REGULATION 28: REPORT TO PREVENT FUTURE DEATHS (1)

NOTE: This form is to be used after an inquest.

REGULATION 28 REPORT TO PREVENT FUTURE DEATHS
THIS REPORT IS BEING SENT TO:

1. Mr Graham Farrant, Chief Executive for BCP Council, Town Hall,
Bournemouth, BL2 6DY

2. Department for Transport, Great Minster House, 33 Horseferry Road,
London, SW1P 4DR

1 | CORONER

I am Rachael Clare Griffin, Senior Coroner, for the Coroner Area of Dorset

2 | CORONER'S LEGAL POWERS

I 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 the 24" October 2019 I commenced an investigation into the death of
Lorraine Anne Molyneaux, born on the 2" March 1957 and on the 30t October
2019 T commenced an investigation into the death of James Anthony Lewis, also
known as Anthony James Lewis born on 27" May 1969,

These investigations concluded at the end of the joint Inquest on the 13t
February 2020.

The Medical Cause of Lorraine Anne Molyneaux’s death was:
Ta Multiple Injuries

The Medical Cause of James Anthony’s Lewis’ death was:

1a Fatal Cranial and Brain Injury

The conclusion at both Inquests, which were held jointly due to the
circumstances of the death, was Road Traffic Collision.

4 | CIRCUMSTANCES OF THE DEATH

On the 16 October 2019 Lorraine Molyneaux left her place of work at Dunelm
Mill on Turbary Retail Park, Ringwood Road, Bournemouth on foot. She intended
to visit her friend who lived on the other side of Ringwood Road. The road is a
dual carriageway with a speed limit of 40mph. There are 2 designated
pedestrian crossings along the section between Mountbatten Roundabout and




Clock Garage Roundabout. Lorraine was seen to run across the southbound
carriageway of Ringwood Road near to the entrance to Turbary Retail Park and
was struck by a motorcycle being ridden by James Anthony Lewis. Prior to the
collision James had consumed alcohol. Lorraine died at the scene and James
was taken to Southampton General Hospital, Southampton where he was
diagnosed with significant traumatic head injuries. His condition deteriorated,
and he died on the 22" October 2019.

CORONER’'S CONCERNS

During the course of the inquest the evidence revealed matters giving rise to
concern. In my opinion there is a risk that future deaths will occur unless action
is taken. In the circumstances it is my statutory duty to report to you.

The MATTERS OF CONCERN are as follows:

1. During the inquest evidence was heard that:

i.  Although there are 2 pedestrian crossings along Ringwood Road
between the Mountbatten Roundabout and the Clock Garage
Roundabout, people are regularly seen to cross the road at the
location where this collision occurred where there is no crossing.
The crossings are approximately 210 and 375 meters from the
point where the collision occurred.

ii. One of the reasons it is believed that people cross the road at
this location is the proximity of the bus stops, on both sides of
the road, to this point on the road which is by the entrance to
Turbary Retail Park. If people travel to the Retail Park by bus,
they cross at this point rather than walk the distance to the
crossing. Evidence was given that people of all ages, including
youngsters and older people, cross at this location.

ii.  Evidence was further given that a very similar collision occurred
at this location in September 2018, just under 13 months prior to
this collision. That collision resulted in the death of a 74 year old
pedestrian who had just got off the bus and was struck by a
motorcycle whilst crossing the road at this location.

iv.  Evidence was given that the risk of further deaths at this location
has been raised by Dorset Police to BCP Council and BCP Council
submitted an application for funding to the Department for
Transport for a controlled crossing to be installed or
consideration be given to changing the layout of the junction.
This application was made in November 2019 and it is
understood that no action has been taken since.

v.  Evidence was also given by a witness at the Inquest, who is a
local driving instructor and drives along Ringwood Road regularly,
that the lighting in this area is dull. It was explained that along
this stretch there are street lights in the central reservation of the
dual carriageway but not on the sides of the road. She explained




that on the night in question some of the lights were not working
and are still not working. Lorraine was wearing dark clothing and
James was not wearing any high visibility clothing which may
have affected their visibility.

I have concerns with regard to the following:

i.  The deaths of Lorraine and James now bring the total fatalities to
3 in the same location and in similar circumstances since
September 2018. I have concerns that there could be future
deaths at this location if action is not taken.

ii. I therefore request that a review is undertaken of the pedestrian
crossings and the layout of Ringwood Road outside of Turbary
Retail Park. I request that consideration is given to the placing of
a pedestrian crossing closer to the bus stops and the entrance to
Turbary Retail Park as soon as possible to avoid future deaths.

iii. I further request that the street lighting between Mountbatten
roundabout and Clock Garage Roundabout is reviewed in relation
to the amount of lighting and to ensure that the current lighting
is working.

ACTION SHOULD BE TAKEN

In my opinion urgent action should be taken to prevent future deaths and I
believe you and/or your organisation have the power to take such action.

YOUR RESPONSE

You are under a duty to respond to this report within 56 days of the date of this
report, 13" April 2020. I, 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:

(1) _Solicitors on behalf of Lorraine Molyneaux’s family
(2) Members of James Lewis’ family

I am also under a duty to send the Chief Coroner a copy of your response.

I have also sent a copy of this report to Sergeant Burt of Dorset Police who was
the lead investigator into Lorraine and James’ deaths.




The Chief Coroner may publish either or both in a complete or redacted or
summary form. 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.

Dated

17* February 2020

Signed

Rachael C Griffin
HM Senior Coroner for Dorset






