REGULATION 28: REPORT TO PREVENT FUTURE DEATHS

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

1. | oictors SA| SKN Ltd, 13 Gaddum
Road, Altrincham WA14 3PD

1 CORONER

I am Andrew Bridgman, Assistant Coroner, for the coroner area of Manchester South

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 16.10.25 an inquest was opened into the death of Edith Millington who died at
Salford Royal Hospital on 09.09.25.
The inquest concluded on 24.03.26.

Medical Cause of Death
1a) Traumatic Intracranial Haemorrhage

2) Paroxysmal Atrial Fibrillation
The conclusion was one of

Accidental Death

4 | CIRCUMSTANCES OF THE DEATH

EM was a 90 years old, fairly independent, lady who had some mobility issues but was
able to get out and about in the community on a mobility scooter, coupled with the use of
a walking stick.

On 09.09.25 EM can be seen on CCTV footage arriving outside the PK Convenience
Store, 25 Croft Bank Road, Urmston. The said store is owned by SAI SKN Ltd. EM can
be seen getting off her mobility scooter and with a walking stick in hand attempts to
enter the store, when she falls striking her head.

The store has, at its entrance, a metal ramp said to be present to enable access for
wheel users. The width of the ramp is door-width and it is circa half that in depth, which
makes quite a slope. The ramp is not fixed to the ground as it is removed each night.
On top of the ramp is a rubber mat which is not fixed to the ramp. There are no
handrails on the outside of the door frame. The handrails, | was told, are about 6-9
inches inside the doorway.

The CCTV shows EM stepping on to the ramp one foot at a time. As she attempts to
move off the ramp into the store she holds on to the door frame, it seems that the
handrails are too far away. As she does this she appears to lose her balance and then
the rubber mat moves, although it may be that the mat moves first, at this point she is
unable to steady herself holding on to the door frame with one hand and falls to the
ground.

| understand that this incident was reported to you. | have no doubt that you would have




requested sight of the CCTV footage.

CORONER’S CONCERNS

The evidence, today, of your store supervisor_was that the ramp remains
exactly as it was on the day of EM’s fatal accident.

It is my opinion that the structure/design of the ramp makes it unsafe. In particular that
the ramp itself is not fixed or secured to the ground (not even semi-fixed so that it can be
removed at the end of the day), that the rubber mat is not fixed and can easily move (as
seen), there are no external easily accessible handrails, and the ramp is too short
making the slope steeper.

The issue of concern is that unless action is taken to render access to the store by way
of a safer design of ramp then there is a high risk of a customer, particularly a customer
with mobility issues, suffering a similar and fatal fall as EM.

ACTION SHOULD BE TAKEN

In my opinion action should be taken to prevent the risk of future deaths and | believe
you 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
22" May 2026.. | 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

| have sent a copy of my report to the Chief Coroner and to the following Persons
namely, who may find it useful or of interest.

| have sent a copy to EM’s family.

I have sent a copy to* Health & Safety, Trafford MBC Regulatory
Services Department.

| 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
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.

Andrew Bridgman
HM Assistant Coroner

27/03/2026






