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REGULATION 28 REPORT TO PREVENT FUTURE DEATHS

THIS REPORT I8 BEING SENT TC:

1. The Association of British Insurers, 51 Gresham Street, London EC2V
THQ

2. DVLA Longview Road, Morrison, Swansea SA6 7.JL.

3. VOSA Berkeiey House, Croydon Street, Bristol BS5 0DA

1 CORONER

fam JOHN ADRIAN GITTINS, senior coroner, for the coroner area of North Wales (East
and Central)]

2 | CORONER’S LEGAL POWERS

| make this report under paragraph 7, Schedule 5, of the Coroners and Justice Act 2009
and regulations 28 and 29 of the Coroners (Investigations) Regulations 2013.

3 | INVESTIGATION and INQUEST

On 24™ of July 2012 1 commenced an investigation into the death of Sadie Ann Jane
McGrady aged 6. The investigation concluded at the end of the inquest on 13" of August
2013. The conclusion of the inquest was Accidental Death and the medical cause of
death was Blunt Force Head Injury as a result of a Road Traffic Collision.

4 | CIRCUMSTANCES OF THE DEATH

1. On the 22™ of July 2012 Sadie was a rear seat passenger in a Vauxhall Corsa

Motor Vehicle Registration Number Il ¢riven by her mother (I
I Her mother drove this vehicle out of a junction and across a dual

carriageway into the path of an oncoming vehicle which then struck the vehicle
in which Sadie was travelling, colliding with its offside.

2. The collision resulted in a significant intrusion of the “B” pillar and rear quarter
wing into the vehicle impacting with Sadie’s head causing severe head injuries
which resulted in her death.

5 | CORONER’S CONCERNS

During the course of the inquest the evidence revealed matiers giving rise to concern. In
my opinicn there is a risk that future deaths will oceur unless action is taken. In the
circumsiances it is my statutory duty to report to you.

The MATTERS OF CONCERN are as follows. —

(1) Evidence was given by_dvanced Police Vehicle Examiner

indicating that the Vauxhall Corsa was the subject of a category D, total loss insurance
claim in May 2008, the insurance claim relating to (inter alia) a crumpled rear offside sill
member and adjacent quarter panel and a dented driver's door. Various repairs had




been undertaken to the vehicle and the examiner was concerned by the quality of the
repair to the rear offside quarter panel. He noted that it did not comply to the recognised
industry repair method and was substandard as there had been unnecessary removal of
the complete spot weld resuiting in the separation of all 3 panels forming part of the
laminated "B" pillar structure and inadequate quality and insufficient mig welding to
attach the replacement quarter panel compromising the integrity of the “B” pillar
structure.

(2) The consequence of this substandard repair undoubtedly resulted in greater intrusion
into the passenger cell when the vehicle was subjected to a severe broadside impact,
which in turn may have increased the likelihood of the occupants sustaining serious
injury.

(3) The evidence of || I Home Office Forensic Pathologist, indicated that
the head injuries sustained by Sadie were the result of her head impacting against the
intruded rear quarter panel and had this not intruded so much as a resuit of the collision
then it is possible that she may not have sustained such severe head injuries and may
well have survived the collision.

(4) Forensic Collision Investigator_indicated in his evidence that
in circumstances where there had been a category D write off, there were no
independent checks undertaken on repaired vehicles before they returned to the road
and that the MOT process would be unlikely to establish that the structurefintegrity of a
damaged vehicle had been compromised by a substandard repair.

{5) The above matters give rise to a concern that there exists the uncontrolied sale and
repair of insurance write offs as a result of which future deaths may occur when
previously written off vehicles are back on the road and involved in collisions.

ACTION SHOULD BE TAKEN

In my opinion action should be taken to prevent future deaths and | believe your
organisations have the power to take such action.

YOUR RESPONSE

You are under 2 duty to respond to this report within 56 days of the date of this report,
namely by 11™ October 2013]. |, the coroner, may extend the period.

Your response must contain details of action taken or proposed to be taken, setting out
the timetable for action. Otherwise you must explain why no action is proposed.

COPIES and PUBLICATION

I have sent a copy of my report to the Chief Coroner and to the following Interested

Persons — N ()-r<nis of the Deceased) and to the
LOCAL SAFEGUARDING BOARD. [ have also seni it to Chariman of

the Auto Body Professionals Club) who may find it useful or of interest,
| am also under a duty to send the Chief Coroner a copy of your response.

The Chief Coroner may publish either or both in a complete or redacted or summary
jorm. He may send a copy of this report to any person who he believes may find it useful
or of interest. You may make representations to me, the coroner, at the time of your
response, about the release or the publication of your response by the Chief Coroner.

[DATE] 16™ AUGUST 2013 [SIGNED BY CORONER]
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