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IN THE MATTER OF THE CORONERS ACT 1988 

AND IN THE MATTER OF THE DEATH OF:  

   

      

 

KEVIN DANIEL WILLIAMS 

 

To Her Majesty’s Attorney-General 

THE HUMBLE MEMORIAL OF ANNE WILLIAMS  

SHEWETH: 

 

1. Your Memorialist is: 

Anne Williams, mother of Kevin Williams (deceased). 

2. Between 18 April 1990 and 28 March 1991, before HM Coroner Dr Popper, an 

Inquest was held touching the death of Kevin Williams and 94 others who died on 15 

April 1989.  A further victim, Tony Bland, died later.  The context of this application 

for the Attorney-General’s fiat under Section 13, is the Hillsborough football ground 

disaster. 

3. At the said Inquest the jury returned and the Coroner recorded a verdict of accidental 

death. 

4. Your Memorialist is of the opinion that the following facts give rise to grounds for 

quashing the inquisition. 
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The facts and chronology 

a. summary 

5. On 15 April 1989 Kevin Williams travelled to Sheffield to watch Liverpool FC play 

Nottingham Forest FC in the semi-final of the FA Cup, at Sheffield Wednesday FC’s 

(SWFC) ground, Hillsborough stadium.  Prior to the 3pm kick-off there was a large 

build-up of supporters outside the Leppings Lane entrance trying to gain entrance to 

the ground.  At 2:52pm Chief Superintendent Duckenfield ordered the opening of 

Gate C, an exit gate, to relieve pressure on the turnstiles.  There was a rapid influx of 

thousands of fans, the majority of who went straight down a tunnel into pens 3 and 4 

which were already full.  This put intolerable pressure on those already in those pens 

which were enclosed by a high fence and secure gate at pitch-side. 

6. The game commenced at 3pm but was stopped at about 3:05pm when it became 

apparent that there was a severe problem.  Some fans managed to escape by being 

dragged to the upper stand, and others managed to climb over the high fencing but 

many others were crushed.  It took some time for the police and other emergency 

services to respond and assist the injured, and much of the immediate rescue was 

undertaken by fans themselves.  The first ambulance arrived on the pitch only at 

3:37pm.  Kevin had been carried onto the pitch and to the gymnasium by fans, and he 

was assisted by a Special Constable and an off-duty Police Officer.  Dr Curpen 

certified Kevin dead at 4:06pm. 

7. The 96 fans died of injuries sustained in the crush, mainly in pen 3, but at least five 

had been in pen 4.  Four hundred others suffered physical injury. 
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b. The Taylor Inquiry 

8. On 17 April 1989 the Home Secretary appointed Lord Justice Taylor to conduct an 

inquiry into the tragedy and to make wider recommendations for safety at sports 

events.  The West Midlands Police were appointed to investigate and gather evidence 

for the Taylor Inquiry, and to assist the Coroner who conducted the Inquests of the 95 

who died at the time.  The 96
th

 victim, Tony Bland, died in 1992 after a prolonged 

period in a persistent vegetative state. 

9. The Inquest was formally opened and adjourned on 18 April 1989.  On 4 August 1989 

Lord Taylor delivered his interim report (the final report was published in January 

1990).  Lord Taylor found that the immediate cause of the disaster was the failure to 

cut off access to pens 3 and 4 when Gate C was opened, and criticised senior officers 

for a failure to control. 

 

c. The Inquest 

10. The DPP was asked to consider criminal charges arising out of the disaster and the 

Coroner initially determined that the Inquest would not be resumed whilst this process 

was completed, but later reconsidered this decision in February 1990, and after 

consultation with the DPP decided that the Inquests could resume on a limited basis, 

leaving the question of “how” the deceased died for later determination, and only 

dealing with the questions of “who”, “when” and “where”; Section 11(5)(b), CA 

1988, at preliminary or “mini-inquests”. 

11. In order to minimise the risk of prejudicing any criminal proceedings the Coroner 

took factual information relating to the preliminary inquests by way of summary from 

West Midlands police officers.  This evidence was oral hearsay evidence and the 
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written summaries were not put into evidence.  Four Pathologists who carried out all 

the Post Mortems within 48 hours of the incident gave evidence that the deaths were 

due to ‘traumatic asphyxia’.  The individual would have been unconscious in a matter 

of seconds and dead within minutes. 

12. The summary of evidence relating to Kevin Williams was given on 2 May 1990.  The 

summary of the statement of Special WPC Martin, who helped to carry Kevin off the 

pitch and cared for him in the gymnasium, was to the effect that he was still alive at 

4pm.  She stated that Kevin had opened his eyes and said “mum” whilst in the 

gymnasium.  The summary of a statement from an off-duty officer, PC Bruder, who 

had been at the game, was to the effect that Kevin may have been alive after 3:15pm 

as he appeared to be convulsing.  PC Bruder also felt a pulse. 

13. The Pathologist in Kevin’s case, Dr Slater, asserted that Kevin must have died before 

3:15pm, and gave an opinion undermining the evidence of WPC Martin and PC 

Bruder, save that he could not explain the opening of the eyes. 

14. The following day PC Bruder amended his statement saying that the convulsions may 

have been twitching and that he may have been wrong about the pulse.  He could not 

discount that his original account of Kevin vomiting may have just been fluid coming 

out of Kevin’s mouth.  He was now sure that Kevin was dead whilst on the pitch. 

15. Dr Gumpert gave evidence supporting Dr Slater and opined that Kevin probably died 

before he got out of the pen. 

16. In September 1990, the DPP informed the Coroner that he had decided not to 

prosecute anyone with respect to the disaster, and the second phase of the Inquests 

therefore began on 19 November 1990. 

17. At a pre-Inquest hearing the Coroner told the families’ legal representatives that he 

had preliminarily decided that there would be a 3:15pm cut-off point, because of 
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overwhelming pathological evidence that permanent irrecoverable damage had 

occurred by that point by all the deceased.  Counsel for the family of Kevin Williams 

and 42 other families argued against the cut-off point on the basis that there was 

material to suggest that not all the victims had died by this point. 

18. The Coroner held that the Inquest was not a judicial inquiry, and upheld the 3:15pm 

cut-off point.  The effect of this was that the jury did not hear evidence relating to 

matters which occurred after 3:15pm, including any evidence regarding the lack of 

operation of a major incident plan by the Police and Ambulance Service, or any 

evidence that lives could have been saved.  The evidence that was heard related to the 

arrival of fans, the entrance to the ground, the opening of gates, what happened at the 

tunnel, and about a broken barrier within the pen. 

19. The Coroner left verdicts of unlawful killing, accident or ‘open’ verdict, and reminded 

the jury that they could not attach any rider to their verdict or comment on any other 

aspect of the disaster. 

20. On 28 March 1991 the jury returned a majority verdict (9-2) of accidental death in all 

95 cases. 

 

d. Fresh evidence, Part 1 

21. Following the Inquest much new evidence emerged; 

a. In February 1992 WPC Martin, who by this time had left the police, and PC 

Bruder made statements asserting that they had been pressured to change their 

statements by West Midlands Police Officers.   

b. In August 1992, Dr Iain West, Forensic Pathologist, prepared a report 

indicating that Kevin may well have been alive after the 3:15 cut-off point and 
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did not die of traumatic asphyxia, and this was supported by a further report 

from Dr Burns, Forensic Pathologist, prepared in April 1994, which indicated 

that Kevin may well have been able to speak as asserted by WPC Martin.   

c. In November 2002 Dr Nat Carey, Forensic Pathologist, prepared a further 

report supporting the views of Dr West and Dr Burns.   

d. Tony Edwards the first ambulance paramedic on the pitch, who arrived at 

3:35, made a statement in 1995 supporting the original evidence of PC Bruder.  

Mr Edwards had been interviewed by WM Police but not asked to provide any 

evidence for the Inquests.   

e. John Prescott, a fan at the game, provided a further statement supporting the 

evidence of PC Bruder. 

 

e. Civil claims for pre-death suffering 

22. In June 1990 the families lost claims for pre-death suffering because of the 

pathological evidence that none of the deceased would have felt any pain. 

 

f. Police disciplinary charges 

23. In July 1991 the Police Complaints Authority preferred disciplinary charges of 

neglect of duty against the two senior officers in charge of policing at Hillsborough on 

the day; Chief Superintendent Duckenfield, and Superintendent Murray, and a further 

charge of disreputable conduct against Mr Duckenfield.  However, in November 1991 

Chief Superintendent Duckenfield was allowed to retire on medical grounds, and the 

disciplinary proceedings not proceeded with, and on 13 January 1992 the PCA 
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decided it would be inappropriate to continue against Superintendent Murray in those 

circumstances. 

 

g. The first application for the A-G’s fiat 

24. In 1992 an application was made to the Attorney-General for his fiat to ask the High 

Court to quash the Inquest and direct a new one on the basis of fresh evidence.  The 

application was rejected. 

 

h. Judicial review 

25. On 6 April 1993 relatives of six of the deceased, including Anne Williams, were 

granted permission to judicially review the Inquest verdicts.  On 5 November 1994 

the High Court declined to quash the verdicts. 

 

i. The second application for the A-G’s fiat 

26. In 1995 a further application for the Attorney General’s fiat was made on behalf of 

Anne Williams, and was again rejected. 

 

j. The “Scrutiny” by Lord Justice Stuart Smith 

27. In June 1997 the Home Secretary ordered a “Scrutiny” of the evidence by Lord 

Justice Stuart Smith.  This was a private process with no opportunity to cross-examine 

witnesses, and no access to meetings held with various parties.  Lord Justice Stuart 
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Smith reported in February 1998.  The Home Secretary accepted the finding that there 

were no grounds to order a further inquiry. 

 

k. The private prosecution 

28. In June 1998 the Hillsborough Family Support Group (HFSG) took private 

prosecutions against former Chief Superintendent Duckenfield and Superintendent 

Murray alleging unlawful killing and misconduct in public office.  In July 1998 both 

defendants asked the DPP to take over the prosecutions and discontinue them, but he 

refused and appeals on this point failed. 

29. The trial took place before Mr Justice Hooper at Leeds Crown Court between 6 June 

and 24 July 2000.  Superintendent Murray was acquitted on 20 July 2000 and on 24 

July 2000 the jury failed to agree a verdict on Mr Duckenfield.  On 26 July 2000 the 

Judge refused a retrial on the basis that Mr Duckenfield would not get a fair trial.  

 

l. The third application for the A-G’s fiat 

30. In 2005 Anne Williams again sought the Attorney-General’s fiat, which request was 

rejected. 

 

m. The Hillsborough Independent Panel Report 

31. On 12 September 2012 the Hillsborough Independent Panel published their report, 

based upon some 450,000 pages of material.  The report is comprehensive and its 

most important findings are as follows; 
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a. Crowd safety was compromised at every level by Police and Sheffield 

Wednesday FC.  The problems were well-known as there had been crush 

injuries at the corresponding fixture in 1981 and further problems in 1987 and 

1988. 

b. There was a failure to realise the consequences of opening exit gates and 

failing to seal the tunnel to pens 3 and 4. 

c. There was a delay in recognising the seriousness of the situation as it 

unfolded, despite officers and stewards being on hand and operational 

commanders watching events on CCTV.  Officers and commanders initially 

saw the incident as hooliganism rather than the disaster that was unfolding, 

and this delayed the response. 

d. The Major Incident Plan was not properly operated by the Police and 

Ambulance Service, and parts of it were not activated.  As a result rescue and 

recovery efforts were hampered by a lack of leadership and coordination. 

e. The 3:15pm cut-off point was unsustainable on the evidence.  It was incorrect 

to assert that all the deceased had necessarily suffered irreversible and fatal 

injury by that time.  Some died after significant periods of unconsciousness 

during which they may have been able to have been resuscitated.  Some 

people who were partially asphyxiated survived, suggesting that at least some 

of the deceased could have been saved if more prompt and organised action 

had been taken.  It was not correct that all of the deceased had died of 

traumatic asphyxia as the original Inquest heard.  At least 41 of the deceased 

had injuries which were potentially survivable had they received prompt and 

appropriate care. 
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f. The evidence shows that SYP sought to establish a defensive case based on 

emphasising exceptional levels of drunkenness and aggression among the 

football fans. 

g. SYP officers made initial notes of recollections which were then subjected to a 

process of review and alteration by SYP solicitors and dedicated group of SYP 

Officers.  116 of 164 statements identified for substantive amendment were 

amended to remove or alter comments unfavourable to SYP. 

h. Samples were taken from victims to determine blood-alcohol levels, and PNC 

checks were conducted on those with a zero level, suggesting that there was an 

attempt to impugn the character of the victims. 

i. Documents reveal that serious allegations made against Liverpool fans which 

appeared in the Sun newspaper originated from SYP Officers, a Police 

federation spokesman and an MP.  The Sun reported as fact that fans had 

urinated on police officers trying to resuscitate the dying, and had stolen from 

the dead.  There was no evidence to support the allegations in the documents 

and footage apart from a few isolated examples of aggression emanating from 

frustration and desperation.  There was no evidence that alcohol played any 

part in the tragedy. 

 

32. Various figures and institutions have made public apologies to the families of the 

deceased in the aftermath of the HIP Report.  In the light of those apologies SYP and 

the Ambulance Service have been asked to support the application for a new Inquest.  

Their response is awaited. 
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The Law 

33. Pursuant to Section 13(1)(b), Coroners Act 1988 an application can be made by or 

on the authority of the Attorney-General to the High Court to quash an Inquisition and 

direct a fresh Inquest where it is desirable in the interests of justice by reason of fraud, 

rejection of evidence, irregularity of proceedings, insufficiency of inquiry, the 

discovery of new facts or evidence or otherwise. 

34. In McCaughey and Another (Northern Ireland) [2011] UKSC 20 the Supreme 

Court determined that where the State has decided to hold an Inquest into a death 

which preceded the coming into force of the Human Rights Act 1998, that Inquest 

must comply with the procedural requirements of Article 2.  That is, there must be an 

effective investigation by the Coroner, which is thorough and rigorous, capable of imputing 

accountability for the death, and properly involving the next of kin.  

35. The requirements of an Article 2-compliant Inquest were considered in R (Middleton) v HM 

Coroner for the Western District of Somerset and Another [2004] 2 WLR 800.  The jury 

must be able to properly record their conclusions on the central facts, and the key question 

“how” the deceased met their death is to be construed more widely than hitherto and 

means “in what broad circumstances” rather than “by what means”. 

 

submissions 

36. The circumstances of Kevin Williams’ death have been well publicised in a number 

of TV documentaries and a recent debate in Parliament.  In part, this is due to the 

amount of evidence that has emerged about him. 

37. It is submitted that the aggregate of the information now available, particularly due to 

the recent HIP Report, renders aspects of the original Inquests unsustainable, in 
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particular the verdict of accidental death.  There was an insufficiency of inquiry, there 

is evidence that the Police and Ambulance Services withheld or altered evidence 

which went before the Coroner, and the medical evidence was incorrect and 

incomplete. A number of witnesses directly relating to Kevin can give important 

evidence not heard at the original Inquest, and two police witnesses are likely to give 

direct evidence of improper pressure to alter their evidence.   In the circumstances 

there are compelling reasons for a fresh Inquest. 

38. Firstly, the new medical information and view of the HIP, destroys the basis for the 

3:15pm cut-off point determined by the Coroner, and strongly supports the medical 

evidence from Dr West, Dr Burn and Dr Carey regarding Kevin and the likelihood 

that he was alive after that time.  The effect of the 3:15pm cut-off was to prevent any 

consideration of the way that the incident, and in particular the rescue effort, unfolded 

after that time.  It is important that there is a proper inquiry into why there was such a 

slow response to the impending tragedy by police and ambulance services, why the 

Major Incident Plan was not properly instituted and managed, and whether Kevin and 

others could have been saved by prompt emergency services’ attention, and 

straightforward procedures such as unblocking airways. 

39. Secondly, evidence that the Police amended statements and persuaded witnesses to 

change their evidence in highly material ways, and failed to bring pertinent evidence 

to the attention of the Coroner raises a considerable question mark over the integrity 

of the evidence that was in fact put before the jury at the original Inquest.  This affects 

the inquiry from beginning to end.  For example, although there was some summary 

evidence regarding what happened to Kevin at the “mini-Inquest”, there was nothing 

at the second phase Inquest because of the 3:15pm cut-off.  This meant that there was 

no consideration by the jury of the evidence that was available at the time that Kevin 
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remained alive after 3:15pm, or of the ambulance paramedic.  These defects were not 

rectified by the Taylor or Stuart Smith Inquiries, who did not examine any of these 

witnesses. 

40. Thirdly, a new inquest would be conducted in accordance with the requirements of 

Article 2 which requires proper disclosure to the parties, a transparent process with 

oral evidence tested by cross-examination, and the possibility of proper findings by 

the jury by narrative verdict with the possibility of authoritatively determining the 

facts and accountability. 

41. It is submitted that a new Inquest is plainly in the interests of justice despite the lapse 

of time.  The passage of time inevitably affects recollections and the availability of 

witnesses, nevertheless there is a wealth of documentary evidence available as well as 

key witnesses.  It is inevitable that public confidence in the system of justice and a 

number of public authorities including the police and ambulance services will have 

been adversely affected by the recent revelations.  Many of the families, including 

Kevin’s, have consistently sought a full and proper and effective procedure to 

formally determine what occurred at Hillsborough.  Despite the original Inquest and 

various inquiries, it is apparent that this has not yet occurred.  Public confidence and 

the legitimate interests of the bereaved families can best be served by the institution of 

a fresh Inquest. 

42. It is noted that there are issues which cannot be dealt with at a new Inquest, for 

example, any criminal prosecutions which may emerge from the investigations 

commenced after the publication of the HIP report, whether there was a concerted 

cover-up and who was involved, and whether there was a conspiracy to place 

fabricated stories in the press.  Nevertheless a fresh Inquest will deal with the central 
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issues of what led up to and caused the tragedies which occurred, and why was the 

response so delayed and inadequate. 

 

Your Memorialist therefore humbly prays that you will be pleased to grant your authority 

under Section 13 of the Coroners Act 1988 to enable her to make application to the High 

Court of Justice for an Order quashing the said Inquisition on the grounds of insufficient of 

inquiry and the discovery of new facts and evidence, and directing another Inquest to be held 

touching the death of the said Kevin Williams.  

 

 

 

Elkan Abrahamson 

Solicitor 

Jackson and Canter 

Liverpool 


