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Introduction
Memoranda of understanding (MOUs) between The Chief Coroner’s Office and external agencies are being withdrawn. The Chief Coroner identified such agreements as inappropriate, given coroners are independent and so cannot be bound by pre-issued instructions or accords. 
The Office for Nuclear Regulation (ONR) is a co-signatory of the 2019 MOU between The Chief Coroner of England and Wales and the Health and Safety Executive (HSE).  Due to the retirement of this agreement.  ONR have developed this Briefing Note as a point of reference, to share practical arrangements for coroners to consider when working and interacting with ONR.
Purpose and Objectives
The aims of this Briefing Note are summarised below:
· To share an overview of ONR’s preferred working practices and arrangements in the event of a work-related death (in England or Wales), for which ONR is the enforcing authority under the Health and Safety at Work etc. Act 1974 and the Energy Act 2013;
· To enable coroners and ONR to discharge their different and independent statutory functions; 
· To describe the assistance that ONR technical specialists can legitimately provide to the coroner following a work-related death;
· To promote the wider public interest of holding effective, focused and timely inquests into deaths at, or arising from, work without prejudicing ongoing investigations or criminal proceedings;
· To describe ONR’s arrangements for information management, data protection and security;
· To provide a Briefing Note that can be shared with the coronial community for information, awareness and training purposes;
· To provide guidance and make such guidance available on the ONR public facing website. For use as a reference document and also to inform initial and ongoing communication between ONR and coroners.


Work-related Deaths
The Office for Nuclear Regulation is the UK’s independent nuclear regulator, for nuclear safety, nuclear transport, civil nuclear security, safeguards, health and safety at the 35 licensed nuclear sites in Great Britain (GB). ONR is also the enforcing authority for the Health and Safety at Work etc. Act 1974 (HSWA) on GB nuclear sites, new nuclear build sites, authorised defence sites, and in relation to certain applicable elements of the supply chain.
ONR’s enforcing authority role in the event of a work-related death is set out within Appendix 1.
ONR Working Arrangements
It is ONR policy to assist a coroner wherever possible. It should be noted that coroners have powers (under Coroners and Justice Act 2009, Schedule 5) to require evidence to be given or produced.
ONR has limited resources. For example, ONR is not resourced to prepare jury bundles prior to an inquest or serve documents on other interested persons. 
[bookmark: _Hlk215561547]In specific relation to work-related death, powers and duties of ONR inspectors are as provided in the Health and Safety at Work etc Act 1974. Inspectors are not empowered to act otherwise than in accordance with HSWA and cannot undertake enquiries (including those which might otherwise assist the coroner) outside those undertaken for ONR’s own purposes. 
ONR will apply the Work-related Deaths Protocols when undertaking a joint investigation with other agencies. For example, in joint investigations led by the police (who retain primacy), the police will take the lead in communicating with the coroner. 
Once an ONR investigation is complete the investigator's statutory functions cease. ONR will not be able to resume the investigation or require further witnesses to be interviewed in order to assist the coroner. 

Communication 
ONR recognises that clear and timely communication with coroners is important to ensure coronial investigations proceed efficiently and without prejudicing  ongoing ONR investigations or criminal proceedings. 
In the event ONR has commenced an investigation arising from a work-related death for which it has primacy (which is also the subject of a coronial investigation), ONR will make contact with the coroner and subsequently provide an initial report to the coroner, where practical within six months of the commencement of its investigation. The initial report will contain a summary of the ONR investigation to date. 
At timescales satisfactory to both ONR and the coroner, ONR will provide written progress reports to the coroner following submission of its initial report.
Following completion of its investigation (or completion of a joint investigation if the police retain primacy) ONR will provide the coroner with a final factual report, and the evidence that supports that final report. 
ONR will maintain contact with the coroner to sustain working communication and to request key information, for example:

· Developments in the coronial investigation;

· Confirmation of an inquest hearing date;

· Copies of any documents provided to the coroner by interested persons.

Chronology and Timing of Inquests
ONR support the premise that investigations into a death should not be duplicated, as stated within the Chief Coroner’s Guidance No. 33[footnoteRef:1]. Schedule 1 to the Coroners and Justice Act 2009 sets out when a coroner can or must suspend and resume investigations. There also exists a general power and discretion to suspend and adjourn investigations.    [1:  Chief Coroner’s Guidance No. 33 Suspension, Adjournment and Resumption of Investigations and Inquests - Chief Coroner's Guidance No. 33 Suspension, Adjournment and Resumption of Investigations and Inquests[1] - Courts and Tribunals Judiciary
] 

ONR understand that it is rarely necessary to proceed with an inquest whilst a related criminal investigation is ongoing. Under Schedule 1 described above, the coroner may consider suspension of the coronial investigation pending completion of the criminal investigation (whether being conducted by the police and ONR or by ONR alone). 
Where ONR has completed its investigation, it will consider (being a decision for ONR alone), whether it is appropriate to commence criminal proceedings for breach of health and safety legislation at that stage, or to await the result of the coroner's inquest before doing so. In making the decision to prosecute before an inquest ONR will consult as appropriate including with the coroner. 


Disclosure and Information Management
ONR acknowledges the two-stage process described in the Worcestershire case[footnoteRef:2], that disclosure of information (including that supplied by ONR) means disclosure to the coroner and any onward disclosure to interested persons is a matter for the coroner applying the relevant legislation.  [2:  Worcestershire County Council & Anor v HM Coroner for the County of Worcestershire [2013] EWHC 1711(QB) - https://www.judiciary.uk/wp-content/uploads/2015/12/worcestershire-county-council-v-hm-coroner-for-the-county-of-worcestershire-2013-ewhc-1711-qb.pdf

Microsoft Word - LAW SHEET No.3 THE WORCESTERSHIRE CASE.doc (judiciary.uk)
] 

We recognise that coroners will be provided with reports by ONR which may not be disclosed further. Such reports may assist the coroner in understanding the issues, establishing the scope of the inquest and deciding which witnesses to call. It may be the case that such reports may not amount to primary evidence and consequently will not be adduced in evidence at the inquest. 
If an ONR inspector wishes to raise objections with a coroner regarding onward disclosure to interested persons, he/she will raise such objections in advance, in accordance with the relevant legislation. 
If a coroner is in possession of material which the ONR inspector has not seen, the Inspector will request provision of this information from the coroner. 
Specialist Inspectors 
When assisting coroners, ONR may provide the coroner with a copy of a report from a specialist inspector prepared during the ONR investigation. 
ONR recognises that a coroner may also wish to hear evidence from a specialist inspector and that ultimately, the decision as to who to call as a witness is one for the coroner.    
However, specialist inspectors are a small cadre of professionals in ONR. They are, through qualifications and experience, experts in their discipline and their services are in high demand to assist ONR and police-led investigations, including by acting as witnesses in criminal proceedings. In dealing with the evidence of specialists, ONR advocate consideration of key principles listed below:  
· Due consideration given to reading out specialist inspector’s reports rather than calling for them to testify in person; 
· [bookmark: _Hlk215561685]If a specialist inspector is required to attend an inquest, agreeing a time for the specialist inspector to testify, to avoid attendance of specialist inspector throughout the entire inquest; 
· If a specialist inspector is required to attend an inquest, he/she can only assist the coroner as described in their report and cannot answer questions about matters outside their discipline or to conduct further investigation or consider additional issues outside those considered for the ONR investigation. In rare circumstances, ONR may consider requests by coroners for discrete specialist inspector support. For example, response to a specific question not addressed by their report, that falls within the inspector’s discipline, expertise and knowledge of the investigation. On the acceptance of a request by ONR,  provision of information by an inspector will only be undertaken subject to an agreed fee under Part 3 of The Coroners Allowances, Fees and Expenses Regulations 2013, as applicable to expert witnesses[footnoteRef:3]; [3:  The Coroners Allowances, Fees and Expenses Regulations 2013 - https://www.legislation.gov.uk/uksi/2013/1615/contents/made
] 

· An inquest is not a proxy for a criminal or civil trial but rather is a court of record, if a specialist inspector is required to attend an inquest, interested persons should be restricted in their questioning to those matters contained in the specialist inspector's report and only as is necessary to assist the coroner answer the statutory questions. 
Data Protection
As defined by UK General Data Protection Regulation (UK GDPR) [footnoteRef:4], Article 24 ‘Responsibility of the Controller’, ONR and coroners will each be an independent ‘Controller’ for the purpose of processing personal data. [4:  UK General Data Protection Regulation
] 

As a Controller ONR will ensure adherence to all the data protection principles as well as other UK GDPR requirements and legislation4,[footnoteRef:5], including security of personal data. In particular:  [5:  Data Protection Act 2018
] 

a) Prior to sharing personal data, ONR will seek from the requesting coroner confirmation of the purpose of the request . Such confirmation is required to ensure ONR can determine that all transfers of personal data are done so in compliance with data protection legislation. 
b) ONR will contact coroners to agree appropriate technical measures for the secure transfer of personal data on a case-by-case basis, when required. Wherever possible, ONR will follow the Microsoft 365 Guidance for UK Government  External Collaboration[footnoteRef:6] as best practice. [6:  Microsoft 365 Guidance for UK Government - External Collaboration] 

c) ONR will comply with UK GDPR Chapter III, Rights of the Data Subject. In some circumstances, ONR may engage with the coroner to determine if complying with a request will prejudice the legal obligations of the coroner and whether an exemption can be applied4. 

Freedom of Information
ONR is subject to the Freedom of Information Act 2000 (FOIA). ONR arrangements ensure that resulting disclosures are lawful and the organisation is ultimately responsible for making the final decision on disclosure. The default position is to disclose unless one or more absolute exemptions (as defined by the FOIA legislation) apply. 
Where ONR as the party receiving the request wishes to apply a qualified exemption to all or part of the request, ONR will document its decision-making process. 
Review 
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ONR will review this Briefing note no later than five years after it has been published. It may be amended earlier to reflect revised arrangements.
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Appendix 1
Work-related Deaths - The role of ONR 
The Office for Nuclear Regulation is the UK’s independent nuclear regulator, for nuclear safety, nuclear transport, civil nuclear security, safeguards, health and safety at the 35 licensed nuclear sites in Great Britain (GB). 
ONR is also the enforcing authority for the Health and Safety at Work etc. Act 1974 (HSWA) on GB nuclear sites, new nuclear build sites, authorised defence sites, and in relation to certain applicable elements of the supply chain.
The organisation’s purpose, method and principles of enforcement are set out within the ONR Enforcement Policy Statement (EPS)[footnoteRef:7]. [7:  ONR Enforcement Policy Statement -  Enforcement | Office for Nuclear Regulation (onr.org.uk)
] 

ONR  takes enforcement action to :
· Ensure that dutyholders take action to deal immediately with serious risks; 
· Promote, achieve and sustain compliance with the law;  
· Ensure that dutyholders who breach regulatory requirements, and directors or managers who fail in their responsibilities, are held to account, which may include bringing alleged offenders before the courts in England and Wales, or recommending prosecution to the Procurator Fiscal Service in Scotland.
Where ONR is the HSWA enforcing authority in England and Wales, in the event of a work-related death, the police initially lead the investigation and are responsible for deciding whether to pursue a manslaughter or corporate manslaughter investigation.  ONR is responsible for investigating possible health and safety offences, as well as those in relation to nuclear safety and nuclear transport. 
ONR is a signatory of the Work-related Deaths Protocol for Liaison (England and Wales) [footnoteRef:8]. A high-level document which in conjunction with the Work-related Deaths Protocol - Practical Guide[footnoteRef:9] sets out a straightforward step-by-step approach for the effective joint investigation of work-related deaths. [8:  Work-related Deaths Protocol - Work-related Deaths: A protocol for liaison (England and Wales) - WRDP1 (hse.gov.uk)
]  [9:  Work-related Deaths Protocol - Practical Guide -  Work-related Deaths Protocol: Practical Guide (England and Wales) (hse.gov.uk) 
] 

In Scotland, responsibility for investigation rests with the Procurator Fiscal who will instruct and direct the police in a death investigation. The police will lead the investigation of any potential offences related to culpable homicide or corporate homicide. ONR will investigate any possible health and safety offences, coordinating and sharing information in alignment with the Work-related Deaths Protocol for Liaison (Scotland) [footnoteRef:10]. [10:  Work-related Deaths Protocol for Liaison (Scotland) - Work-related deaths: A protocol for liaison (hse.gov.uk)
] 

ONR is an independent regulator of HSWA, alongside other enforcing authorities,  including the Health and Safety Executive, the Office for Rail and Road (ORR) and local authorities.  ONR arrangements for cooperation and collaboration between regulators are captured within  memoranda of understanding, published on the ONR website[footnoteRef:11]. [11:  ONR Memoranda of Understanding -  Memorandum of Understanding / General agreements | Office for Nuclear Regulation (onr.org.uk)
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