REGULATION 28: REPORT TO PREVENT FUTURE DEATHS
Xuanze Piao (died 3 December 2018)

THIS REPORT IS BEING SENT TO:
•
, Vice-Chancellor of Coventry University.
Vice Chancellor’s Office
Coventry University
Priory Street
Coventry CV1 5FB
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CORONER
I am

2

Assistant Coroner Leeper
Assistant Coroner for the Coroner area of Coventry
Coventry Coroner’s Office
The Register Office
Manor House Drive
Coventry
CV1 2ND

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.
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INVESTIGATION and INQUEST
On 11/12/18 an investigation was commenced into the death of Xuanze Piao. The
investigation concluded at the end of the inquest on 06/11/20. The determination
of the inquest as to the medical cause of death was a massive head injury and
multiple trauma owing to impact with a train, and as to conclusion, suicide.
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CIRCUMSTANCES OF THE DEATH
In Autumn 2018, Xuanze was a student attending Coventry University enrolled on
a degree course in Architecture. He was aged 17, having been born on 10/12/2000
in the Heping district of Shenyang, China. He was living in student accommodation.
At Coventry University he was categorised as a Tier 4 overseas student. Due to his
age and nationality he was required to have a guardian within the UK. A condition
of his UK student visa was that he attended his university course. Xuanze’s
attendance on his university course was limited. Because of the amount of the
course he missed he was sent a number of emails requesting his attendance at
meetings with staff to discuss his absence. He did not respond to these invitations
which resulted in an email being sent to him on 29/11/2018, indicating that he
was at risk of being removed from the course and that he should attend a meeting
to discuss this on 03/12/2018; removal from the course would in turn have
affected his permission to remain in the UK on his student visa. There was no face
to face meeting with Xuanze in advance of the email being sent to him on
29/11/2018, and neither Xuanze’s family nor his guardian were informed that
Xuanze was not attending his university course, nor were they informed of the
meeting he had been requested to attend to discuss his removal from the course.
On 03/12/18 shortly before 5 a.m. Xuanze left his student accommodation and
went to Coventry Railway station. He walked to the end of platform one and
proceeded along the side of the tracks. Approximately 500 meters outside of
Coventry Railway station heading south, Xuanze was struck by a passenger train
which caused him to sustain catastrophic injuries. He is likely to have died instantly
as a result of the collision and his life was formally declared extinct at 07:35 hours.
The inquest conclusion is suicide.
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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 could 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) The University did not have a face to face meeting with Xuanze, a student
under the age of 18, prior to sending him the email dated 29/11/2018 indicating
that he was at risk of being removed from the course and that he should attend a
meeting to discuss this on 03/12/2018;
(.2) In the absence of a face to face meeting with Xuanze, the University did not
contact either Xuanze’s Guardian or Parents prior to sending Xuanze the email
dated 29/11/2018 indicating that Xuanze was at risk of being removed from the
course and that he should attend a meeting to discuss this on 03/12/2018;
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Evidence was given at the inquest that in the case of an overseas student under
18, notwithstanding both prolonged absence from academic commitments and a
persistent omission to respond to email requests that the absentee student should
make contact with the university, there was no procedure or policy in place either
for a face to face meeting with the student or, in the absence of such a face to face
meeting, for contacting that student’s Guardian or Parents, prior to the email
being sent indicating that the U.18 student was at risk of being removed from the
course and that he should attend a meeting to discuss this.
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ACTION SHOULD BE TAKEN
In my opinion action should be taken to prevent future deaths and I believe your
organisation has the power to take such action.
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YOUR RESPONSE
You are under a duty to respond to this report within 56 days of the date of this
report, namely by 06/01/2021. 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.
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COPIES and PUBLICATION
I have sent a copy of my report to
•
Xuanze’s Parents
, via their Solicitor
•
The Child Death Overview Panel
•
The Local Safeguarding Children Board
•
The Chief Coroner at the Chief Coroner’s Office.
I am also under a duty to send a copy of your response to the Chief Coroner and all
interested persons who in my opinion should receive it.
I may also send a copy of your response to any other person who I believe may
find it useful or of interest.
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.
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You may make representations to me, the coroner, at the time of your response,
about the release or the publication of your response.
9
DATE: 11/11/2020…. Signature
SIGNED BY ASSISTANT CORONER LEEPER
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