakers at Lister 
Hospital Coronary Care Unit  

Yes 62 

Shropshire: Telford 
and Wrekin 

Shrewsbury and Telford 
Hospital 

To consider a review of procedures and training for nursing staff caring 
for critically ill surgical patients  

Yes 64 

Greater 
Manchester: South 

Pennine Care NHS Trust To consider training hospital staff in the appropriate way of responding 
to an incident where a patient is found hanging. 

Yes 65 

Greater 
Manchester: South 

Stockport NHS 
Foundation Trust; Chief 
Medical Officer 

To consider training on procedures, including scans during early 
labour, for a breech presentation, and early intervention during delivery 
and 24-hour consultant cover at Stepping Hill Hospital 

Yes 67 

Cardiff and the Vale 
of Glamorgan 

Cardiff and Vale NHS 
Trust 

To consider a review to ensure that the Trust's falls policy and is 
known throughout all hospitals and that there is training on the 
importance of following risk assessments  

Yes 70 
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Coroner District Report Sent to Details Response 
received 

Report 
number 

Staffordshire: South Queen's Hospital, Burton 
upon Trent 

To consider the policy on use of bed rails; to consider staff training on 
dealing with relatives' concerns, including recording such concerns and 
discharge policy to ensure patients are not discharged early because 
of bed shortages  

Yes 72 

London: Eastern Queen's Hospital, 
Romford, Essex 

To consider assessing all patients at risk of developing bedsores as 
part of the A&E triage procedure; training A&E staff on the Bradon risk 
assessment of bedsores and providing prophylactic mattresses for 
such patients 

Yes 73 

Cornwall Derriford Hospital, 
Plymouth 

To consider a review of procedures to ensure patients admitted with 
possible diabetes are tested for it  

Yes 76 

South Yorkshire: 
Western 

Sheffield Teaching 
Hospitals Trust 

To consider a review of the protocols on escalating the level of care 
that the hospitals' early warning system requires  

Yes 79 

Cheshire Warrington Hospital, 
Warrington 

To consider a review of the hospital's use of 'Do Not Attempt 
Resuscitation' authority forms, and the effectiveness of in-patient 
dietary risk assessments 

Yes 81 

Greater 
Manchester: South 

Stockport NHS 
Foundation Trust; North 
West Ambulance Service 
NHS Trust 

To consider a review of protocols and guidance on prescribing 
antibiotics in A&E when a patient displays possible symptoms of 
meningitis; to consider guidance to ambulance staff on keeping 
possible items of evidence and accurate recording of observations 

Yes 82 

Cumbria: South and 
East  

University Hospitals of 
Morecombe Bay NHS 
Trust 

To advise whether it investigated the circumstances of this stillbirth, 
whether it changed any policy or practice and who it informed of any 
such changes. 

Yes 85 

Brighton and Hove Brighton & Sussex 
University Hospital NHS 
Trust 

To consider what arrangements will be made for an 
oesophogastroduodenoscopy service to be available at the Princess 
Royal Hospital  

Not yet 
due 

88 
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Coroner District Report Sent to Details Response 
received 

Report 
number 

Greater Norfolk Norfolk & Norwich 
University Hospitals NHS 
Foundation Trust 

To consider whether a CT head scan should take place on the 
admission of a patient with a head injury who has had previous major 
cranial neurosurgical intervention 

Not yet 
due 

91 

Preston & West 
Lancashire 

Medicines and Healthcare 
Products Regulatory 
Authority 

To consider a review of the use of bladed trocars in operations using 
the open technique  

Not yet 
due 

92 

Coventry  Older People's Services 
Coventry City Council; My 
Care (UK) Limited, 
Coventry 

To indicate the training members of staff have in recognising pressure 
sores and to assess what additional training is needed  

Not yet 
due 

95 

Essex and Thurrock Basildon and Thurrock 
University Hospital 

To consider a review of risk assessments, record keeping, access to 
records and staff training on use of cot sides and bumpers for patients 
with complex needs  

Not yet 
due 

100 

Wiltshire and 
Swindon 

The Great Western 
Hospital 

To consider a review of communication and the importance of 
completing notes; staffing levels at peak times; a back-up system for 
doctors responding to on-call bleeping; staff awareness of the effects 
of diabetic metabolic illness  

Not yet 
due 

102 

Staffordshire: South Stafford Hospital To consider an improvement of the hospital's admission system to 
ensure patients receive the medication required 

Not yet 
due 

107 

East Riding and 
Hull 

Spire Health Care Group; 
North West Specialised 
Services Commissioning 
Manager; Hull & East 
Yorkshire NHS Trust 

To consider post-operative observation and evaluation of patients 
undergoing Bariatric surgery 

Not yet 
due 

109 

South Yorkshire: 
Western 

Barnsley Hospital NHS 
Foundation Trust 

To consider how junior doctors are contacted by middle grade staff 
when they seek advice from them  

Not yet 
due 

111 
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Greater 
Manchester: City 

Manchester Royal 
infirmary 

To consider communication between the Trust and PCT when a 
discharged patient requires continuing care from a primary care 
provider  

Not yet 
due 

117 

Brighton and Hove Brighton & Sussex 
University Hospital NHS 
Trust 

To consider a review of procedures after drugs are incorrectly 
administered and the correct use of the Modern Matron and Datix 
Incident Form  

Not yet 
due 

136 

Cheshire Hollins Park Hospital; 
Warrington Hospital  

To consider the liaison between Hollins Park and Warrington Hospitals 
and having a Service Level Agreement to formalise the liaison 
arrangements 

Not yet 
due 

137 

Gloucestershire Gloucestershire Hospitals 
NHS Foundation Trust 

To consider action to improve communication between clinicians and 
the radiology department to ensure clinicians have ready access to X-
Ray results. 

Not yet 
due 

146 

Leicestershire: 
Rutland and North 
Leicestershire 

NHS Leicestershire 
County and Rutland 

To consider a review of the Trust's discharge policy in assessing the 
care needs of prisoners discharged back to a prison with no in-patient 
medical facilities  

Not yet 
due 

147 

Northumberland: 
North 

Northumbria Healthcare To consider the action to be taken by Wansbeck District Hospital to 
ensure food is not placed out of patients' reach  

Not yet 
due 

152 

Greater 
Manchester: South 

Trafford General Hospital 
NHS Trust 

To consider investigating patients complaining of chest pains for heart 
problems rather than assuming indigestion; to consider a review of 
hospital policy of not calling a doctor if a patient is taken ill on a ward 
overnight  

Not yet 
due 

153 

Devon: Plymouth 
and South West 

Plymouth Hospitals NHS 
Trust; South Western 
Ambulance Service NHS 
Trust 

Derriford Hospital to consider a review of record keeping to ensure 
there is a robust and reliable system for locating medical records and 
steps are taken to prevent them being lost; South West Ambulance 
service to consider reminding technicians to conduct their own medical 
assessments 

Not yet 
due 

162 
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Hospital Deaths: other hospital deaths 

Shropshire: Mid 
and North West 

Royal Shrewsbury 
Hospital 

To consider a review of the information given to chemotherapy patients Yes 74 

Greater 
Manchester: City 

Manchester Royal 
Infirmary; National 
Institute for Clinical 
Excellence (NICE) 

Manchester Royal Infirmary to consider a review of its procedure for 
blood products and its central venous catheter (CVC) placement policy; 
NICE to review its guidance on using ultrasound technique for placing 
CVCs 

Not yet 
due 

163 

Hampshire: Central 
District 

Health Protection Agency To consider issuing national guidelines on dealing with infections such 
as Group A streptococcus 

Not yet 
due 

164 

Road Deaths: Highways safety 

Northumberland: 
North 

Northumberland County 
Council 

To consider improving visibility and road markings at the junction with 
Old Kennels, Blagdon Estate and the A1 northbound slip road 

Yes 3 

Staffordshire: South Staffordshire County 
Council  

To consider yellow lines or other safety measures on Station Drive, 
Four Ashes on the approach to the junction with the A449 

Yes 12 

Hertfordshire Hertfordshire Highways To consider prohibiting traffic turning right from the service road 
adjacent to the shops into Mutton Lane, Potters Bar 

Yes 24 

Powys Mid Wales Truck Road 
Agency 

To consider the road junction layout on the A489 at Plas dol Guog 
Hotel, Machynlleth 

Yes 42 

Devon: Exeter and 
Greater Devon 

Devon and Cornwall 
Constabulary  

To consider policy of not immediately examining scenes of accidents 
and all vehicles involved to avoid compromising evidence 

Yes 45 

Greater Norfolk Norfolk County Council To consider whether to include Hale Road, Bradenham in the Winter 
2009/10 gritting programme and the criteria for leaving roads ungritted, 
relying on the Parish Council to buy gritting bins 

Yes 46 
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Somerset: West Government Office for the 
South West 

To consider a strategic review of its plans for the safety of cyclists 
using major roads in the South West, 

Yes 49 

Staffordshire: South Staffordshire County 
Council 

To consider road safety on the A38 southbound near the junction with 
the B5016 at Barton-under-Needwood 

Yes 56 

Powys  Powys County Council To consider improving the B4568 Aberhafesp to Llanwnog Road at its 
junction with the B4569  

Yes 61 

Greater 
Manchester: South 

Trafford Metropolitan 
Borough Council 

To consider gritting Council parking facilities off Cecil Road, Hale in icy 
weather. 

Yes 66 

South Yorkshire: 
Western 

Department for Transport; 
Barnsley Metropolitan 
Council; South Yorkshire 
Police; South Yorkshire 
Safety Camera 
Partnership; South 
Yorkshire Second Local 
Transport Plan 

To consider road safety measures and removing a tree on the A6153 
Sheffield Road at Barnsley in the Coach Road area. 

Yes 78 

Greater Norfolk Norfolk County Council To consider the layout and road markings on Silfield Road, 
Wymondham around 50 metres south of its junction with Park Close 

Yes 80 

Pembrokeshire Welsh Assembly 
Government 

To consider re-classifying the road between Milford Haven and 
Haverfordwest to bring it up to a standard appropriate for the heavy 
vehicles using it to access the Murco Oil Refinery 

Yes 83 

Darlington and 
South 
Durham/North 
Durham 

Durham County Council To consider street lighting on the A690 at Brancepeth Village  Not yet 
due 

89 
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Milton Keynes Milton Keynes Council To consider whether the right hand access onto the H8 dual 
carriageway should be restricted or blocked off  

Not yet 
due 

101 

Teesside Middlesbrough Borough 
Council 

To consider repairing the fencing on the northbound A19 near the 
footbridge to Whinney Banks 

Not yet 
due 

106 

Northumberland: 
North 

 Northumberland County 
Council 

To consider where gritting bins or other such structures are positioned 
to ensure there is sufficient room for mobility scooter users to pass 
without needing to move off the pavement  

Not yet 
due 

122 

Staffordshire: South Staffordshire County 
Council 

To consider erecting chevrons on the sharp road bend at Fradwell 
Heath on the B5027 between Field and Milwich 

Not yet 
due 

123 

Northamptonshire Northampton County 
Council 

To consider regular checking of gullies and drains on Towcester Road, 
Milton Malsor to prevent a large amount of surface water building up  

Not yet 
due 

124 

Lincolnshire: West  Lincolnshire County 
Council 

To consider safety improvements at the road junction of the C004 and 
an unclassified road known as 'the Bunny Run' about two miles east of 
Lincoln 

Not yet 
due 

132 

Lincolnshire: West  Lincolnshire County 
Council 

To consider reducing the speed limit on the C005 road between Market 
Rasen and Legsby in the vicinity of the Golf Course  

Not yet 
due 

135 

Lincolnshire: West  Lincolnshire County 
Council 

To consider constructing a lay-by bus stop and a pedestrian crossing 
and reducing the speed limit on the A16 at Utterby   

Not yet 
due 

141 

Wiltshire and 
Swindon 

Swindon Borough Council To consider introducing a 20 mph speed limit, staggering bus stops, 
and trimming back vegetation on the eastbound side of Westlea Drive, 
Swindon near the children's play park and open parkland, and 
extending the barriers at the end of the path from Toothill Bridge 

Not yet 
due 

159 

Somerset: West Secretary of State for 
Transport 

To consider providing warning signs on crossings used regularly by 
schoolchildren on A, B or C classified roads which do not have a 30 
mph or lower speed limit 

Not yet 
due 

161 
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Road Deaths: Driver and vehicle licensing 

Birmingham & 
Solihull 

Birmingham City Council To consider providing instructions to all taxi drivers operating within 
Birmingham City on securing wheelchairs within their vehicles and 
requiring all taxi drivers, not only those registered after June 2004,to 
attend Disability Discrimination Act training 

Not yet 
due 

134 

Accidents at Work and Health & Safety-related Deaths 

Devon: Plymouth 
and South West 

Devon County Council To consider a review of the system for dealing with High Risk Tree 
Report forms to ensure it is robust and reliable 

Yes 6 

Cardiff and the Vale 
of Glamorgan 

Welsh Health Estates, 
Cardiff 

To consider whether 100mm window restrictions should be mandatory 
on wards for elderly and mentally ill patients. 

Yes 15 

Brighton and Hove Archbishop's Council, 
Church of England; All 
Saints Church Patcham, 
East Sussex 

To consider a review of safety procedures and guidance on accessing 
church towers, and using fixed vertical ladders. 

Yes 22 

Devon: Plymouth 
and South West 

Plymouth County Council To consider the electrical inspections programme of its council 
properties and whether RCD sockets should be fitted where electrical 
garden equipment might be used  

Yes 27 

Warwickshire Midland Quarry Products 
Ltd, Leicestershire 

To consider the number of patrols and installing CCTV cameras to 
deter unauthorised entry to the site  

Not yet 
due 

97 

Greater Norfolk Royal Society for the 
Prevention of Accidents 

In liaison with the National Water Safety Forum, to consider what 
safety measures might be taken in connection with the safety of private 
portable swimming pools 

Not yet 
due 

98 
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Greater 
Manchester: City 

Manchester City Council To consider appropriate water rescue equipment, lighting and 
connection of CCTV in the canal area near Lock Gate 84, Dale Street, 
Manchester 

Not yet 
due 

105 

London: Northern London Borough of Brent To consider fitting locks and/or limiters to all windows, balconies or 
outside doors when placing families with young children in high rise 
accommodation 

Not yet 
due 

118 

Liverpool Department of Work and 
Pensions 

To consider regulating Construction Plant Competence Scheme card 
operators to ensure the are familiar with new plant they are using  

Not yet 
due 

125 

Northumberland: 
North 

Berwick Borough Housing 
Association, Berwick-
Upon-Tweed 

To consider undertaking a survey of internal doors in their housing 
stock and replacing any without a minimum 20-minute fire protection 
level  

Not yet 
due 

144 

Sunderland English Heritage; 
Northumberland County 
Council;  

To consider action to improve safety at Berwick Ramparts Not yet 
due 

149 

Surrey ABTA Ltd To consider providing warnings of dangers of swimming and beach 
activities for tour operators and local representatives and encouraging 
multi-language warning notices and flags 

Not yet 
due 

156 

London: Inner 
South 

Westminster City Council To consider providing a handrail at the bottom of the staircase from the 
Embankment at Westminster Bridge down to the pier 

Not yet 
due 

157 

Devon: Torbay and 
South 

Exeter City Council To consider carrying out a risk assessment of Mary Arches Car Park, 
Exeter to prevent future falls from the car park 

Not yet 
due 

158 
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Community Healthcare and Emergency Services Deaths 

Greater 
Manchester: South 

Trafford Council Trafford Council's Community Alarm Call Centre to consider its 
procedures, staff information and updating its database system  

Yes 19 

South Yorkshire: 
Western 

Barnsley Primary Care 
Trust; Barnsley 
Metropolitan Borough 
Council 

To consider a joint review of their respctive responsibilities when calls 
are made to Social Services  

Yes 23 

Brighton and Hove East Sussex County 
Council 

To consider training Adult Care Services staff on recognising hip 
fractures and the appropriate medical assessment required 

Yes 32 

Staffordshire: South Rugeley Social Services To consider the content of care plans and provide clarification on how 
someone subject to a care plan could starve to death  

Yes 35 

Hampshire: 
Portsmouth and 
South East 

Care UK Healthcare 
(South East) Ltd 

St Mary's Treatment Centre, Portsmouth to consider including specific 
questions about medical history and current medication on its forms 
and computer software  

Yes 41 

Brighton and Hove East Sussex Fire and 
Rescue; Brighton & Hove 
City Council 

To consider a review of appropriate fire precautions for vulnerable 
people in council housing  

Yes 58 

Cornwall Local Safeguarding 
Children Board, Truro 

To consider how lessons learned by agencies involved in caring for a 
child who died could be reviewed by the Local Safeguarding Children 
Board 

Yes 69 

Cardiff and the Vale 
of Glamorgan 

Albany Doctors Surgery, 
Cardiff 

To consider ensuring new patient questionnaires and transferred 
medical records are entered onto its computer system so that they are 
available for new patient consultations 

Yes 84 
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South Yorkshire: 
Western 

South Yorkshire Fire and 
Rescue 

To consider a review of gas supply to premises rising up through a 
public pavement; training fire-fighters in calling on National Grid 
engineers to check for safety when there may have been fire damage 
to a plastic riser and whether risers in vulnerable positions should be 
constructed in this way   

Not yet 
due 

87 

Brighton and Hove Brighton and Hove 
Primary care Trust 

To consider how to ensure private GPs notify the local PCT of new 
patients so they can check whether they are also registered with an 
NHS GP; to consider if the local Drug Action Team should have Police 
and local private GP representation  

Not yet 
due 

113 

South Yorkshire: 
Western 

AJB Care Ltd, Barnsley; 
Barnsley Metropolitan 
Borough Council; 
Sheffield City Council; 
Care Quality Commission 

AJB Care Ltd to consider a review of procedures on hand over to 
different call handlers; a protocol for when a care visit fails to establish 
contact and how to report such failures; Barnsley Metropolitan Borough 
and Sheffield City Councils to consider if other care providers in their 
areas have similar robust systems in place; Care Quality Commission 
to consider nationwide roll out of similar robust systems  

Not yet 
due 

131 

Greater 
Manchester: South 

North West Ambulance 
Service, 

To consider its provision of ambulances to people advised to contact 
the emergency services if their condition deteriorates after discharge 
from hospital following major surgery  

Not yet 
due 

140 

Cardiff and the Vale 
of Glamorgan 

Cardiff County Council To consider improving its inspection of social housing so that tenants 
know in advance about visits, issuing practical advice, dealing 
expediently with cases of poor housing and providing information 
promptly 

Not yet 
due 

154 
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Mental Health-related Deaths 

Shropshire: North West Mercia 
Constabulary; British 
Medical Association 

To consider how information on firearms licensing should be shared 
between licence holders, GPs and the Firearms Licensing Authority 

Yes 7 

Devon: Exeter and 
Greater Devon 

Press Complaints 
Commission, London 

To consider additions to its current Code of Practice on the reporting of 
inquests 

Yes 25 

Gloucestershire 2Gether Foundation Trust 
for Gloucestershire 

To consider how members of the care team share information about 
patients' treatment plans and state of health and to review its 
commitment to involve clients' carers.  

Yes 36 

Worcestershire Worcestershire Mental 
Health Partnership NHS 
Trust 

Worcester Royal Hospital to consider a review of its policy on 
annotating the status of GP referral forms 

Yes 38 

Greater 
Manchester: West 

Greater Manchester West 
Mental Health NHS 
Foundation Trust 

To consider a review of the policy on the level of observation of 
patients at risk of self harm  

Yes 44 

London: Southern Kent and Medway NHS 
and Social Care 
Partnership Trust 

To consider how new care-coordinators are allocated when existing 
carers leave the service 

Yes 96 

Staffordshire: South South Staffordshire and 
Shropshire Healthcare 
NHS Foundation Trust 

To consider the management of psychiatric services in the Uttoxeter 
area to ensure consistency of care 

Yes 110 

Cardiff and the Vale 
of Glamorgan 

South Cardiff and Vale 
Crisis Resolution and 
Home Treatment Team 

To consider how to increase continuity of care by reducing the number 
of nurses a patient encounters  

Yes 112 
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London: Eastern Surrey and Borders 
Partnership NHS Trust; 
Care Quality Commission 

To consider a review of the treatment and management of mental 
health patients released on leave under section 17 of the Mental 
Health Act 1983, the availability of past medical and psychiatric 
records, training on the importance and correct completion of 
psychiatric risk assessment tools  

Not yet 
due 

119 

Brighton and Hove Park Crescent New 
Surgery, Brighton; Sussex 
NHS Partnership Trust; 
Sussex Community 
Mental Health Team; 
Brighton and Hove 
Primary Care Trust 

Sussex Partnership NHS Trust and Community Mental Health Teams 
to consider how they communicate between themselves and local GPs 
to ensure they provide appropriate care to mental health patients 

Not yet 
due 

128 

Greater 
Manchester: North 

Pennine Care NHS 
Foundation Trust  

To consider a review of communication between the Royal Oldham 
Hospital A&E psychiatric team and the Initial Assessment and 
Intervention Service in dealing with urgent referrals  

Not yet 
due 

129 

Cheshire Macclesfield Hospital; 
Cheshire and Wirral 
Partnership Trust  

Macclesfield Hospital to consider ensuring locum psychiatrists can 
access patients' mental health records; Cheshire and Wirral 
Partnership Trust to consider implementing an audit system to ensure 
actions agreed at multi-disciplinary meetings are given to an individual 
for action 

Not yet 
due 

133 

West Yorkshire: 
Western 

Department of Health To consider if the May 2008 recommendations in the Mental Health 
Clinical Pathway Group, of the NHS Next Stage Review for NHS 
Yorkshire and Humber could be disseminated nationally  

Not yet 
due 

145 

Hertfordshire Hertfordshire Partnership 
NHS Trust 

To consider how the Community Team can be involved in patients' 
discharge plans from a tertiary residential unit and review 
arrangements for a substitute care co-ordinator when the allocated co-
ordinator is absent  

Not yet 
due 

150 
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Deaths in Custody 

West Yorkshire: - 
Eastern 

Ministry of Justice To consider a review of staff training on assessing and recording 
prisoners' mental health at HMP Leeds, and the procedures for 
transferring and keeping prisoners in the segregation unit 

Yes 16 

West Yorkshire: - 
Eastern 

Ministry of Justice To consider a review of staff training on cell-sharing risk assessment  Yes 26 

Greater 
Manchester: South 

North West Ambulance 
Service, Manchester; 
Greater Manchester 
Police 

North West Ambulance Service to consider a review of guidance when 
an ambulance is called to a Police Station; Greater Manchester Police 
to review its staff training in dealing with detainees who appear unwell  

Yes 43 

West Yorkshire: - 
Eastern 

HM Prison Wakefield To consider providing training in mental health and emergency medical 
equipment for all prison officers on duty in the segregation unit at night 
time 

Yes  48 

Greater 
Manchester: City 

Ministry of Justice To consider a review of Cell-sharing Risk Assessment policy, checking 
prisoners' prescribed medication dosages with the prescriber on 
admission, arranging urgent prisoner psychiatric review when 
requested and early reviews by medical staff of medical records if new 
information comes to light. To consider action to ensure prison service 
instructions/orders are implemented in accordance with revised 
policies  

Yes 63 

Milton Keynes Ministry of Justice; 
Northamptonshire Police 

To consider a review of how suicide risk is communicated between the 
police, the court service and the prison service 

Yes 71 

Preston & West 
Lancashire 

HM Prison Preston To consider the quality of ACCT assessments and a review of the 
process to ensure that directions are correctly followed and previous 
information is considered 

Not yet 
due 

93 
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London: Northern HM Prison Belmarsh To consider a review of the medical arrangements for prisoners with 
epilepsy and how staff respond when attending a prisoner who has 
suffered an epileptic seizure  

Not yet 
due 

103 

London: Inner 
South 

Ministry of Justice To consider a review of how the procedure for transferring prisoners to 
hospital under section 47 of the Mental Health Act 1983 could be made 
quicker; to consider introducing an appeal process to resolve 
differences of clinical opinion more quickly  

Not yet 
due 

121 

Greater 
Manchester: West 

Youth Offenders Institute 
Hindley, Wigan 

To consider providing appropriate and regularly updated first aid 
training for of uniformed prison officers  

Not yet 
due 

138 

London: Northern Metropolitan Police To consider custody sergeants asking about an individual's current 
medication when booking in at the custody suite 

Not yet 
due 

139 

Drug and Medication-related Deaths 

Gwent Welsh Assembly 
Government 

To consider action to restrict the availability of prescription-only drugs 
on the Internet 

Yes 17 

Derby & South 
Derbyshire 

Home Office To consider reclassifying 1-benzylpiperazine (BZP) as a controlled 
drug under the Misuse of Drugs Act 1971 

Yes 47 

Brighton and Hove National Poisons 
Information Service; 
Department of Health 

To consider a review of the guidance for dealing with an overdose of 
the drug Colchicine 

Yes 59 

Cardiff and the Vale 
of Glamorgan 

The Royal College of 
Physicians, London 

To consider providing information leaflets for Warfrin patients to warn 
that a blow to the head can lead to higher risk of suffering a significant 
bleed. 

Not yet 
due 

116 

South Yorkshire: 
Western 

Home Office To consider classifying Hawaiian baby woodrose seeds as a controlled 
Class B drug under the Misuse of Drugs Act 1971 

Not yet 
due 

143 
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Care Home Deaths 

Cheshire Cheshire County Council  To consider auditing residential unit staff's understanding and 
implementation of patient risk assessments and management of rotas  

Yes 4 

London: Western Care Home Commission To consider implementing procedures to ensure full investigation and 
reporting of falls and fatalities at nursing homes 

Yes 5 

Sunderland Commission for Social 
Care Inspection, 
Newcastle Upon Tyne 

To consider whether care homes have sufficient numbers of hoists and 
commodes available, and whether staff are appropriately trained in 
using them and in recording incidents as soon as practical after the 
event. 

Yes 18 

Kent: Mid Kent and 
Medway 

The Regard Partnership 
Ltd, Kingston-Upon-
Thames 

To consider a review of care home procedures and care plan 
documents on bathing residents with epilepsy. 

Yes 29 

Coventry Charnwood House Care 
Home, Coventry 

To consider a review of actions to prevent dehydration, checks made 
on the effects of medication administered, and the accuracy of patient 
records 

Yes 31 

London: Southern London Borough of 
Lambeth; Department of 
Health 

To consider a review of management, supervision and staffing levels at 
care homes for vulnerable adults in Council care  

Not yet 
due 

94 

North Yorkshire Care Quality Commission To consider how to minimise opportunities for care providers to 
manipulate the evidence provided at inspection visits 

Not yet 
due 

115 

Darlington and 
South 
Durham/North 
Durham 

Southern Cross Health 
Care, County Durham 

To consider whether care home residents' care plans should be 
reviewed to make them more specific to individual needs 

Not yet 
due 

127 
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Service Personnel Deaths 

Sunderland Ministry of Defence To consider proposals for improving Royal Navy submarines  Yes 11 

Devon: Exeter and 
Greater Devon  

Ministry of Defence To reconsider the use of light reconnaissance or patrol vehicles to lead 
slow moving conveys of large vehicles; to consider increasing use of 
helicopters with heavy lifting capacity to move large equipment 

Not yet 
due 

99 

Hampshire: 
Portsmouth and 
South East 

Royal Navy Fleet Diving 
Headquarters, 
Portsmouth 

To consider reviewing pre-dive safety briefing procedures for military 
divers, ensuring dive supervisors have working mobile phones, and 
that defibrillators are part of standard safety equipment at all Defence 
Diving School exercises  

Not yet 
due 

126 

Wiltshire and 
Swindon 

Ministry of Defence To consider funding for the provision of black lighting in theatre to 
improve night driving and to ensure all night re-supply convoy vehicles 
have radio capability with the base 

Not yet 
due 

148 

Black Country  Ministry of Defence To consider how to prevent the continued use of depleted uranium 
munitions 

Not yet 
due 

151 

Police Procedure-related Deaths 

Darlington and 
South 
Durham/North 
Durham 

Durham Constabulary To clarify how police officers should respond  Yes 34 

Darlington and 
South 
Durham/North 
Durham 

Durham Constabulary  To consider whether training on the Tactical Pursuit and Containment 
(TPac) system should be amended to take into account the nature of 
the barrier between carriageways and the weight and speed of the 
vehicle when assessing the appropriateness of using the central 
reservation as the 4th side of a box in the TPac manoeuvre  

Not yet 
due 

86 
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Greater 
Manchester: North 

Greater Manchester 
Police 

To consider a review of the delay between the report of a person 
missing from home and deploying officers to commence a search  

Not yet 
due 

130 

Northumberland: 
North 

Northumbria Police  To consider whether Police stations should remain open at night to 
enable those released from custody to remain there rather than having 
to leave late at night  

Not yet 
due 

142 

Product-related Deaths 

Kent: Central & 
South East 

European Aviation Safety 
Agency; Bombardier 
Recreational Products 

To consider implementing guidance on requirements for routine engine 
maintenance for private aircraft, in accordance with the engine 
manufacturers' recommendations 

Yes 1 

West Yorkshire: - 
Eastern 

Department for Business 
Innovation and Skills 

To consider introducing regulations or legislation to ensure that all UK-
sold wheat bag products have the manufacturers' instructions 
permanently marked on the product itself, including on all detachable 
components, and that all such products comply with the appropriate 
British Standard  

Not yet 
due 

114 

Railway-related Deaths 

Kent: North East Office of Rail Regulation To consider providing signage at Westgate-on-Sea railway station 
about the presence and danger of the live rails 

Yes 155 

Other Deaths 

Gloucestershire British Eventing Ltd, 
Warwickshire 

To consider further research to reduce the risk of rotational or 
'somersault' falls from horses  

Yes 21 

Cornwall Ministry of Justice To consider disseminating to appropriate national agencies generic 
recommendations of good practice in previous prisoner risk 
management reviews  

Yes 75 
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received 

Report 
number 

Cornwall Department for Culture, 
Media and Sport 

To consider improving communication, in particular to hotels and guest 
homes, on changes in fire legislation requirements to ensure they 
comply with the Regulatory Reform (Fire Safety) Order 2005  

Yes 77 

Greater Norfolk John Muir Trust; The 
Nevis Partnership 

To consider any additional safety measures, including more visual and 
audio warnings, of possible dangers and a clear message that mobile 
phones cannot be relied upon as a means of communication, in the 
Ben Nevis area 

Not yet 
due 

90 

Greater 
Manchester: West 

Department for Children, 
Schools and Families 

To consider whether the ratio of first aiders in schools should be based 
on the number of pupils rather than the number of school employees  

Not yet 
due 

104 

Staffordshire: South Human Tissue Authority To confirm that the Human Tissue Act 2004 only permits anatomical 
examination after death has been registered, and to consider changing 
the law so that deaths reported to the coroner, where an inquest is 
required, can be accepted for medical research 

Not yet 
due 

160 
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