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Specialist in:

Housing & Community Care

Civil Law

Inquests & Public Inquiries Team

Civil Actions Against Public Authorities

Experience
Isabel accepts instructions in housing, inquests, and actions against public authorities.

Housing
Isabel regularly represents tenants in possession proceedings and in claims brought against

private landlords, social housing providers, and local authorities. She has experience

representing individuals in unlawful eviction claims, disrepair claims, committal proceedings,

and injunction applications. She has represented many individuals with complex needs and is

able to work sensitively with vulnerable clients.

Inquests and actions against public authorities
Isabel represents bereaved families at inquest and claimants in civil actions against public

authorities.

Isabel is regularly instructed in complex inquests following deaths in prisons, mental health

wards, following police contact, and in the community. She has particular expertise in making

Article 2 submissions in non-automatic cases. She has appeared in several inquests held with

a jury.

Isabel has recently represented bereaved families in the following inquests:

AL
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Inquest focused on the actions taken by the University of the West of England (UWE), Surrey

Police, and Avon and Somerset Constabulary when informed that AL had overdosed. Though

categorised as an Immediate Response (Priority 1 emergency) the jury found that a

“catalogue of missed opportunities” caused delays in help reaching AL, which led to her tragic

death. Numerous causative failings were identified by the jury in relation to communication

between agencies and efforts to identify AL’s current location.

HM Coroner made a PFD to the College of Policing, and to the Chief Constables of Surrey

Police and Avon and Somerset Police. Read the Prevention of Future Deaths Report here.

MS

Highly complex inquest into the death of a 29-year-old who took their own life outside the

entrance to A&E hours after a Mental Health Act assessment deemed them not detainable

under s.3 MHA. MS was autistic and non-binary and required reasonable adjustments.

Several failings in MS’ care were found to be causative of their death. A summary of the

findings can be found here. The Senior Coroner made two PFDs, relating to the unsuitability

of A&E for those requiring a mental health bed, gaps in psychosocial support service

provision for TNBI adults, and a shortage of beds, particularly for autistic and transgender

people.

SW

Jury inquest into the death of a man detained under the Mental Health Act in Swansea who

died as a result of drug intoxication. The inquest considered issues such as: the availability of

treatment for EUPD, how SW was able to access novel drugs within the hospital environment,

steps taken when drugs were found on the ward, and the adequacy of clinical and other

observations undertaken. The jury found that there was a failure to conduct a proper and

lawful search which might have saved SW’s life. A PFD was made to the Welsh Ambulance

Service regarding the availability of flumazenil, a benzodiazepine antagonist.

MD

Jury inquest into the death of a man imprisoned at HMP Exeter who died following a serious,

and very rare, heart infection. He became ill during five days of Covid-19 isolation. The

inquest considered the adequacy of observations and of healthcare provision.

https://www.judiciary.uk/prevention-of-future-death-reports/amy-levy-prevention-of-future-deaths-report/
https://www.inquest.org.uk/matty-sheldrick-lack-of-beds-contributed-to-death
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SS

Jury inquest following the self-inflicted death of a man imprisoned at HMP Exeter following a

decision to remove him from constant supervision, which was found by the jury to be

causative of SS’s death. A PFD was made, the Senior Coroner’s concerns including: the

timing and recording of observations, understaffing, methods of handover, and inadequate

training and guidance in relation to entering cells in emergencies.

JH

Inquest following the death of a young soldier on Army barracks. Pastoral support,

information-sharing, SASH risk assessment, and emergency response were considered.

Isabel has acted on behalf of claimants in civil claims against prisons, local authorities, and

healthcare providers. She acts on behalf of many of the families she has represented at

inquest in subsequent civil claims, and regularly represents prisoners in human rights and

negligence claims arising from their treatment in prison.

Previous experience
Before starting pupillage, Isabel worked as a paralegal within the Human Rights department

at Leigh Day, focusing on inquests and inquiries. During her time there, she worked as part of

a team representing core participants to the Infected Blood Inquiry. Alongside this, she

managed a charity that advocates for the rights of migrant domestic workers in the UK.

Isabel has extensive casework experience in solicitors’ firms and NGOs. While studying for

the BPTC, she worked at: Prisoners Abroad, supporting families of British people imprisoned

abroad; Bail for Immigration Detainees, representing people held in prisons under immigration

powers; and Luqmani Thompson, a boutique immigration and public law firm. She later

provided advice on issues such as protest rights, police powers, data protection and

Coronavirus regulations as part of her work with Liberty.

Isabel previously worked in policy and campaigns in the trafficking sector. She helped draft an

amendment to the Nationality and Borders Bill as Coordinator of the Voice of Domestic

Workers, and was a research assistant on a project mapping the experiences of victims of

trafficking with Bangkok-based NGO, Global Alliance Against Traffic in Women.

Isabel has been a legal observer with Black Protest Legal Support and is active in several

community groups in north London. She was a member of the Human Rights Lawyers
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Association’s Young Lawyers Committee until starting pupillage.

Education
University College London: BA History, First class (2017)

The University of Law, Bloomsbury: GDL, Commendation (2018)

The University of Law, Bloomsbury: BPTC, Outstanding (2021)

Memberships
Young Legal Aid Lawyers (YLAL)

Housing Law Practitioners Association (HLPA)

INQUEST

Police Action Lawyers Group (PALG)

Awards
Inner Temple Major Scholarship

Inner Temple Duke of Edinburgh Entrance Award

Cases

Jury criticises privately-run prison following the inquest touching on
the death of NF

Isabel Bertschinger represented NF’s family at inquest. NF was imprisoned at “offence

neutral” HMP Fosse Way in 2024. He took his own life seven months into his time at the

Leicester prison, which is operated by Serco and opened in May 2023.

The jury found that bullying, verbal and physical abuse were common throughout the prison.

They found that NF experienced all three of these, that he frequently reported such incidents

to the prison, and that staff were aware of the incidents and the impact on him. The jury found

that some of the reported incidents were not investigated thoroughly due to a lack of

supporting CCTV. NF was assaulted in March 2024 by another prisoner who threw a kettle of

boiling water at him. The jury found that a thorough assessment to establish the extent of his
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injuries was not carried out and the incident was not reported to the police. NF felt unsafe at

HMP Fosse Way and made this clear to staff.

The jury found that the majority of the staff were inexperienced, and that it was common for

shifts to start without the required number of staff, with more senior prison officers spending

much of their time trying to find cover.

NF was placed on an ACCT for a period of time during the summer of 2024. The jury also

found that the term ‘multi-disciplinary team’ was not defined which adversely affected the

ACCT process. Serco admitted that a Custodial Operations Manager (COM), failed to

properly document ACCT reviews within the ACCT document.

The jury found that the ACCT post-closure process was not followed correctly. They identified

a missed opportunity within the post-closure process to fully consider whether the ACCT

should have been re-opened.

Communication was also criticised by the jury, who found that there were deficiencies in

information sharing and teamwork between prison and healthcare staff. They made reference

within their conclusion to a message NF sent to his Offender Manager on 21 September

2024, in which NF stated he was losing the will to live. This message was not seen as the

OMU is not manned at the weekend. The jury found it is probable that a further ACCT would

have been opened immediately if this message had been seen before NF’s death.

Finally, the jury noted that NF was impacted by long waiting lists for courses required to

transfer to a Category D prison. NF believed that he would have to move wings to access one

such course and feared he would be in danger of further assaults. The jury found that prison

staff did not correct his misunderstanding or allay his fears.

Serco admitted that a Prison Custody Officer (PCO) failed to undertake welfare checks at

22.00 and 06.00, prior to NF being found ligatured at 07.33 on 23 September 2024.

The prison has since changed so that 700 prisoners are housed separately to the main

population. However, education and other activities are still mixed so there is no traditional

“VP wing”. HM Coroner is expected to issue a PFD on the issue of offence neutral prisons.

Inquest into the death of CW

CW died on 26 January 2024, aged 38. The cause of death was acute drug intoxication.
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During the postmortem, it was found that CW had secreted a package of cocaine. The inquest

heard that it is likely that a fatal dose of cocaine escaped from that package.

On 25 January 2024, CW presented as highly distressed, exhibiting unusual and concerning

behaviour at the family home. He was arrested and taken to St Helier Hospital (Epsom and St

Helier University Hospitals NHS Trust). Police were informed that CW had been taking drugs

and drinking. Police gave evidence that they informed healthcare staff of this information. The

jury found that the collateral information regarding CW’s history of drug use was not shared

between all shareholders.

CW’s self-harm wound was checked in A&E. A mental health assessment then took place,

which lasted less than four minutes. CW was assessed as having no acute mental health

concerns and was fit for custody. Mental health staff gave evidence that their practice of

conducting assessments is far more limited for patients under arrest: either they are fit for

custody or require a Mental Health Act assessment. South West London & St George’s

Mental Health NHS Trust accepted the mental health assessment undertaken in the waiting

room was inadequate.

It was discovered that CW was in fast atrial fibrillation and he was moved to resus at around

3am. Over the course of the early morning, CW experienced agitation and could hear people

who were not there. At 09.30 CW became very distressed and agitated and had to be

restrained by multiple officers.

CW refused to have scans and was distressed at the thought of being injected. Around this

time, the treating doctor felt CW lacked capacity. No scans were undertaken.

CW began fitting between midday and 1pm, and eventually suffered a cardiac arrest. Doctors

attempted to resuscitate CW. CPR was stopped at 14.26.

The jury found CW’s medical cause of death (cocaine intoxication) was not identified by

treating clinicians prior to CW’s death. It appeared in evidence that CW was not asked about

drug use or concealment in the absence of police officers while in resus. Further, CW’s family

were not contacted to obtain any collateral information while he was alive. His partner and

mother gave evidence that they would, if informed of CW’s symptoms and refusal of scans,

have told clinicians of CW’s recent cocaine use and his history of secreting cocaine on his

person.
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The jury were not permitted to find that failings by healthcare professionals or police were

causative of his death due to the medical evidence heard. They did, however, record the

following non-causative failings (1) inadequate mental health assessment; (2) communication

breakdown by all relevant stakeholders.

HM Coroner Professor Andrew Harris will be issuing a PFD on several issues arising from the

inquest.

Isabel was instructed by Iftikhar Manzoor of Hudgell Solicitors.

Inquest into the death of AL

This inquest focused on the actions taken by the University of the West of England (UWE),

 Surrey Police, and Avon and Somerset Constabulary when informed that AL had overdosed.

Though categorised as an Immediate Response (Priority 1 emergency) the jury found that a

“catalogue of missed opportunities” caused delays in help reaching AL, which led to her tragic

death. Numerous causative failings were identified by the jury in relation to communication

between agencies and efforts to identify AL’s current location.

HM Coroner made a PFD to the College of Policing, and to the Chief Constables of Surrey

Police and Avon and Somerset Police due to the following concern:

“With limited or no guidance, training or policy on when police and/or police support staff

liaising with the public should leave a voicemail (particularly in circumstances where they are

trying to obtain important information in a time pressured situation), I am concerned that there

is a risk that future deaths will occur unless action is taken, and in the circumstances it is my

statutory duty to report to you.”

The Record of Inquest included the following findings by the jury:

The arrival of emergency services was delayed because of a catalogue of missed

opportunities to obtain A’s correct address.

There were failures by the security and OOH teams at UWE to access A’s current address.

There was insufficient and inaccurate observation of the Kenetics and ISIS records.

Communication between UWE security and Surrey Police was misleading and lacked clarity

UWE security team’s statement that there was “no apparent cause for concern” led to Surrey
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Police closing the incident without having confirmed that A was safe and well.

Following the initial call from an informant to Surrey Police, Amy’s home address in Surrey

was identified. Failure to act on this information caused a critical delay.

The continuing call between the informant, A’s friend and police gave information which aided

efforts to reach Amy and led to the re-opening of the incident.

The emergency contact details were passed on to ASC. Continuing failings led to more

delays. The sense of urgency seemed to have been lost.

A’s mental health issues contributed to her actions on 18 June 2023.

Based on expert opinion and all the evidence we have heard, the balance of probabilities

suggests that A would have survived if she had received paramedic attention prior to her

cardiac arrest.

It is probable that AL would have received attention from paramedics prior to her cardiac

arrest if not for the missed opportunities prior to her cardiac arrest if not for the missed

opportunities we have identified.

Read the Prevention of Future Deaths Report here. 

For further enquiries about Isabel, please contact Practice Manager Scott Haley

sha@onepumpcourt.co.uk

If you are feeling low, contact Samaritans any time, day or night by calling 116 123 or text

“shout” to 85358 to contact Shout.’

Inquest into the death of MS

The inquest continues into the death of a 29-year-old autistic person with ADHD, outside

Royal Sussex County Hospital hours after leaving A&E.

With a history of mental health and self-harm, the patient was admitted to A&E at Royal

Sussex Hospital following suicidal ideation on two separate occasions.

Following an assessment under the Mental Health Act they were told they could leave the

hospital if they wished, and they did.

Less than two hours later they were admitted to the intensive care unit. They passed away 17
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days later.

The inquest will consider the care and treatment received in the lead-up to their death in both

hospitals and the community.

Further details about the inquest are viewable via INQUEST here.

And, news coverage here via the BBC and The Argus.

The family are represented by INQUEST Lawyers Group members William Kenyon and

Gabrielle Law of ITN Solicitors and Isabel Bertschinger of One Pump Court. They are

supported by INQUEST senior caseworker, Selen Cavcav.

The family are also supported by The Clare Project, a community-led charity providing

support for trans, non-binary and intersex adults. They supported and commissioned artwork

from MS, and they were a much-loved service user. The Clare Project are being represented

by Liam Evans of One Pump Court, with support from Good Law Project.

https://www.inquest.org.uk/matty-sheldrick-inquest-resumes
https://www.bbc.co.uk/news/articles/c724lgqz3d0o
https://www.theargus.co.uk/news/24753990.matty-sheldrick-attempted-ligature-e-day-death/
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