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3 HVESTIGATION and INQUESTY
On 15" November 2018 | commenced an investigation into the deaths of Catherine
Gardiner, Jason Aleixo and Lorraine MclLellan. The sﬁ%%gz;ggédg concluded at the end
of the | mg st on 10" October 2018
I recorded a conclusion of Road Traffic Collision for each of the three deceased.
{ also recorded:
[Each of the deceased] died after the %;e?‘; ie which [s/he] was
%f‘aveif?‘sﬂ was in col E ision with another vehicle. The reason why
the vehicle in whic h [Ms Gardiner] was %‘aveg ing came 1o an
abrupt stop remains unclear afier detailed investigation,
although on balance a problem with the vehicle appears to be
more likely than driver input from the minibus driver.
4 | CIRCUMSTANCES OF THE DEATH

in addition 1o factua! withess evidence, | heard evidence form the Foraensic Collision
investigation Unit, and from . & senior engineer from Ford.

The facts as | found them were as follows:

The minibus (& Ford Transit, registration EX65 YCK) was carrying 8 people on the 11"
Gctober 2018, a mix a students and staff from Prior’'s Court, a school for young people
with autism. The vehicle was driving between Junctions 14 and 13 of the M4,
eastbound. We hagfﬁ svidence that three gz»:%ssg Catherine Gardiner, Jason Aleixo and
Lorraing Mclelian lost their lives afier the collision. Cthers | %’; t?*e minibus suffered life-
changing injuries. All of those who died or who were severely injured were staff.

We heard evidence that Ms Gardiner was an experienced driver. Her passenger, Mr
Mihov, had baen on journeys with her before and had no concems about her driving.

We saw the dashcam footage from the driver of the LGV which was in collision with the
minibus. We also heard from My Hill, the lorry driver who overtook the LGV shortly
hefore the coliision.
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We heard evidence sbout perception-reaction time, and how our brains take time to
perceive a hazard and act on thal. 1 would appesr that the LGY driver reacted o the
r

im, 1o be presented with a stationary vehicl

.

i

siugtion in front of him very quickly indeed. Mo driver would expect, when ancthe
vehicle moves out of his way in fr =
the lane — a vehicle which had, up untll that point, been driving perfectly normally at 2
similar speed,

A kay question for the inquest was the question of what caused the minibus to come o
such a sudden stop that day.

_{a front seat passenger in the minibus) described the events from his
recoliection. He said that he experienced juddering in the vehicie and a loud noise from
the engine. Ms Gardiner's hand was on the gearstick, He recalled her saying "ol my
god, oh my ged”. He said it felt like something had happened cutside of her control. He
felt that there must have been a problem with the engine. He said Ms Gardiner did not
gseem il {Indesd Ms Gardiner survived {0 hospital and no medical issues wers
identified). Nothing was happening inside the vehicle to cause any alarm. There was no
hazard on the road which would have caused her to brake suddenly. It did not feel to Mr
that the vehicle was stalling or braking.

We consideraed possible causes for the sudden stopping of the minibus. We heard
svidence that the system designed to protect the DMF can shut down the engine if, for
instance, a driver selects too high a gear and fails to correct it. There are two important
caveatls here:

e

This would only be relevant at low revs and low speed, L.e. in the final moments.
it would not explain why the vehicle began to slow down from around 50mph to
start with.

2. There i3 no direct evidence for this. Engine shut down by the DMF protection
gystem doses not trigger a fault code in this vehicle. This is something that has
been suggested as a possible explanstion — but only for the last few moments
before impact.

So the key question here is what caused the minibus fo start to slow down so quickly
and suddenly.

We have considered possible causes for this under two headings, which | will call “driver
input” and “vehicle issues”
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t the situation that occurred, using a
s that selecting even " gear when
the vehicle 1o slow down so dramatically

We heard that TVP é,%;‘ii mg}%;%ﬁ o reconstruc
very similar vehicle 5 plainly obviou
driving at over 5%”5;:@@1 ww%é not cause
with or without juddering,

&

if{oo %s:}%%f a gear had been selected and this was the cause of the sudden drop
in spesd, we heard in evidence that a faull code would have been triggerad.
The evidence of ||l was that Ms Gardiner was not changing gears at the
fime. His impression was that something had happened beyond her control.

find it uniikely that upshifiing or downshifting of gears by the driver causad the
v@%*s cle to start fo slow down.

The reconstruction by ‘E"i"zam%g Valley ?3&{3@ officers, even with full km@g sdge of these
avents, was unable to trigger this response in a very similar vehicie. The engine for this
minibus did run during subsequent examination.

Not one of the highly experienced forensic witnessas has been able {o think of any other
nossible scenarios where something the driver did could have caused the vehicle o
have started o siow down so quickly. There is simply no evidence o suggest that was
the case.

Vehicle Issues

We were able o rule out, on the evidence, certain more common reasons for engines o
cut oul, including:

1. Running out of fuel - on the basis of vehicle examination, lack of fault code and
the fact that witness evidence suggests that the minibus had recently been filled

with fuel.

2. DPF ogverheating — again not likely following the vehicle examination and
absence of fauli code,

3. We heard evidence that there was & vehicle recsll for Ford transits that were

built between 12/9/14 and 26/1/15 — vehicles in which fuel iniectors had not
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Factual witness and expert evidence points more fowards vel
driver error, bul this is based on an absence of evidence das
investigations which have taken place. | form this viswon a |l
probabilities basis. This was a view accepted by the withess for |
alzo the view 5?_?@*:@% the Forensic Collision Investiga
{FCIUY.
We heard evidence from _aés ut another fatality that he was recently
asked to assist with (in ii’?% investigation). This involved a vehicle which, whilst
not exactly the same, was still a Ford transit. He told us that this vehicie
stopped unexpectedly and was in collision with ancther vehicle. | treated this
evidence with necessary caution, given the limited information that we had
about %@e circumstances of that case. It was however sufficiently similar to be of
concern o ms,
5 | CORONER'S CONCERNS
‘éf‘é*’ég the course of the inquest the evidence revealed matters giving rise (o concemn. in
my opinion there fs a risk that future deaths could occur unless action is faken. Inthe
circumstances it is my statutory duty to report to you.
The MATTERS OF CONCERH are as follows: -

(1) In line with the view of Ford’s witness at the inquest, | believe that Ford should
sonsider fault code provision when the DMF protection system leads to engine
shutdown.

{(2) This vehicle remains in the custody of the Forensic Collision Investigation Unit.
Whilst Ford was involved in the investigation in terms of considering relevant
fault codes, they have not examined the vehicle forensically to ascertain
whether they can identify a relevant fault. Ford is now offered the opportunity to
carry out this investigation, with the resulis of that investigation to be included in
their Regulation 28 response. One of the interested persons has indicated that
they wish for their own investigators to be present whilst the examination of the
vehicle iakes place, and | request that that be facilitated

6 | ACTION SHOULD BE TAKEN

to prevent future deaths and | believe you (and

Irs my sg;iﬁéz‘;? action should be taken
er 1o take such action.

your organisation) have the pow
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