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GUIDANCE ON THE PREPARATION OF STATEMENTS
FOR THE CORONER

Introduction – why you’ve been asked to write a statement.
You’ve been asked to write a statement as a Coroner is going to hold an inquest into a patient’s death. The medical records indicate that you were involved in their care. 

We understand that you may find this stressful. It is perfectly natural to feel nervous about writing statements. However, the Legal Affairs Team and your managers are available to support you throughout the process. , 

Inquests are surprisingly common, as they automatically take place following an unnatural death – for example, when someone takes their own life or dies following a drug overdose.  Sometimes, Coroners will even investigate deaths from ‘natural causes’ if it seems that something could have prevented the death.

The law says that Coroners have inquests to investigate these types of deaths, meaning that they don’t get to pick and choose which ones to look at. So just because a Coroner is investigating a death doesn’t mean that anyone has done anything wrong, or that the death could have been prevented. Most of the time, it just means that the type of death has automatically triggered an inquest. 
The law says that Coroners have to answer five questions at the end of the inquest: who died, where they died, when they died, how they came to their death and what the cause of death was. 
In order to answer these questions, the Coroner gathers as much information as they can. This will include statements from members of healthcare staff involved in the care of the deceased. Once the Coroner has received all of this information, they will decide if they can answer the questions set out above, or if they need some more information. If they need more information, then this usually means that they will ask the clinician to attend the inquest so they can ask them questions in person. If the Coroner doesn’t need to ask the clinician any more questions, then they won’t need to attend the inquest and that is almost always the end of things. 
With this in mind, it is sensible to make your statement as thorough as possible, as the fewer questions the Coroner has after reading it, the less likely it is that they will ask you to attend the inquest. Furthermore, if you are asked to attend the inquest, having a thorough statement will be helpful as you will be able to refer to it while answering questions.  
As well as using this guidance to assist you, the Trust’s Legal Affairs Team will be able to advise you on any tricky points, or if you have any concerns.

Even if a Coroner does ask you to attend the inquest as they have some questions for you, this doesn’t necessarily mean that you’ve done anything wrong or that the patient’s death was preventable. If this happens, the Trust will make sure that you are represented at the inquest and fully supported. 
Guidance on writing a statement 
Getting started

Don’t procrastinate – make a note of any deadlines and make a plan for when you are going to be able to write the statement. Ask your manager for protected time if necessary. If there are going to be any difficulties (eg you have a lot of annual leave coming up and won’t be able to work on the statement) then please let us know as soon as possible.

The first thing to do is to review the relevant medical notes. If the Trust has conducted an investigation then it may be useful to review this as well. 
The ‘golden rule’

The ‘golden rule’ is to be truthful. Deliberately misleading the Court would be a criminal offence. For the avoidance of doubt, the Trust will never ask you to ‘sweep something under the carpet’. 

Structure

In terms of structuring your statement, there is a template at the end of this guidance which you may find helpful. 
All statements should be prepared using Trust letterhead paper and be typed, dated and signed.

Content

It can be very tempting to ‘copy and paste’ the records into your statement to save time. We don’t generally recommend this, as it can suggest to the Coroner (or the deceased’s family) that you aren’t taking the inquest seriously. The Coroner will almost always have a copy of the medical records already, and they will expect your statement to be differently worded. Sometimes it’s unavoidable that the statement and the notes will be very similar, but this should be avoided as much as possible. With this in mind, we suggest turning the records into a narrative account. For example:
[RiO note]: 

CMHT Psychology JS

T/C to Thomas following DNA. From 01.02.22 he will be entering detox for 3/12 so will be unable to access until then. Says will contact Psych when he is able to do so. 

Plan: update MDT/?discharge.

[Narrative for statement]:

I made a telephone call to Mr Jones on 01.01.22 as he had not attended an appointment. Mr Jones informed me that from 01.02.22 he would be entering a rehabilitation programme for six months and would be unable to access psychological therapy until afterwards. He said he would like to receive therapy once he had completed his programme and he would get in touch with the Psychology Team when able to do so. 

My plan was to discuss this with the Multi-Disciplinary Team, with a view to discharging Mr Jones from the psychology service (on the basis that he would make contact when he was ready to proceed with it in the future).

It’s important that the statement is comprehensive, so as a rule of thumb we advise that every RiO entry that you personally made (or which mentions you, for example as an attendee at an MDT meeting) is included. However, this doesn’t mean that absolutely everything from the entries needs to be included – and if you have been involved in someone’s care for a long period of time, please contact the Legal Team for advice on how much detail needs to be included / how far back the statement needs to go.

If you’ve been asked to write an ‘overview’ statement on a colleague’s behalf (eg because they have left the Trust or are unwell) then please ask the Legal Team if you’re unsure about how much detail to go into, or what you should be including.

Language/Jargon

Very few Coroners have clinical backgrounds, so you should avoid acronyms (‘HTT’, ‘OPCMHT’ etc) or clinical jargon, and explain things in a way that they will be able to understand. Adding context is also important. As above - the fewer questions the Coroner has after reading your statement, the less chance there is of them asking you to give evidence at the inquest. 
For example, compare the following:

Example 1

‘Ms Butterfield’s RAG rating was red’
vs
‘The Trust uses a traffic light system to categorise levels of risk. Mrs Butterfield was rated ‘red’ which is the highest level of risk.’
Example 2
‘Mr Patel’s physical observations were 101bpm, 115/75 bp, 36.4 temp.’

Vs

‘Mr Patel’s pulse was 101, which was very slightly higher than what would be considered the normal range in the wider population (60-100beats per minute). However, given that Mr Patel took Clozapine (which increases heart rate) and his other observations were within normal ranges, his heart rate was not alarming. 
Support

Writing a statement can be a stressful experience. The Trust understands this and support is available. Please speak to your manager, HR or the Legal Team if you feel that you need extra support. 

General points
You should make it clear whether you are basing things on:

(a) Specific recollection. 

(b) Your entries in the records (…if you can’t remember something)

(c) Your usual practice (…if you can’t remember something, and it is not in the records). 

Please use full names when referring to colleagues, and include their job title at the time of the incident.

If you prescribed medication, you should explain the type of drug and the objective of its prescription. This can be as straightforward as explaining that eg Sertraline is an antidepressant. 

If you were involved in making clinical decisions (as an individual or as part of an MDT that you attended), then please explain the basis of the decision. For example: ‘A review appointment was set for 2 months in order to give the increased dose of medication time to work.’ 

If you were working as part of a team, it is entirely appropriate to say in your statement what other members of the team were doing at any given time. However, it is important not to speculate on what others might have been doing if you do not know. 

If patients or relatives agreed with plans then please include this. If they disagreed, then please explain why the plan was still sensible.

If there was an error made in someone’s care, our advice is to be as transparent about it as possible, and to set out how your (or the team’s) practise has changed since then. 

What happens next?
Once you have returned your statement, the Legal Team will review it and will contact you to discuss and proposed amendments or observations. 
TEMPLATE STRUCTURE FOR STATEMENTS
1. Introduction 

(i) Purpose – I, (insert your full name) have been asked to prepare a statement for the Coroner regarding my involvement in the care of (insert name of deceased). 

(ii) Personal details – provide brief details of your professional qualifications and experience, your job title and employer. 

2. Sources of information 

(i) Confirm the extent of your recollection of the deceased and the care provided. 

(ii) Please set out any other information (such as the medical records and other documentation) that you have considered prior to preparing your statement. 

3. Narrative 
(i) You should explain relevant background: for example, why you became involved. If there was a referral, what did it say?

(ii) Set out in chronological order the details of your involvement with the deceased and his/her clinical care. 

4. Summary 

Summarise the main points of your involvement including, for example, the period of your involvement by reference to dates, the number of times that you saw the patient, your diagnosis and management plan. 

5. Statement of Truth 

You should conclude the statement with the following statement: 

I believe that the facts stated in this witness statement are true. I understand that proceedings for contempt of court may be brought against anyone who makes, or causes to be made, a false statement in a document verified by a statement of truth without an honest belief in its truth.
Essentially, this means that it is a criminal offence to deliberately say something dishonest in your statement. If you need any advice about this then please contact the Trust’s legal team.
All statements should be signed and dated at the end.

Help and advice can be sought from the Legal Affairs Department – elft.legalservices@nhs.net. 
