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I provide this statement in response to a request dated 11 January 2022 under 

Rule 9 of the Inquiry Rules 2006.  

I, Dr Brodie Paterson, will say as follows: 

Introduction 

1. I am an experienced practitioner, academic and researcher, and a registered

mental health and learning disability nurse.

2. I am a Fellow of the European Academic Nurses Association and an Honorary

Fellow Ad Eundem of the Faculty of Nursing and Midwifery of the Royal College

of Surgeons of Ireland.

3. I hold degrees and higher degrees in psychology, education, and social policy and

have published more than 100 research papers, articles, and texts on the

management of violence in health, social care, and education as a political, social,

clinical, and technical problem.

4. I pioneered restraint reduction in the UK following the publication of

groundbreaking publications on restraint-related deaths1 and the development of

corrupted cultures2.

5. I hold lifetime achievement awards from Conflict Pro and the British Self

Defence Association for my work in reducing restraint.

6. I have to date been instructed in more than 150 civil and criminal cases involving

the use of physical interventions.

7. I am a Trustee of the UK Restraint Reduction Network and presently chair the

European Network for Trainers in the Management of Aggression.

8. I am currently a member of the Scottish Government Restrictive Intervention

Reduction Network.

9. I was a Tutor / Senior Tutor in Control and Restraint and then Control and

Restraint General Services from 1986-2005 and then led the development of

1 Paterson B., Bradley P., Stark C., Saddler D., Leadbetter D. and Allen D.,(2002) Deaths 
Associated with Restraint Use in Health and Social Care In the United Kingdom: The 
Results of A Preliminary Survey, Journal of Psychiatric and Mental Health Nursing, 10,3-1. 

2 Paterson B., McIntosh I., Wilkinson D., McComish S. and Smith I.  (2013) Corrupted 
cultures in mental health inpatient settings. Is restraint reduction the answer? Journal of 
Psychiatric and Mental Health Nursing.  20(3):228-35.  2013 
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Scottish NHS network of trainers in the Therapeutic Management of Aggression 

and Violence. 

Instructions 

10. I have been instructed on behalf of Medical Justice to provide a statement to the

Brook House Inquiry by reference to the following instructions:

(a) Given that IRCs are not penal institutions, comment on the appropriateness

of the use of prison control & restraint (C&R) techniques in that setting,

both in relation to use of force and use of segregation, and how this

compares with expectations in clinical settings.

(b) Comment on the use of removal from association, both formal and informal,

in E Wing as a response to the care of those with a mental disorder and as

a form of management of mental disorders and the risk of suicide and/or

self-harm.

(c) Comment on what the material (including the Panorama film and other

documents) relating to the period covered by the Inquiry demonstrates

about the institutional culture operating at Brook House IRC in relation to

the treatment of those with a mental disorder at a management and staff

level including medical staff.

(d) Comment on how the institutional culture contributed to any mistreatment

of detained persons and the actions of other staff including medical staff

who did not report or were prepared to cover up abuse.

Executive Summary 

11. There is substantive evidence of the development of a corrupted culture within

Brook House IRC. A corrupted culture being an “active betrayal of the values

upon which the organisation is supposedly based” (Wardhaugh and Wilding

1993:5).  The misuse of coercion is one of the key indicators of the development

of a corrupted culture.

12. The development of a corrupted culture at Brook House IRC, given the context

in which it was operating, could reasonably have been predicted/anticipated and

actions could and should have been taken by G4S and the Home Office at the

most senior level to prevent it.

13. The policies and measures in place to safeguard the welfare of vulnerable

detainees, including the Visitor’s Committee, failed.

14. Senior staff within Brook House IRC failed to model and use appropriate attitudes

and behaviour, used degrading and inappropriate language, failed to challenge
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inappropriate behaviour by DCO’s and DCM’s and did not follow the reporting 

and recording procedures for the use of force.  

15. There was an inappropriate use of National Offender Management Service

(‘NOMS’) Prison modelled policy and practice on Control and Restraint (‘C&R’)

in Brook House IRC.

16. NOMS prison modelled policy and practice on C&R has been allowed to infect

the culture and management of individuals within Brook House IRC thus feeding

into and exacerbating a corrupted culture.

17. NOMS prison modelled policy and practice on C&R involving pain were misused

/ used inappropriately.

18. There was a systemic failure by the Home Office to properly analyse whether

NOMS prison modelled policy was an appropriate model for use in the IRC

setting where a very substantial number of detainees were vulnerable.

19. The use of C&R within an IRC should be used on a limited and exceptional basis

i.e. in a medical emergency and to save life and should not be used as a matter of

routine on the mentally vulnerable/unwell.

20. Detainees were subject to unacceptable racist abuse.

21. Vulnerable detainees with significant mental health needs were treated without

compassion, subject to unnecessary segregation and subject to unnecessary and

excessive use of force.

22. There was evidence of failure by health professionals to fulfil their contractual

requirements and of serious breaches of their professional codes.

23. A culture of disbelief appears to have existed within Brook House IRC leading to

consistent failures to ensure that vulnerable people were treated in an adequate,

humane, compassionate and therapeutic environment. In some instances this may

have exacerbated their existing illnesses.

24. The failure by the Home Office to adequately respond to previously expressed

concerns about the adverse impact of detention and the use of restraint and

segregation on vulnerable detainees contributed to multiple instances in which

detainees’ human rights were violated.

25. In my opinion, G4S and the Secretary of State for the Home Department were in

breach of their duties to those suffering from a disability under the Equalities Act

2010 as it cannot be demonstrated that reasonable adjustments were made to the

NOMS/Prison based C&R system relied on to reflect the particular needs of

vulnerable individuals with mental vulnerabilities and disorders.
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Prison C&R techniques for use of force 

26. The current use of NOMS/ prison service C&R techniques within IRCs in relation

to the use of force is, in my opinion, not appropriate because it is based on a

system which: does not sufficiently recognize the particular vulnerabilities and

unique context in which individuals are held in immigration detention, does not

provide a hierarchy of interventions, is not compliant with the Equality Act 2010

or consistent with the law,  practice and current thinking on the use of C&R

techniques more generally in the clinical and mental health context and does not

rely on an appropriate public health model.

Use of force in IRCs – history 

27. The model adopted across the IRC estate is predicated on NOMS/ prison service

C&R techniques. The concepts within the 2006 NOMS Guidance which is the

document that I have seen has its origins in concerns over high levels of injury to

staff and prisoners in the English Prison Service in the 1980s arising from violent

incidents. In response, the service developed a standardized system of training

that drew heavily on martial arts in its development and subsequent

implementation.

28. The use of force in the context of immigration removals was reviewed in 2014 by

the Independent Advisory Panel on Non-Compliance Management following the

death of Jimmy Mubenga and under Stephen Shaw.  A series of extensive

recommendations were made but underlying this review was the assumption that

prison-based C&R techniques should remain the starting point in immigration

removals.

29. In my view the use of prison based C&R techniques (including pain compliance)

in the removal context is inappropriate and has been allowed to infect the

everyday culture and management of individuals within immigration detention,

thus feeding into and exacerbating a corrupted culture as discussed below. In my

view that is because there has been a systemic failure by the Home Office to

properly analyse and understand whether prison-based C&R techniques are in

fact an appropriate model for use in the IRC setting. A fundamental rethink is

required.

30. The Report of The Independent Advisory Panel On Non-Compliance

Management (Home Office 2014:15) observed that “Restraint minimisation is

central to the concept of safe custodial management”. Successful restraint

minimization requires the adoption of what are described as whole organisation,

public health-based approaches (Huckshorn 2004, Huckshorn et al 2014). Such

approaches seek to address the root causes of restraint usage in organizational

values, culture, policies working practices and practice models.  They frame

prevention as having four distinct elements (Leadbetter and Paterson 2009):
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(a) ‘Primary’ prevention involves systematically identifying and addressing 

the root causes of crisis and distress at the level of the organisation, the unit, 

the team and both the individual officer and detainee (Duxbury et al 2019).   

An example of primary prevention at the level of the individual detainee 

might be to identify that the individual dissociates readily under stress and 

to both train staff to recognise and respond to those signs and how to 

respond and to enable a referral from health care to an appropriately skilled 

therapist to treat the underlying trauma. One example at the level of the 

organisation might be to urgently seek a resolution to the long standing wi-

fi issues that seem to have been a source of significant distress to detainees. 

A more significant example would be to ensure adequate staffing levels 

enabling staff to develop working relationships involving trust with 

detainees. 

 

(b) ‘Secondary’ prevention encompasses how individual officers  identify and 

respond to indicators of distress that may escalate into crisis. Two examples 

of intervention at the level of the organisation to facilitate this may be given. 

Firstly, in any service data analysis will reveal particular potential 

flashpoints associated with restraint misuse often involving conflict of some 

kind. In depth training in non-violent conflict resolution and de-escalation 

can therefore help but reviewing whether the policies and procedures 

associated with such flashpoints may play a bigger role (Putkonen et al 

2013).  

 

(c) ‘Tertiary’ prevention describes how services and individual staff and teams 

respond to those crises that they have been unable to predict or prevent. 

This may include a variety of strategies including staff temporary 

withdrawal. For some individuals where this represents the last resort in 

order to avoid serious injury or enable treatment in a medical emergency 

this may involve the potential use of physical restraint or segregation.  

 

(d) ‘Recovery’ involves rebuilding the relationships of trust which are 

ultimately the basis of relational security and takes time. Developing a 

shared understanding of what contributed to a particular crisis is always an 

important part of the process. Consequently, post incident debriefs which 

enable such learning to take place play a very important role.  

 

31. The model adopted across the IRC estate focusses only on the physical 

intervention dimensions of tertiary prevention. It does not involve either a whole 

organizational approach or use a public health mode.  

 

Control & Restraint Methods / Pain Compliance 

 

32. Critically C&R techniques must be systematically assessed to understand whether 

the physical intervention system in use is appropriate for the context in which it 

is being used.  The use of force within the IRC context is in my view controversial 

given the very different context in which individuals are being held. An IRC is 
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not a prison nor is it equivalent to detention under the Mental Health Act 1983 

with a connected Code of Practice and the protections that provides. 

 

33. Any such systemic analysis should have as its starting point that there are a series 

of criteria that should be used to judge the appropriateness of any system of 

physical intervention techniques for any setting and any population (Paterson 

2005a, Paterson and Leadbetter 2005). These are as follows: 

 

(a) Does the system minimise the risk of injury to those subject to restraint? 

 

(b) Does the system minimise the risk of injury to those executing the restraint? 

 

(c) Does the system have ecological validity (Zarola and Leather 2006) i.e. is 

it appropriate to the needs of the range of people the service supports and 

the range of assessed risks identified (British Institute of Learning 

Disability 2014): 

 

(i) Does it provide a range of techniques covering the operational 

requirements of the service? For example, will it enable staff to move 

an aggressively resisting person against their will, will it enable staff 

to relocate somebody to their room and exit with a reasonable degree 

of safety, will it enable staff to move someone up and down stairs?  

 

(ii) Is it appropriate for the specific population who will be subjected to 

the interventions? For example, a system designed for a prison 

population comprised largely of young adult males is likely to be 

wholly unsuitable for care settings involving older adults whose 

dementia related distress may sometimes result in violence.  

 

(iii) Is it capable of application by the average member of the staff group 

concerned of average fitness and strength? For example, the social 

care workforce in England is largely female with an average age of 

40 +. They are not on average young, male, fit martial arts enthusiasts.  

 

(iv) Can competency in the procedures be taught and a reasonable 

expectation held that such competency will transfer to an operational 

scenario after what may be a course of short duration? 

 

(d) Does the system provide a hierarchy of physical interventions such that staff 

can adjust the nature and degree of their intervention in order to respond in 

proportion to the circumstances of the incident they are in such that the 

principle of least restrictiveness may be demonstrated? For example, does 

it contain standing and sitting restraints as opposed to only prone or supine 

interventions, does it contain both pain and non-pain based procedures? 

Does it emphasise the need to prioritise de-escalation? 
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(e) Do the relevant governance arrangements for usage ensure restrictive 

interventions including restraint and segregation are being used: 

 

(i)  only as the last resort;  

 

(ii)  in accordance with an appropriate manual;  

 

(iii)  in accordance with the relevant and appropriate sectoral / 

organizational guidance the range of people being supported; and 

 

(iv)  proportionally in response to the level of threat posed.  Physical 

intervention techniques can be thought of as involving a hierarchy 

from ‘low tariff’ interventions involving the minimal restriction of 

movement by guiding a distressed person through to ‘high tariff 

procedures involving the almost complete restriction of any 

movement and the use of locked joints and pain compliance ( 

Paterson and Leadbetter 1999). 

 

34. The principles underpinning prison C&R  techniques seek essentially to 

compensate for what may be height, weight, fitness, or strength inequalities 

between officers and inmates through the use of a combination of four elements: 

i) coordinated interventions by a team (usually of 3 or 4 staff) with clearly defined 

roles; ii) techniques that ‘lock’ aggressors’ limbs limiting their ability to move or 

exercise any advantage in strength; iii) techniques that routinely applied pain to 

gain compliance; iv) ‘positioning’ most often involving face down or prone on 

the ground which allowed staff to use gravity and their body weight as well as 

pain to hold a resistant inmate until they had calmed or handcuffs could be applied 

to facilitate their safe movement (Paterson and Leadbetter 1999).  

 

35. The rationale underlying the use of pain compliance is not to use pain as a 

punishment but to reduce the likelihood of the recurrence of the behaviour of 

concern. It is to facilitate the more rapid achievement of control by coercing the 

compliance of the person being restrained with the aim being to reduce the risk 

of injury to all of those involved (Paterson 2005b).  However, there are specific 

concerns about relying on pain compliance and restraint practices associated with 

increased risk especially prone and supine in individuals who may be acutely 

mentally ill (Nelstrop et al. 2006). I understand that following the Shaw Review 

[2014] pain compliance was recommended only for limited and exceptional use 

even in the end process of removal at the point of departure. 

 

36. Underlying the use of pain compliance is the assumption of sufficient capacity in 

the person subject to it to apprehend what is being done and why, understand 

whatever instructions are being given to them and crucially what they need to do 

in order for the pain to stop being applied (Paterson 2005b). Given that people 

experiencing mental health problems may, especially during crisis, lack such an 

understanding and may consequently continue to struggle or even struggle more 

vigorously and for longer because of the application of pain, the approach has 
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been criticized as wholly inappropriate in the support/management/care of people 

with mental health needs (MIND 2013). The presence of any form of language or 

communication barrier such as one would expect to find in the IRC estate would 

pose further challenges. 

 

37. The NICE guidance (2015) states, “the deliberate application of pain has no 

therapeutic value and could only be justified for the immediate rescue of workers, 

service users and/or others’. It also violates section 26.62 of the Mental Health 

Act Code of practice, which states that, “staff should not cause deliberate pain to 

a person in an attempt to force compliance with their instructions except in the 

most exceptional circumstances to mitigate an immediate risk to life” 

(Department of Health 2015: 291).  

 

38. A wide range of disruptive, distressed, agitated, and violent behaviours can be 

managed using alternative procedures that do not rely on coercion whether or not 

including the use of pain, that seek to minimise the overall use of restraint, and 

are less likely to cause psychological harm (Barnett et al. 2018).  The recently 

published Restraint Reduction Network Training Standards (Ridley and Leitch 

2019) - which NHS / NHS funded providers of care must be able to demonstrate 

their compliance with - goes further in mandating that, “techniques intended to 

inflict pain as a means of control must never be used” (Riddley and Leitch 

2019:254) in NHS Mental Health (and Learning Disability) Services.  

 

39. All of the above critical thinking and research appears absent from the approach 

to C&R adopted and applied in practice in Brook House. 

 

Control and Restraint in the Clinical Setting 

 

40. C&R techniques have now been dropped from use in mental health and learning 

disability health settings after being widely adopted during the 1980s (Paterson 

et al. 2009, Leadbetter and Paterson 2009).  Critics suggested its reactive 

approach led to a system in which staff in mental health settings were being taught 

how to physically manage crises but not how to prevent them, with C&R 

becoming the only intervention being considered and used when faced with 

conflict or violence (Paterson et al. 2009). This reflects the approach seen in the 

context of Brook House. 

 

41. Research found that C&R did not help staff to find solutions to the root causes of 

the individual’s behaviour.  Its implementation in health settings caused trauma 

to many of those who experienced it (Strout 2010) and re-traumatised many of 

those with a history of physical and/or sexual abuse (Sequeira and Halstead 2001, 

Robins et al., 2005, MIND 2013).  

 

42. A number of years ago this led to a number of Mental Health services, including 

the High Secure Hospital estate, moving away from what was an approach that 

was historically heavily based upon prison service C&R techniques in order to 

demonstrate that a hierarchy of interventions was both available and used. E.g., 
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the High Secure Hospital Network Positive and Safe Violence Reduction and 

Management Program Advanced Manual (West London NHS Trust 2015) retains 

the option of using pain compliance and prone restraint only in extremis i.e. 

situations of high risk in which life may be at risk. Critically it also contains a 

wide range of non-pain based breakaway and escape procedures as well as 

standing and seated as opposed to only floor restraints.  

 

43. Local Mental Health in-patient services in England have also for a number of 

years been seeking to reduce the use of restraint and restrictive interventions. This 

has led to increased scrutiny of the physical interventions, which continue to be 

used, and to widespread attempts to reduce or eliminate the use of prone (face 

down) and supine (face up) restraint and pain compliance (MIND 2013). Positive 

and Proactive Care (Department of Health 2014), the guidance produced in 

response to the Winterbourne View scandal (Department of Health 2012), 

recommended that prone restraint should never be deliberately employed and 

recommended that if should staff find themselves in such a scenario they should 

seek to reposition the patient immediately. This guidance was later tempered by 

that contained within the MHA Code of Practice (2015:205) which observed that 

unless “there are cogent reasons for doing so, there must be no planned or 

intentional restraint of a person in a prone position (whereby they are forcibly 

laid on their front) on any surface, not just the floor.”  

 

The IRC setting and the facts relevant to Brook House Inquiry 

 

44. In my opinion prison C&R techniques as exemplified in the NOMS 2006 

Guidance are not an appropriate system to adopt within the IRC context for the 

reasons set out below.   

 

45. These C&R techniques fail to provide an adequate hierarchy of interventions that 

include non pain-based interventions and de-escalation strategies. The Home 

Office therefore cannot demonstrate that by using prison C&R techniques its 

physical intervention system is in principle and practice hierarchical, providing 

an adequately wide range of low tariff and high tariff interventions which may be 

applied in proportion to the level of risk evident. As a result, the Home Office 

cannot demonstrate compliance with its legal responsibilities to ensure any use of 

force is proportionate and thus not excessive. As the relevant Prison Service 

(2005. Annex A 21) guidance says explicitly if ‘excessive force is applied, or 

where the application of force is maintained for longer than necessary this may 

amount to torture, inhumane or degrading treatment”. In my opinion where high 

tariff interventions such as those involving pain are routinely deployed in 

situations involving vulnerable mentally ill adults when non-pain based and/or 

non-restrictive procedures could be deployed with equal effectiveness this also 

amounts to torture, inhumane or degrading treatment. 

 

46. Any system that does not use physical intervention/ C&R techniques as a last 

resort to manage a severe crisis should be considered inadequate and 

inappropriate unless the use of C&R techniques forms only one component of a 
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multi-element whole organizational restraint reduction plan and based on the 

public health model.  The current usage of NOMS/ prison service C&R 

techniques within IRCs, as evidenced in the context of Brook House, is not such 

a system as C&R appears to have become the default primary intervention. 

 

47. As a consequence of a lack of a hierarchical approach, high-tariff restraint 

interventions were used in Brook House when less intrusive / restrictive 

interventions should have been used.  There are particular reasons why the use of 

pain compliance-based and high-tarrif restraint procedures are inappropriate with 

people experiencing mental illness. The 2006 NOMS Guidance [31] states that 

“it may be dangerous to use C & R techniques to control psychotic patients 

without the benefit of medical support, because the prisoner's responses to pain 

may be abnormal, resulting in them struggling violently against persistent 

attempts to bring them under control through restraint”. In my opinion and in my 

personal experience this observation holds true not just for those experiencing 

psychosis but also for those who have experienced trauma who may readily 

dissociate under stress altering their sensory experience (Dell 2009, Utzon 2014). 

Overall the use of high tariff interventions is extremely problematic in the IRC 

setting and not consistent with good clinical practice. 

 

48. The prison service may seek to argue, by way of justification for the use of its 

NOMS C&R model, that the higher proportion of violent offenders it 

accommodates means that the routine teaching and use of locks, pain compliance, 

and prone restraint is a reasonable response to the overall nature of the challenge 

they face.  Brook House and IRCs in general in my opinion cannot advance the 

same justification, given the context in which individuals are detained (i.e. it is 

not a penal institution) and the much more diverse population within an IRC with 

a much higher proportion of detainees being vulnerable.   

 

49. The 2006 NOMS guidance is not compatible with the state’s obligations in 

respect of human rights legislation and the Equalities Act 2010 and the 

requirements to make reasonable adjustments. The presence of a mental illness is 

highly likely to be considered to constitute a disability under section 6 of the 

Equality Act 2010. Where a disability is evident in an individual or as in the case 

of the IRC known to be widespread the Home Office have a statutory duty to 

make reasonable adjustments to their policies, procedures and staff training.  The 

failure to adapt the 2006 NOMS Guidance or use an alternative approach such as 

that developed by the High Secure Hospital Network (West London NHS Trust 

2015) to reflect the very different and unique nature of an IRC population 

constitutes a failure to make the reasonable adjustments required by the Equality 

Act 2010.   

 

50. C&R prison techniques do not represent and are not equivalent to the practice and 

level of care which would be provided in an NHS mental health inpatient setting 

or an NHS General Hospital Setting (Joint Prison Service and National Health 

Service Executive Working Group 1999, Council of Europe 2004, Committee for 

The Prevention Torture 2007, NHS Protect 2016). 



12 
 

Witness Name: Dr Brodie Paterson   
Statement No:  1   
Date: 21/01/22   

 

 

51. Current C&R techniques identified in the evidence before this Public Inquiry, 

which can be found in part in the 2006 NOMS Guidance, clearly breached the 

Mental Health Act 1993 Code of Practice (Department of Health, 2015) which 

represents the minimum acceptable standard of practice for the use of physical 

force for people with mental health issues. 

 

52. The training of staff who may be expected to restrain individuals with a mental 

disorder as a last resort must encompass much more than just how to restrain. It 

must include the impact of mental disorder, the impact of trauma, the impact of 

previous physical or sexual abuse, the indicators of excited delirium and the 

requirement to protect and promote human rights. It must encompass awareness 

of primary and secondary prevention and not only reactive strategies, i.e. restraint 

or segregation. These are not adequately covered by the 2006 NOMS Guidance 

and highly relevant as the individuals detained in the IRC context will be a mixed 

population with a high proportional of mental health vulnerabilities. 

 

53. Training involving restraint transmits more than technical skills and relevant 

knowledge. It transmits culture (Hollins and Paterson 2009). The evidence before 

this Public Inquiry suggests that an inappropriate set of values and a culture of 

confrontation and violent control associated with C&R has contributed to the 

development of a corrupted and toxic culture within Brook House IRC in which 

pain compliance specifically and restraint more generally appear to have been 

misused. 

 

54. In my view given the mixed population within an IRC including a high proportion 

of individuals who are mentally vulnerable any use of control and restraint must 

be used on a limited and exceptional basis only i.e. in a medical emergency and 

to save life and should never be used as a matter of routine on the mentally 

vulnerable/unwell. 

 

55. In my view a culture which relied on prison-based C&R techniques (including 

pain compliance) in the removal process has been allowed to infect the culture 

and management of individuals within immigration detention both contributing 

to and feeding into and exacerbating the corrupted culture operating at Brooke 

House in 2017.   

 

56. In my view there has been a systemic failure by the Secretary of State to properly 

analyse whether prison-based C&R techniques are in fact an appropriate model 

for use in the day to day non removal context in the IRC setting. 

 

57. Allowing the use of restraint and segregation inevitably creates the possibility of 

misuse. This is an internationally recognised problem and there is widespread 

agreement that it is incumbent on any organisation that allows their use in 

extremis to ensure that they have put in place sufficiently robust governance 

arrangements to prevent misuse (World Health Organisation 2019). 
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58. In practice the use of C&R techniques within Brook House illustrates rather 

perfectly what Kaplan (1964:28) memorably described as "the law of the 

instrument”, observing that if we “Give a small boy a hammer, he will find that 

everything he encounters needs pounding”. If the systems use is not robustly 

regulated and constitutes only one component in the multi-level whole 

organisation interventions needed, staff will almost invariably use it manage of 

incidents that might even have been avoided. The situation described by Kaplan 

is clearly illustrated in the material I have considered in relation to the treatment 

of individuals within Brook House which is under consideration in this public 

inquiry. This does not of course mean that restraint can or should always be 

avoided. Interventions in emergency situations such as those involving a serious 

and immediate threat to life may sometimes be necessary.  

 

59. The facts indicate a corrupted toxic culture was allowed to develop within Brook 

House in which vulnerable individuals with mental health problems / mental 

illnesses were neglected and abused, psychologically and on occasion physically. 

Central to this particular variant was a pervasive disbelief shared by DCO, DCM 

and Senior Management within Brook house and within the Home Office itself 

in the legitimacy of asylum seekers mental health issues. This resulted in a default 

approach by some staff to treat symptoms and behavior related to mental illness 

and distress as non-compliance or disruptive or manipulative. The experience of 

D1234 who describes being subject to the use of C&R (Transcript day 14) 

illustrates the brutal reality involved in the application of C&R and its potentially 

dehumanizing and traumatising impact in a case involving a young man described 

as having psychotic features. 

 

60. Such beliefs were not shared by all staff but it is important to note that while not 

all staff actively participated in abuse many by their inactions on witnessing ill-

treatment colluded in it and must accept their responsibility for doing so.  

 

Governance 

 

61. The absence of robust governance arrangements including rigorous post-incident 

review means that the responsibility for such failings lies not only with individual 

officers but the contractors’ senior management team and ultimately the 

commissioners of the service, i.e. the Home Office.   

 

62. Examples of the system failing in practice are evident in the Panorama film.  

 

63. For example, the Use of Force Forms provide a critical means for the institution 

to monitor both any trends or patterns in the use of force e.g. the disproportionate 

involvement of particular staff or an increase in incidents involving a particular 

detainee warranting investigation. In completing the form members of staff must 

describe their judgments, identify the decisions they made and justify the actions 

they took in the circumstances in which they took place (National Offender 

Management System 2015). 
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64. Such reports ‘must make as clear a picture as possible as to the facts as they saw 

them’ and this should include reference to:  

▪ Where the member of staff was when they became aware of the incident.  

▪ Details of any briefing given to them by the supervisor.  

▪ What circumstances they are aware of that led up to the use of force.  

▪ What instructions were given to the prisoner before force was used – this 

must include that the prisoner was made aware of the consequences of non-

compliance.  

▪ Their perception as to the behaviour of the prisoner and what he/ she was 

saying and doing.  

▪ The names of others present (both staff and prisoners).  

▪ What their role was (e.g. position in C&R team).  

▪ A detailed description of how they applied force.  

▪ How the member of staff felt about the incident.  

▪ Their perception of the resistance offered by the prisoner.  

▪ Quote any instructions given to the prisoner and the response received.  

▪ De-escalation efforts made (try to quote words used).  

▪ Whether ratchet handcuffs were applied (and who authorised their use).  

▪ Where the prisoner was relocated to and how the relocation took place e.g. 

in locks, walking, in ratchet handcuffs.  

▪ Any injuries observed to staff and/or prisoner.  

 

(HM Prison Service 2006:90) 

 

65. It appears however that these were not always being completed and from the 

example shown where a DCO deviated from his training and placed pressure on 

the detainee's airway that deviations from the procedures taught were not 

questioned by DCO, DCMs or the healthcare staff, or reported but instead 

deliberately covered up. Any deviation from the procedures taught should be a 

matter for serious concern as unless identified and corrected such field 

modifications may become standard practice posing serious and even fatal risks 

to the welfare of those detained (Youth Training Board 2006). Even where the 

forms were completed it appears the primary aim was not to promote learning and 

reflection regarding how the detainee might be better supported and future 

incidents reported. Rather they  were “written with a specific agenda, simply to 

cover themselves and to justify what they had taken part in” (Testimony Owen 

Syred).  

 

What is wrong with the current system 

 

66. It appears that restraint generally and high tariff procedures more specifically i.e. 

locks, pain compliance have become the default option rather than an intervention 

of last resort. Although it has been recommended that pain compliance should 

only ever be used to expedite removals, “It's very clear that use of force was used 

wholly inappropriately, simply for moving people around to prepare for 

deportation, moving them to E wing” (Owen Syred witness statement). 

 



15 
 

Witness Name: Dr Brodie Paterson   
Statement No:  1   
Date: 21/01/22   

 

67. The IRC is detaining individuals with a mental disorder. The content of training 

for staff as should therefore have  complied with the Council of Europe 

Committee of Ministers (2004) Recommendation No. Rec (2004) 10 of the 

Committee to Ministers of Member States concerning the protection of the human 

rights and dignity of persons with a mental disorder This requires that any staff 

likely to be involved in the use of restraint or seclusion receive training on how 

to manage the risks involved but also in the ‘correct application of such measures, 

in “measures to prevent the use of seclusion” and critically in “protecting the 

dignity, human rights and fundamental freedoms of persons with a mental 

disorder”. I have not reviewed the content or learning outcomes of any such 

training however the evidence available suggests the training provided did not 

address the particular issues around the use of coericive interventions with people 

with a mental disorder being instead generic with “very little, if any, emphasis” 

(Testimony of Owen Syred).  This suggests either or both the current program of 

training and the oversight by  G4S management of practice are inadequate.  

 

68. The immediate antecedent to the use of both force and segregation is invariably 

some form of conflict. This may not always take the form of violence and 

prolonged agitation, but also includes actual or threatened self- harm or non-

compliance may all lead to the use of force and segregation. Improving staff skills 

in de-escalation and non-violent conflict resolution may help resolve conflicts 

that have already developed. It has, though, been recognised for some time in 

mental health that such ‘secondary prevention’ must complement an explicit 

whole organisation commitment to ‘primary prevention’.  If the root causes of 

conflict and violence are to be addressed (Paterson et al. 2005).   

 

69. A number of systemic, albeit diverse, approaches have been applied successfully 

or shown promise in this regard. Six core strategies is an approach developed in 

the US that has been applied in the UK and elsewhere (Putkonen 2013)  and has 

been adapted as the basis of ‘Restrain Yourself ( Duxbury et al. 2019). The 

‘Safewards’ model developed by Bowers et al. addresses six discreet sources of 

conflict arising from the staff team, the physical environment, outside hospital, 

the patient community, patient characteristics, and the relevant regulatory 

framework.  Patient Safety Improvement strategies used widely to address a range 

of concerns in health care have also been used with success (Bell and Gallacher, 

2016).  Patient safety interventions in mental health services may focus on a range 

of areas of concern. These include inpatient to inpatient sexual abuse, violence, 

aggression, restraint, and seclusion but also medication errors and environmental 

deficiencies e.g., ligature points (Berzin et al. 2018). However, self-harm is the 

incident most likely to result in death (usually by suicide), and is, therefore, a key 

safety concern (National Patient Safety Agency, 2006). Such approaches have 

been slow to be adopted in settings beyond traditional in-patient and community 

settings but hold considerable promise (Stern et al 2010).   

 

70. Positive Behaviour Support, a model recommended by the DoH (2014) and 

originally developed within services for people with a Learning Disability has 

also now been applied in a number of secure mental health services (Davies et al. 
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2015, Davies et al 2016, Tolisano et al. 2017).  Hughes 2018). As awareness has 

increased of the significance of trauma at an individual, family, and community / 

societal level and its relevance to the practice of individuals, teams, and services 

and multiple initiatives based on the principles of trauma-informed care have also 

been developed.   

 

Prison C&R techniques for use of segregation 

 

71. Rule 42.—(1) Allows that  “The Secretary of State (in the case of a contracted-

out detention centre) or the manager(in the case of a directly managed detention 

centre) may order a refractory or violent detained person to be confined 

temporarily in special accommodation, but a detained person shall not be so 

confined as a punishment, or after he has ceased to be refractory or violent”. 

 

72. It is widely acknowledged that the use of involuntary segregation is associated 

with a significant risk of harm (Van Der Merwe et al. 2013). A review of the 

literature on patients’ experience by Askew et al. (2019) identified that the 

experience of seclusion threatened participants' mental health. Patients described 

themselves as disconnecting and perceived the actions of staff as neglectful and 

abusive.  

 

73. The impact on mental health may be significant with a systematic review of the 

literature finding that rates of post-traumatic stress disorder after the use of 

restrictive interventions including isolation varied from 25% to 47% (von 

Werthen et al 2019). Any negative effects are likely to be increased when the 

individual has a pre-existing mental health condition with asylum-seekers with a 

history of torture identified as particularly vulnerable to negative mental health 

outcomes from isolation (Royal College of Psychiatrists 2016:4). However, a 

history of life-threatening events more generally has also been found to be 

associated with an increased risk of traumatization / re-traumatisation as a 

consequence of isolation (Steinert et al. 2007, Kira et al. 2008).   

 

74. Consequently, the use of segregation must be considered with considerable 

caution in the care of those with a mental disorder especially in the presence of 

self-harming or suicidal behaviour irrespective of the setting (Chieze et al. 2019).  

Careful assessment of the potential effects of seclusion by a clinician as opposed 

to a manager however senior is warranted in order that a risk-benefit analysis 

informs the decision-making process and that it represents both the last resort and 

the least restrictive intervention (Gaskin et al. 2007).  

 

75. Such concerns were raised in the first Shaw report (Shaw 2016) with suggestions 

that a multi-disciplinary review of such decisions was required. The evidence in 

the Panorama documentary was that, if this mechanism was introduced, it had 

failed. Segregation appeared to be being used to manage behaviours such as self-

harm which was a completely unacceptable practice.  The National Preventative 

Mechanism (2017:12) recommend that ‘There must be a clear, rigorous risk 

assessment carried out by competent individuals (including health care 
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professionals where appropriate) to support decision-making around isolation. 

In my view this guidance did not appear to be being complied with. 

 

76. The use of such interventions is, however, also a source of concern in many 

settings because expediting segregation with a person who is refusing and 

actively resisting may lead to the use of restraint by staff attempting to move the 

person. Moving an individual who is being restrained involves a number of 

technical challenges which create a significantly increased risk of injury to all  

those involved. 

 

77. As with any scenario involved increased risk the preferred strategy will therefore 

be avoid it whenever this is practicable. This requires that an organizational 

strategy to reduce it based yet again on the principles of public health is needed. 

The literature suggests there are two key strategies that may reduce the need for 

seclusion in mental health and these are essentially the same for an IRC. Firstly, 

staff need to maintain an active presence in the unit on the floor in order that they 

can establish working relationships involving trust creating an element of 

relational security and get to know detainees well enough in order to detect early 

and possibly subtle changes in their mood (Taylor et al., 2012). If detected, earlier 

interventions using less restrictive measures such as empathy, distraction, de-

escalation or even where prescribed, medication may avert a crisis. Secondly, 

there needs to be an explicit focus on the culture with the aim of promoting a 

culture of routine, predictability, calmness, and collaboration, rather than control 

(Bowen, Privitera, and Bowie, 2012). The success of such interventions requires 

explicit proactive management of the milieu an active commitment to relational 

security and an adequate number of well trained and well-led staff and a low staff 

turnover allowing consistency of presence. Unfortunately, it appears all may have 

been lacking in Brook House IRC (Testimony Owen Syred). 

 

78. However, the literature also tells us that whilst such interventions may be harmful 

in and of themselves, how they are carried out and the perceptions of the 

individual being segregated of the attitudes and motivation of those carrying out 

the segregation may significantly mediate its impact. It appears that DCO’s “were 

never told why people were ill with mental health conditions were moved to 

solitary confinement” (Testimony of Callum Tulley). It is though in my opinion 

likely based on what appears to have been the widespread culture of disbelief that 

the perception of  at least some staff was that such behaviour was attention-

seeking or manipulative and the act of removal to segregation provided an 

opportunity to punish the person for exhibiting the behaviour.  In so doing to 

exorcise their own frustration and anger. Consequently, it appears that scenarios 

that may have been capable of resolution by dialogue and de-escalation were 

instead used  as to legitimize the use of restraint including pain compliance.  

 

79. This suggests the existence of a regime in which the routine use of  C&R and 

segregation itself were used as punishments for behaviour framed as willfully bad 

as opposed to indicators of severe mental illness. Such practice would be a direct 

breach of Rule 42. Relocation to Rule 42 accommodation must take place only if 
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the available information strongly indicates that relocation is deemed necessary 

in the interests of security or safety and must never be used as a punitive measure.  

 

80. In many ways segregation when combined with constant observation may be 

considered the equivalent of intensive care for an individual experiencing a 

physical disorder and should be provided by qualified, experienced, clinical staff 

with the additional training required. In my view where the risk of self-harm or 

suicide is so high as to warrant the use of constant observation the detainee is no 

longer fit to be detained and should be transferred to an appropriate mental health 

facility or released. 

 

The use of removal from association in E Wing at Brook House IRC 

 

81. Rule 40 (1) of the Detention Centre Rules 2001 provides that: “Where it appears 

necessary in the interests of security or safety that a detained persons should not 

associate with other detained persons, either generally or for particular 

purposes, the Secretary of State (in the case of a contracted-out detention centre) 

or the manager (in the case of a directly managed detention centre) may arrange 

for the detained person’s removal from association accordingly” 

 

82. The negative impact of detention in and of itself on the mental health of detainees 

increases the longer detention persists, but negative effects may be present even 

after relatively short periods of detention (Shaw 2016, Royal College of 

Psychiatrists 2016, von Werthern et al. 2018 ). The negative effects of detention 

are, however, likely to be mediated by the general conditions and the mental 

health care available (Bosworth 2016). Georgieva et al. (2012) reported more 

adverse consequences following the use of seclusion when it was combined with 

restraint than when seclusion was used on its own. Removal from association, 

whether formal or informal, as practiced within the IRC, represents a form of 

isolation and is a form of restrictive intervention in itself: “The physical isolation 

of individuals who are confined to cells or rooms for disciplinary, protective, 

preventive or administrative reasons, or who by virtue of the physical 

environment or regime find themselves largely isolated from others. Restrictions 

on social contacts and available stimuli are seldom freely chosen and are greater 

than for the general detainee population” (The National Preventative Mechanism 

2017:1).  

 

83. The use of segregation and restriction on association in the management of 

individuals who are actively attempting self-harm or are acutely suicidal are of 

particularly grave concern. Multiple case reports have evidenced that providing 

the level of supervision required to safely manage the risk of suicide is hindered 

not helped by isolation (Nelstrop et al. 2006). The use of jointly developed safety 

plans developed in conjunction with those in crisis over the time period covered 

by this inquiry should have been a core aspect of good practice and used routinely 

by the health care team within Brook House (National Institute of Clinical   

Excellence 2011, Cole-King 2013 Nuij, 2021). I noted no reference to the use of 

such plans in the IRC setting.   Compassionate empathy and hope inspiration are 
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central to addressing the trauma, distress, shame, hopelessness, and despair that 

may underlie such behaviours (Cutcliffe and Barker 2002).  Such interventions 

require contact, engagement, and significant skills and should be undertaken by 

clinical staff of appropriate seniority (National Confidential Inquiry Into Suicide 

and Safety in Mental Health 2015).   

 

84. The use of segregation and restriction of association in Brook House IRC and in 

particular in E wing is therefore of serious concern. Multiple respondents talk 

about a barren noisy cold environment and although there appears to be higher 

staffing ratio mechanical observation in and of itself create the culture needed. 

The necessary infrastructure represented by a compassionate therapeutic culture, 

an expert workforce, an appropriate policy framework, regular clinical 

supervision for the staff involved and an appropriate external regulatory 

framework appear absent. I note the recommendation that staff working with 

vulnerable detainees must receive appropriate ‘Advanced mental health training’ 

(Independent Monitoring Board Brook House 2019:5). Something previously 

recommended by the board in their 2017 report. However, such training is in my 

opinion wholly unlikely to create the knowledgably, skilled compassionate 

workforce needed to resolve needed to stabilize and promote recovery in those in 

acute mental health crisis 

 

85. There may be instances where an emergency scenario arises involving a mental 

health crisis where this could not reasonably have been anticipated prior to 

detention. However, if C&R and segregation are having to be used routinely due 

to cultural issues, a lack of expertise or of resources, in order to enable the service 

to contain the behavioural manifestations of mental health crisis the individuals 

concerned should be released and supported to gain access to appropriate 

services. 

 

86. The Assessment Care and Detention Teamwork (Home Office 2008:1) guidelines 

does identify the need to establish who is at risk at risk of self-harm and/or suicide 

in order to ensure the provision of appropriate care and support for such detainees. 

I note the suggested training matrix (Home Office 2008.5) but tasking non-

clinical staff with the assessment of risk and the development of support plans on 

the basis of what may be minimal training causes me significant concern. 

Providing training such that staff may both understand self-harm and suicide 

better is if course desirable. As are the clear identification of where responsibility 

lies and the emphasis on multi-disciplinary / agency practice.  

 

87. However, I note the suggestion (Home Office 2008) that ‘The Duty 

Manager/Shift Manager must audit the quality of ACDT Plans at least twice a 

week, draw deficiencies to the attention of the Centre Manager and line managers, 

monitor the response, and record that they have made these checks. Given their 

lack of expert knowledge and training in my opinion such plans should be 

reviewed by a clinician not a manager. 
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88. Segregation and monitoring by Detention Officers does not offer an acceptable 

level of care. Individuals in significant mental health crisis should either be 

released or transferred to an appropriate therapeutic setting. The Panorama film 

indicated that segregation was being routinely used to manage detained 

individuals with significant mental health problems. This was inappropriate. 

 

The institutional culture operating at Brook House IRC 

 

89. In my view, the material reviewed including the Panorama films shows that what 

had been allowed to develop within Brook House was a corrupted or toxic culture. 

Such cultures are unfortunately neither rare nor even unusual. The cause of such 

corruption is primarily labelling where the label is stigmatising and serves to 

create ‘moral distance’. This renders those affected by the label less than human 

and thus undeserving of the natural human empathy that might otherwise prevent 

abuse. Corrupted cultures are particularly likely to develop in socially isolated, 

‘closed’ institutions where there are marked power inequalities such as Brook 

House (Department of Health 2012).  That such cultures are often described as 

'closed' refers to situations where there are few opportunities for outsiders to 

observe conditions or interactions enabling closed, punitive abusive culture to 

develop without challenge in which there is “complete hostility towards raising 

concerns” (Testimony of Owen Syred).  It does not mean that such cultures may 

not be influenced by developments outside their walls.  

 

90. The development of a corrupted culture is not an inevitable eventuality but rather 

something whose prevention requires constant attention (Farquharson, 2004). In 

any scenario involving detention, staff must contend not only with the normal 

demands and emotions associated with work but with issues unique to their role. 

Exposure to behaviour that challenges, including violence, will always involve 

significant emotional labour. In order to practice de-escalation effectively staff 

must stay present, attuned, regulated, and empathic, recognising, and overtly 

acknowledging their internal attribution processes. In order to establish relational 

security, we need to maintain our openness to the emotional distress and suffering 

of another in order to provide the basis for connection, a means of containment 

for the others distress, and the foundation for the development of the human 

connections that are needed. 

 

91. Unsurprisingly, some staff will, at times find themselves temporarily or 

chronically overwhelmed by such demands. Burnout is widely recognised as 

being manifested by low mood, exhaustion, cynicism, and disillusionment caused 

by inadequate resources, poor job design, and working conditions and may occur 

in any occupation. However, there are two often less recognised but interlinked 

dimensions of burnout of particular reference to Brook House and the IRC estate 

more widely. The first involves 'Depersonalisation', a process by which the 

individual seeks emotional distance from the demands placed on them by 

recipients by reducing them to objects. The second involves a process involving 

a change to the individuals’ personal values and their value systems in order to 
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improve ‘efficiency at work’ (Paterson et al. 2021).  Both increase the risk of 

abusive practice. 

 

92. The symptoms of compassion fatigue mirror elements of burnout including 

detachment, but their route cause is the continuous contact with victims of trauma 

where the worker is required to exhibit empathy to the distress underlying its 

behavioural manifestations e.g. in self-harm while feeling powerless to prevent it 

(Harris & Griffin, 2015). The person’s capacity to sustain empathy in response to 

overwhelming insatiable demand may over time simply become exhausted 

(Figley 1995). 

 

93. Exposure of staff to distressed, dysregulated self-harming, suicidal or violent 

behaviour (including involvement in restraint, seclusion, and compulsory 

medication) may result in trauma for all those directly involved or vicariously 

exposed including staff (Bonner et al. 2002). The likelihood of developing a 

mental health condition is increased by repeated exposure. Trauma may not 

always result but exposure to, or involvement in such events will often generate 

very strong feelings typically characterised by fear, anger, and frustration 

(Maier1999). Even if appropriately acknowledged and proactively managed via 

organisational debrief and clinical supervision, the power of these feelings of staff 

is such that they may struggle to maintain positive relationships and empathy with 

detainees (Blumenthal 2010).  As (Bloom 2006a:13) suggests, “The negative 

effects associated with exposure to violence are so noxious that the individual 

cannot contain them without resorting to protective defences that are often 

destructive.” As described eloquently in the evidence given by Owen Syred “at 

the point of dehumanisation, you're in the slippery slope to despair.” 

 

94. Such despair and helplessness may turn all too readily into anger, frustration to 

aggression, and fear into resentment. In extremis, we see the development of 

'malignant alienation' (Watts and Morgan 1994). Those charged with guarding 

the welfare of the vulnerable, instead of acting to prevent suicide or self-harm, 

lost in frustration, rage and hatred seek instead to inspire it.  

 

95. The deeply disturbing remark by DCO B to the concerns of the undercover 

reporter regarding how to undertake the extremely challenging task of and 

engaging with someone who is acutely suicidal, that they should “turn away, 

Hopefully, they’re swinging” is indicative of the phenomenon. As is reference 

also by Owen Syred to the observation by staff that after a fire in a detainee’s 

room that “we should have let him die. He was an arsehole” The references in 

relation to the forcible removal of a detainee with heart problems by firstly DCO 

D “if he dies he dies” and secondly DCO E that “all you (reporter) have to worry 

about, all you have to know is to roll his fucking head or him hit with a shield” is 

similarly indicative of this extreme phenomenon in corrupt and toxic institutional 

cultures.  The Immigration and Asylum Act 1999 s155 specifies the duty of 

custody officers in relation to a detained person whom he is exercising custodial 

functions. These include: (d) "to attend to his wellbeing”. The Detention Centre 

Rules 2001 indeed require that Detention Custody Officers must pay “special 
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attention” to the observance of this duty. That such a culture has therefore been 

allowed to develop is a matter of the most profound concern. It suggests that there 

have been serious failures to adequately support the staff who may be involved in 

the care and support of individuals who may self-harm or attempt to complete 

suicide (Home Office 2006). 

 

96. Evident at multiple points throughout the documentary is the use of de-

humanising and derogatory language to refer to detainees.  Terms such as ‘div’, 

used by DCO A, ‘Scrotum' used by DCM, and 'penis’ used by a DCM to refer to 

a detainee refusing food. The material presented in the Panorama document will, 

of course, represent a selection from that filmed but that evidences an institution 

seemingly bereft of compassion. An institution in which the distress of others was 

the source not of concern but of humour. In which it was responded to not with 

compassion but derision and hostility. A number of staff seemed intent not on 

avoiding conflict but instead on engineering it in order to provide an excuse to 

use restraint in order to cause pain or to punish those evidencing distress. 

 

97. Such language, attitudes, and behaviours are clear evidence of a corrupted or toxic 

culture. Irrespective of the original root cause of the misuse of coercive measures, 

if such misuse is sustained over time such patterns of behaviour can gradually 

become embedded as part of the service culture subtly passed on to new members 

of staff via modelling rather than explicit endorsement as simply the “the way 

things have always been done around here” (Bloom, 2006a:32).  The problem is 

not one of bad apples it is of a rotten barrel (Farquarson 2004).  

 

98. Bloom (1997) has, however also stressed that we must recognise the role played 

by trauma and understand its manifestations at an individual, team, and 

organisational level.  Unfortunately, amongst the consequences of trauma at the 

level of the individual may be a combination of hyperarousal and hypersensitivity 

to threat that results in repeated activation of the fight / flight mechanism 

overwhelming the individual's ability to problem-solve. When repeatedly 

exposed to extreme stress, what should be transient hyperarousal in the form of 

fight /flight can turn instead into a persistent trait. In such circumstances, human 

beings can "lose their capacity to accurately assess and predict danger leading 

to avoidance and re-enactment instead of adaptation and survival” (Bloom 

2006b:6). This may present on a day to basis as emotional and behavioural 

dysregulation leading all too readily to conflict. 

 

99. The sense of ever-present danger results in hyper-vigilance and hypersensitivity 

to potential threats such that even neutral facial expressions may be perceived as 

indicating imminent danger (Taylor 2020). Staff supporting those affected by 

trauma need therefore to be extraordinarily skilled in the conscious management 

of their own verbal and nonverbal behaviours in order that they do not trigger 

aggressive reactions in service users hypersensitive to any form of threat. For 

staff, the constant 'firefighting' involved, unless its emotional manifestations are 

acknowledged and safely managed, may lead to teams and even whole 

organisations to mirror the pathology of the population they support. Lacking 
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insight, empathy, or the capacity for reflection trapped in a cycle of conflict, 

despair, and anger.  

 

100. The risk is that a dynamic develops in which staff may come to believe in not just 

the necessity but the desirability of violence as a means to inspire fear. Such fear 

serves to ensure compliance and ultimately their safety but also their status at the 

top of a violent hierarchy recreating thereby the 'patterns of blame and vengeance 

that permeate wider society (Fisher 2002:69). For some staff, this may reinforce 

their existing worldview prior to their appointment. 

 

101. The misuse of restraint, whether in the form of notionally approved techniques or 

various forms of violence, has been suggested to be a defining characteristic of a 

corrupted culture. In my view, there are multiple instances of this. The actions of 

DCO Yan Paschali (R v (MA and BB) v Secretary of State for the Home 

Department [2019] EWHC 1523) described as “in holding MA's head between 

his knees while apparently "digging his fingers in" to MA's neck and whispering 

in his ear, "Don't move you fucking piece of shit. I'm going to put you to fucking 

sleep" as the detainee gasped for breath, breached multiple pieces of authoritative 

guidance, never to obstruct the airway during restraint. The force used, if 

sustained for even a period of minutes, could readily have been fatal. There was 

no justification for its use in that form. It breached rule 41.1(1): “A detainee 

custody officer dealing with a detained person shall not use force unnecessarily 

and, when the application of force to a detained person is necessary, no more 

force than is necessary shall be used”. It breached rule 41.2.(2): “No officer shall 

act deliberately in a manner calculated to provoke a detained person.”  

 

102. The failure of DCM as the supervising officer to replace DCO Paschali for “not 

using correct C&R techniques” breaches the guidance contained in annexe F of 

the NOMS guidance on the use of force.  Further, the instructions of the DCM 

observing the situation not to report it breached rule 41.3 (3) “Particulars of every 

case of use of force shall be recorded by the manager in a manner to be directed 

by the Secretary of State, and shall be reported to the Secretary of State”. 

Unfortunately, it appears this may not have been an isolated case with it seems 

assaults perpetrated by staff also not being reported even when witnessed by 

managers (HOM004880 – Telephone Interview of D2953 – 18 OCT 2017). 

 

103. The observations of DCO, a C&R trainer, whilst standing on the stairwell are of 

particular concern.  The role of instructors in modelling appropriate attitudes, 

conflict prevention, concern for the welfare of detainees, and the need to prioritise 

safety has a critical influence on culture and practices both around the use of force 

and more widely (Hollins and Paterson, 2009). Consequently, his suggestion that 

others should use racist language in the form of the ‘N’ word in order to engineer 

a confrontation with a detainee, which may then be managed with restraint, is 

unconscionable and represents a  breach of  rules of 45.3, 45.5 and 45.6. His 

observations that members of the C&R team should “Fuck him up round the 

corner,” “Can’t fuck about”, “I’ll scrub the CCTV” and “He has had his fucking 

chance” are indicative of a culture in which it appears the misuse of restraint to 
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punish perceived infractions was endemic, modelled by those charged with 

promoting best practice including senior staff DCM and not challenged by others 

who witnessed it including both fellow DCO’s or health care staff. 

 

104. The saturating effect of such cultures once developed may become so powerful 

that they redefine what staff would ordinarily interpret as abuse if not criminal 

behaviour as merely conformity (Leele and Gaile 2007). Newly appointed staff 

can come under significant implicit and sometimes explicit pressure not only to 

accept the inappropriate behaviour of other staff but to themselves engage in 

institutionally sanctioned violence in order to be accepted and trusted (Farquarson 

2004). ‘I was told to do the first hit and then it would be Ok’ (Cambridge 

1999,296). Such acquiescence in the context of an IRC breaches the DCR 2001 

Rule 45(2) to report any abuse or impropriety by colleagues. However, reporting 

or even challenging inappropriate attitudes and practice is much more difficult 

when they are demonstrated by senior staff as illustrated by the behaviour of a 

DCM in the Panorama documentary responding to the threatened self- harm by 

Detainee A who has tried to swallow batteries by suggesting that “if he wants to 

suck batteries plug him up like a duracell bunny”.  

 

105. Unfortunately, a variety of cognitive mechanisms enable staff to distance 

themselves from responsibility from the consequences of their behaviour. 

(Zimbardo 2005). Such mechanisms include the dehumanisation of the victim, 

previously noted and described by Arendt (1951) in the context of the holocaust. 

Framing the behaviour as instrumental, e.g. attention-seeking or manipulative as 

opposed to distress. Relabelling the behaviour of staff,  e.g. as restraint rather than 

violence and even seeking to justify such behaviour as a morally justified punitive 

response, necessary because of the bad choices or character which the victim 

themselves brought about and was therefore actually responsible for because 

order must be maintained (Bandura et al. 1972). There are multiple examples at 

Brook House: “if you’re self harming you’re an attention seeking little prick” 

(SXP000120 – 007 – 008 – Witness Statement of Callum TULLEY – 23 NOV 

2017). 

 

106. De-humanisation is more likely to happen more where the victim is already a 

member of a marginalised or stigmatised group or where action is justified on the 

basis of the transgressions of that individual or group. As Arendt (1951) observed, 

labelling in some circumstances creates ‘moral distance’. This serves to render 

those affected by the label less than human and thus undeserving of the natural 

human pity that might otherwise serve to prevent abuse. Unfortunately, there is 

little doubt that a series of narratives have served over time to distance or other 

asylum seekers from ‘us’ (van Dijk,2000a, van Dijk2000b). Of particular 

significance to the context of an IRC such as Brook house is a theme in the 

narrative distinguishing between ‘genuine’ asylum seekers, i.e. those seeking 

refuge and bogus asylum seekers framed as only entering the country for 

economic benefits and deserving of sanction and punishment (Layton-Henry, 

1992; Sales, 2002 Greenslade, 2005). This narrative has gained prominence as a 

result of UK government policy since 2012, which has sought to create a ‘hostile 
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environment’. The aim being to create a life “so unbearable for undocumented 

migrants that they would voluntarily choose to leave” as their access to public 

services becomes increasingly restricted (University of Portsmouth, 2021: n.p.). 

Central to the frame underpinning the policy is that of threat. Immigration is 

depicted as threatening British values, culture and living standards, public 

services, and security through rising extremism and criminality (Hubbard 2005). 

Community integration and public order are framed as being at risk if tough action 

is not taken (Goodman 2008). These themes are considerably more heightened in 

discussions of non-white and more culturally distinct individuals (Dempster and 

Hargrave, 2017). 

 

107. The relationship between government policy, media and social media coverage 

of an issue and the attitude and behaviour of individual people and institutions is 

complex (DiMaggio1997). However, it appears that the more publicly available 

cues are, the more likely they are to exert an influence whilst simultaneously 

diminishing the impact of competing narratives (Lizardo, 2016). Kira et al. 

(2014:390), discussing the impact of the intersection between different forms of 

trauma that an individual or community may experience, proposes that we must 

recognise a phenomenon she calls “backlash trauma” in which as a consequence 

of alleged transgressions by that group “an intensified reactive discrimination or 

micro and macro aggressions toward a minority group” takes place. When the 

transgressive nature of bogus asylum seekers is repeatedly highlighted by both 

government and the media and tough action is called for an increase in hostility 

is clearly more likely to happen across wider society and within institutions. This 

will in at least some instances materially influence how individual asylum seekers 

are treated whether they are detained or not.  It appears that both anti-immigrant 

rhetoric and racism more generally were both common amongst staff in Brook 

House (testimony of Callum Tulley). 

 

108. There will, in many settings which have a custodial element, be legitimate 

concerns about those who may feign a physical or psychological ailment in order 

to gain some benefit up to and including release or transfer.  Such factitious 

disorders must be distinguished from genuine disorders of concern which, 

requires careful assessment of the patients’ history and symptoms and often the 

exclusion of any underlying physiological condition.  However, the dangers 

posed by failing to acknowledge and respond to the presence of a genuine mental 

disorder are manifest. Self-harm, suicide, or a significant deterioration in the 

individual’s mental health may occur if care and treatment are not provided in an 

appropriate environment and distress is instead responded to with cynicism, 

hostility, and punishment.  

 

109. Sadly, it appears that there has been a “widely held view within the Home Office 

that the safeguarding mechanisms used to identify and protect vulnerable 

detainees were and are being abused. While staff insisted that they were 

scrupulous in applying the Adults at risk policy, many acknowledged that they 

viewed claims of vulnerability with suspicion”’. (Independent Chief Inspector of 

Borders and Immigration 2021:7). 
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110. However, even in the context of what appears to have been widespread culture of 

disbelief promulgated by and within the Home Office I find it almost wholly 

inconceivable that there is reported never to have been an instance where a rule 

35.2 report was completed between 2013 and 2021 within Brook House. Rule 

35.2 requires that: “The medical practitioner shall report to the manager on the 

case of any detained person he suspects of having suicidal intentions, and the 

detained person shall be placed under special observation for so long as those 

suspicions remain, and a record of his treatment and condition shall be kept 

throughout that time in a manner to be determined by the Secretary of State” 

completed between 2013 and 2021.  Accordingly, no reports will have been 

submitted to the Secretary of State as required by rule 35.4 “The manager shall 

send a copy of any report under paragraphs (1), (2) or (3) to the Secretary of 

State without delay”.   

 

111. The attitudes and actions/inactions of health care staff are a source of particular 

concern given their duties and professional obligations. The Detention Centre 

Rules 2001 state that medical practitioners “shall pay special attention to any 

detained person whose mental condition appears to require it, and make any 

special arrangements (including counselling arrangements) which appear 

necessary for his supervision or care”.  The European Court of Human Rights 

has previously found that a failure to identify disabled prisoners, which would 

include those with mental illness and make appropriate arrangements for 

humanitarian assistance may represent a violation of Article 3 of the ECHR35 

considering it as degrading treatment (Lehtmets and Pont 2014). 

 

112. I saw limited evidence of any such arrangements beyond the segregation and use 

of increased observation of detainees considered to be at risk. The latter appeared 

to be carried out by DCO’s with no training in mental health or additional 

specialist training in engaging with individuals who were suicidal. This suggests 

non-compliance with ACDT. 

 

113. HM Prison Service (2005) Guidance on the use of force notes that:  

 

6.1 When healthcare staff (registered nurse, hospital officer, or doctor) are on 

duty in the establishment they MUST attend a planned C&R intervention  

6.2 A member of healthcare (e.g. a registered nurse, hospital officer or doctor) 

must, whenever reasonably practicable, attend every incident where staff are 

deployed to restrain violent or disturbed prisoners 

6.3 The member of healthcare staff attending a C&R incident must monitor the 

prisoner (and members of the C&R team in an extreme circumstance) 

6.4. They must provide clinical advice to the supervisor and/or team in the event 

of a medical emergency. 

6.5. Any clinical advice offered must be adhered to by the supervisor and/or 

team 
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114. Rule 34 Minimum Rules for the Treatment of Prisoners (United Nations 2015) 

requires that health care practitioners must “If, in the course of examining a 

prisoner upon admission or providing medical care to the prisoner thereafter, 

health-care professionals become aware of any signs of torture or other cruel, 

inhuman or degrading treatment or punishment, they shall document and report 

such cases to the competent medical, administrative or judicial authority. Proper 

procedural safeguards shall be followed in order not to expose the prisoner or 

associated persons to foreseeable risk of harm.”  

 

115. The duty of any care professional to those experiencing mental disorder is to 

respond personally and professionally in ways that support clinical and personal 

recovery (Slade 2013) protecting and promoting the human rights of their 

patients. Good practice does occur but Shaw (2018) notes that Healthcare staff 

working within IRCs may find themselves expected to acknowledge and take into 

context in their decision making the challenging circumstances that IRC staff 

must face. Dual loyalties may readily develop (Shaw 2018) compromising their 

ability to exercise their independent safeguarding role and health care 

practitioners are sadly not immune from the impact of corrupted cultures as 

multiple inquiries into abuse have consistently demonstrated (Martin and Evans 

1984). 

 

116. Shaw (2016) describes a widespread culture of disbelief in the IRC setting and 

observed there was a risk that healthcare staff might become inured to abusive or 

negligent practices. This culture of disbelief is evident in the behaviour of Nurse 

X . Observing a scenario in which a detainee is in crisis she describes him as ‘an 

arse basically’. She then fails to intervene to stop the behaviour of DCO E who 

is pushing his fingers into Detainee A’s neck and restricting his airway. Neither 

does she report the restraint. In my opinion her behaviour constitutes serious 

professional misconduct with evidence of multiple violations of Section 1.1, 

3.4,10.3, 16.1,16.3, 17.1, 17.2, 20.1, and 20.2 of the NMC Code 

(https://www.nmc.org.uk/standards/code/read-the-code-online/). I am also 

mindful that it is repeatedly documented (Shaw  2016, Shaw 2018) that Nursing 

post vacancies are a chronic problem. Such gaps may be filled by agency staff but 

this is not satisfactory. Agency staff may be less aware of their specific 

responsibilities under Rule 34 and perhaps less willing to raise concerns although 

their professional obligations are not affected by their employment status 

(Independent Monitoring Board 2019). 

 

117. The effect of these multiple failings was, it appears, a culture in which abuse and 

ill-treatment occurred and was allowed to develop and become normalized.   The 

willful and unnecessary use of force and segregation against people with 

significant mental health issues given the known adverse consequences of such 

interventions would in this instance in my opinion constitute a form of 

mistreatment.   In my opinion, the use of segregation for those experiencing a 

mental health crisis, even if not intended as a punishment,  in many instances is 

likely to have been experienced as such and may cause  severe suffering.   In my 

opinion, the abuses perpetrated against individuals experiencing mental health 
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crises, particularly the use of force and segregation, is part of what appears to be 

a clear pattern of bullying, punishment, and humiliation.  

  

118. The stated values underpinning the Detention Centre Rules 2001 Rule 3 to 

provide “secure but humane accommodation of detained persons in a relaxed 

regime with as much freedom of movement and association as possible, consistent 

with maintaining a safe and secure environment “are laudable. Few would also 

question that in order to maintain the safe and secure environment required that 

physical restraint, removal from association, and isolation may regrettably 

sometimes be needed. Their use may in some instances represent the only 

practicable means by which a Detention Centre may discharge its duty of care.   

 

119. The rules governing the overall operation of Immigration Detention Centres and 

their use of force, in particular, are described in Section 4.1. of the DCR 2001 and 

if followed provide for an acceptable minimal level of care. 

 

“A detainee custody officer dealing with a detained person shall not use force 

unnecessarily and, when the application of force to a detained person is 

necessary, no more force than is necessary shall be used”  

 

“No officer shall act deliberately in a manner calculated to provoke a detained 

person”.  

 

“Particulars of every case of use of force shall be recorded by the manager in 

a manner to be directed by the Secretary of State, and shall be reported to the 

Secretary of State” 

The rules go on to mandate Rule 45 the General Duties of Officers. These 

require that: 

 

“An officer shall inform the manager and the Secretary of State promptly of any 

abuse or impropriety which comes to his knowledge”  

 

“Detainee custody officers exercising custodial functions shall pay special 

attention to their duty under paragraph 2(3) (d) of Schedule 11 to the 

Immigration and Asylum Act 1999 to attend to the well-being of detained 

persons.”  

 

120. In ensuring the well-being of those detained significant responsibilities are placed 

in the health care team. Rule 33 (2) notes they “shall be responsible for the care 

of the physical and mental health of the detained persons at that centre”. Rule 35 

(5) details that “The medical practitioner shall pay special attention to any 

detained person whose mental condition appears to require it, and make any 

special arrangements (including counselling arrangements which appear 

necessary for his supervision or care”. 

 

121. Unfortunately, as is evident from the multiple failings illustrated in the Panorama 

film and described above, the explicit rules and values of the IRC appear 
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substantially divorced from the reality on the ground.  The safeguards i.e. Rule 

34/35 (DCR 2001) put in place to identify and secure release of the vulnerable 

appear to have significantly failed (Shaw 2016 and  2018). The consequences are 

that vulnerable people are detained in conditions where their needs cannot be met. 

In an environment which is unsuitable, supported by a workforce inadequate in 

number to provide care, insufficiently trained in mental health, and with no access 

to an appropriate range of mental health services including those for trauma. Even 

where their mental health needs are identified there appear to have been 

difficulties facilitating their release or transfer to a hospital setting leading, it 

would appear, to prolonged stays in settings acknowledged to be having an 

adverse impact upon their mental health.  In these settings, at least in part because 

their needs cannot be met, their behaviour is managed via the use of prison service 

C&R techniques including pain and the inappropriate use segregation.    Rule 35 

is it appears not working as anticipated and requires either revision or 

replacement. 

 

122. Wardhaugh and Wilding's writing about an abusive culture that had developed in 

residential childcare in Staffordshire defined corruption as involving an “active 

betrayal of the values upon which the organisation is supposedly based” 

(Wardhaugh and Wilding’s 1993:5).  This corruption does not appear to have 

been prevented by the framework or mechanisms intended to do so. These include 

the Home Office Immigration Enforcement Department. Their stated role (Home 

Office 2016) includes both: (1) acting as the interface between detainees and 

their Home Office caseworkers; and (2) monitoring service delivery to ensure that 

the standards, specifications and statutory requirements in the contacts with the 

Home Office are being met" 

 

123. However, it appears that the Home Office was aware, prior to the Panorama film, 

that there were systemic failings in the application of the policies and procedures 

put in place to safeguard vulnerable adults with severe mental health needs. These 

had been highlighted by Shaw (2016). The Home Office responded to these 

concerns by introducing the Adults at Risk (AAR) policy and Statutory Guidance. 

Unfortunately, AAR represented a different approach to determining eligibility 

for detention and in doing so abandoning the previous policy of detaining 

vulnerable people only in “very exceptional circumstances”. Central to the 

decision-making process of AAR is a judgement about levels of evidence of harm 

and which seeks to balance identified evidence of risk against the priorities 

around the individual’s immigration status.  This appears to have resulted in the 

ongoing detention of significant numbers, possibly even more than previously, of 

people with serious and even severe mental health problems in a service not 

designed or resourced to meet their needs (Shaw 2018).  The previous policy set 

out in Chapter 55 of the Enforcement and Immigration Guidance (EIG), i.e.: a 

general presumption against detention, and that vulnerable person should not be 

detained in the absence of exceptional circumstances, represents a stronger 

safeguard (Shaw 2018). 
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124. In addition to the Home Office Immigration Enforcement Department, the 

Independent Monitoring Board (IMB) provides an important further level of 

safeguarding in principle. The IMB, referred to as the Visiting Committee in the 

context of immigration detention, is appointed by the SSHD under s.152 of the 

Immigration and Asylum Act 1999. Each detention centre has its own visiting 

committee with all members being volunteers. Their primary duty under the 

Detention Centre Rules is to satisfy themselves as to “the state of the detention 

centre premises, the administration of the detention centre and the treatment of 

the detained persons”. In exercising their duties, the Visiting Committee should 

meet at the detention centre 8-12 times annually and conduct a schedule of visits, 

including visits by at least one member of the Committee each week. The 

committee should visit any detainee:  

▪ removed from association under rule 40;  

▪ temporarily confinement under rule 42; 

▪ subject to special control or restraint under rule 43 within 24 hours of the 

detainee being subject to such  

 

125. Their role in hearing and inquiring into any complaint or report that a detained 

person or any other person wishes to make to them or him including where a 

detained person’s health, mental or physical, is likely to be injuriously affected 

by any conditions of his detention is also potentially significant (Detention Centre 

Rules 2001). 

 

126. Unfortunately, in this instance, it would appear either that such complaints did 

not come forward, or that they were not acted upon. The reasons why potential 

individual complainants may not have raised issues with the Visiting Committee 

or other agency or body will be diverse, reflecting the unique circumstances of 

the detainee. The reasons identified in multiple inquiries into abusive practice as 

to why people did not use the complaints procedures available tend to group into 

three main areas: 

 

(a)  Abuse normalization. The victims came to accept the practices they were 

subject to as ‘just the way things were around here’. They were therefore 

not seen as abusive and did not cross the individuals’ threshold for reporting 

which had been shifted by their experience.  

 

(b)  Distrust of the institutions and the people involved in the reporting 

processes. The victims thought that  i) they would not be believed ii) the 

accounts of staff would be preferred iii) even if they were believed no action 

would be taken against the perpetrators. Their experience of torture is very 

likely to make them vulnerable. Those who have experienced torture may 

find it particularly difficult to trust others (Faculty of Forensic Medicine 

2019). This is supported by the testimony of D1851 “There is nothing you 

can do. You have a feeling that the people you might actually report them 

to are probably even worse than they are”. It is also supported by the 

testimony of Anna Pincus who observes that “most people that we met did 

not feel safe enough to make a complaint”. Such perceptions are supported 
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by the initial lack of response to allegations made by D2953 that he had 

been assaulted (CJS001506_20-37 – Physical Assault Allegation Made by 

D2953 – 13 FEB 2018) 

 

(c)  A belief that reporting abuse would result in retaliation by those against 

whom the complaint was made, by their colleagues and by those involved 

in decisions in their case (Witness statement Jamie McPherson). The means 

for staff to retaliate i.e. C&R and segregation being readily available and 

evidently used without sufficient oversight to prevent their misuse to such 

an end. As the testimony of D1851 observes “Is better you just shut up, 

because if I complain, in my understanding, if you make complaint and they 

listen, which in my experience no complaint, even through verbal, has ever 

-- anything has been done about it, but if they ever did, they will have to get 

the person involved. And according to information that goes around about 

some of them, you don't want to have any bad stuff with people like that. 

You don't”.  

 

127. In a scenario such as an Immigration Detention Centre, all three are possible and 

it seems from the chat of a Control and Restraint Officer about the need to ‘fuck’ 

a detainee up entirely credible. What this means in practice for detainees is that 

they are profoundly vulnerable with no credible source of help should they 

experience abuse, “no system of oversight at Brook House and no safe place in 

which to report staff who had crossed the line” (Witness statement D1713). A 

situation unfortunately which only too many detainees may have had previous 

experience of. 

 

128. Given, however, that it is widely known that institutions sharing the 

characteristics of Brook House are particularly prone to corruption it can be 

argued that such reactive approaches essentially designed to detect non-

compliance will always represent an unsatisfactory and failure prone approach. 

A view recently expressed by the (Care Quality Commission (2019). Reactive 

systems depend on data being reported or complaints or allegations being made. 

As discussed, the first condition depends on staff and the institution management 

adhering to the relevant policies and is failure-prone.  The second condition as 

explored depends on complaints being raised when doing so may be perceived as 

involving significant risks to the complainant and cannot, therefore, be relied 

upon. It is clear that the fear of potential negative consequences of raising 

complaints applied not only to detainees but also to staff.  

 

129. Rule 45.2 of the Detention Rules 2001 states that: “An officer shall inform the 

manager and the Secretary of State promptly of any abuse or impropriety which 

comes to his knowledge”.  

 

130. However, it is clear that although staff do appear to have been told during training 

“that DCOs could raise concerns to DCMs” such training had little effect. This is 

unsurprising given it appears it was “DCMs who were involved in abuse” and 

staff “who complained about treatment” faced “marginalization, bullying, 
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intimidation”. Staff, “could flagrantly brag about the mistreatment of detainees 

and speak in derogatory or even racist terms about them in front of groups of 

officers in the culture of silence which allowed the abuse to persist because they 

knew staff would never complain”. (Callum Tulley witness testimony) Owen 

Sayed (witness testimony) observes that “having a reputation of a snitch would 

make job difficult” reporting misconduct could lead to ostracization and 

victimization such that potential complainants “were silenced and became 

complicit by their silence”.  

 

131. Even proactive strategies have significant weaknesses. Pre-announced 

inspections that allow services time to prepare and to stage-manage 

demonstrations of appropriate attitudes and practice whilst inspectors are present 

and revert to poor and abusive practice when they are gone are of limited value 

(Department of Health 2012). In depth inspections where inspectors spent several 

days on site including shadowing staff they choose to work alongside on shifts 

and unannounced inspections are needed (Department of Health 2014). in order 

to assess compliance and prevent abusive practices “that may be well hidden from 

those who do not have direct access”   

 

132. Whilst a more robust inspection process is needed it is of course better to prevent 

the development of toxic and corrupted cultures and all that goes with them. The 

quest for such preventative approaches is not new, Tuke (1813:54) describing one 

of the earliest approaches to the reduction of the use of restraint which came to 

be known as ‘ moral treatment’, explained that it was “A system which, by limiting 

the power of the attendant” made  “it his interest to obtain the good opinion of 

those under his care”. This approach, he argued, provided more “effectually for 

the safety of the keeper, as well as of the patient” than the “chains, darkness, and 

anodynes” (Tuke 1813: 54) that might otherwise be used. 

 

133. Whilst Tuke’s observations continue to hold true in some respects more 

contemporary thinking would stress the need to embrace 'whole organisation’ 

approaches based around trauma informed applications of the public health model 

(Gooding, 2018) The public health approach to prevention stresses that 

prevention must always be thought as having three discreet elements i.e. primary, 

secondary and tertiary. In its most recent expositions, a fourth element i.e. 

recovery is added. 

 

134. Primary prevention encompasses both action at every level of the organisation to 

address systemic triggers and action at the level of the individual to identify his 

or her individual triggers. The former encompasses environmental design, 

resources, staffing, training, leadership, supervision, and culture. The approach 

stresses the need to establish and sustain relational security in order that relational 

holding whereby the distress of a detainee is managed via empathy built on trust 

and not restraint. Such an approach does not neglect or seek to underplay the need 

for either procedural security  i.e. the policies and procedures designed to 

maintain safety and security  or physical security i.e. the physical means e.g. 

fences, locks, personal alarms, etc., that help keep people safe (Allen 2010). 
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Developed and piloted in secure and high secure mental health services that share 

a number of key characteristics with Immigration Detention Centres it focuses on 

the climate of the setting an area clearly requiring explicit attention at Brook 

House.  There is now substantial expertise and experience in its application within 

Forensic Psychiatry and Psychology which could readily be drawn upon to 

facilitate its implementation (Allen 2016). 

 

135. Safewards (https://www.safewards.net), an approach now widely used in the UK 

and internationally, was developed from a program of research into the root 

causes of conflict in acute mental health and contains a series of discreet 

interventions. There are ten discreet interventions each of which targets a source 

of conflict or the better management of conflict via de-escalation. These include: 

Clear Mutual Expectations, Soft Words, Talk Down, Positive Words, Bad News 

Mitigation, Know Each Other, Mutual Help Meeting, Calm Down Methods, 

Reassurance, and Discharge Messages. The approach has been used and 

evaluated within a number of forensic mental health settings (Maguire et al. 2018) 

and could readily be adapted. 

 

136. Six core strategies (National Association of State Mental Health Program 

Directors 2014), an approach originally developed in the US to underpin efforts 

to reduce the misuse of restraint in mental health services, has now been robustly 

evaluated in a number of forensic mental health settings including high secure 

(Repo-Tiihonen et al 2013).  As with Safewards it has a number of discreet 

elements, in this instance as the name suggests six. These comprise:  

▪ Leadership in organisational culture change. (a 3 day training package for 

senior management staff up to and including CEO) 

▪ Using data to inform practice. 

▪ Workforce development. 

▪ Inclusion of families and peers. 

▪ Specific restrictive intervention reduction interventions (using risk 

assessment, trauma assessment, crisis planning, sensory modulation, and 

customer services). 

▪ Rigorous debriefing. 

 

137. The program has now been adopted for use in UK mental health services forming 

a core element of ‘restrain yourself’, a multi site project seeking to reduce the use 

of seclusion and restraint (https://www.health.org.uk/improvement-

projects/restrain-yourself-reducing-physical-restraint-within-mental-health-

inpatient).  There is thus substantive UK experience and expertise which the 

Home Office and Brook house could draw upon in order to develop an adapted 

intervention.  

 

138. What six core strategies appears to do is to combine what have sometimes been 

described as two discreet approaches, i.e. the explicit targeting of the use of 

specific coercive measures through oversight, analysis, and robust review and the 
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introduction of an overt therapeutic model (Bryson et al 2017). The need for an 

overt therapeutic model reflects concerns that in its absence there will instead be 

a series of implicit models used typically somewhat below the level of 

consciousness that practitioners use to inform their judgments decisions and 

actions. In secure settings classic ‘discourse of deviancy’ is often encountered. 

This is a frame of some antiquity whose assumptions are that deviants (whether 

real or imaginary) are readily identifiable, the reasons for their deviance exist 

wholly within the individual and social actions to control or punish them are thus 

readily justifiable. Moreover, because such actions serve to clarify moral 

boundaries between the good and the bad that must always be maintained, a 

failure to punish the deviant cannot be tolerated (Leadbetter et al. 2005).   

 

139. In six core strategies, the deviancy frame is challenged and replaced with a trauma 

lens. This seeks to change the focus from 'whats wrong with you?' an approach 

that frames the problem as one residing within the individual which may be cured 

by medication or suppressed by punishment. Instead, the focus becomes 'what 

happened to you'? This frames the problems as a consequence of trauma and 

promotes interventions that acknowledge and address the impact of trauma on the 

individual, the team, the organisation and the wider community (Miller et al. 

2012). The values of trauma informed approaches are explicit and encompass 

Safety, Trustworthiness, Choice, Collaboration, and Empowerment. 

 

140. These approaches are already being trialed in the UK in a number of prisons and 

there may be some existing expertise within the Home Office that may readily be 

called upon for advice and guidance. See https://www.rsph.org.uk/about-

us/news/trauma-informed-prisons-project-tipp.html.  

 

141. Irrespective of the primary prevention strategy, it must be complemented by  the 

training and use of secondary prevention strategies (Skills for Care and Skills for 

Health 2014).  Such strategies encompass a range of verbal and non-verbal 

distraction, diversion, and calming strategies often described under the broad 

heading of de-escalation (Spencer and Johnson 2016). I note Shaw (2016) called 

for staff DCOs to be trained in de-escalation and the reference to de-escalation in 

the relevant prison service guidance (HM Prison Service 2005) but I noted no 

evidence of any use of a recognised de-escalation technique in the Panorama 

documentary or any of the documentation I reviewed suggesting either that staff 

had not been trained or as noted previously that the culture within Brook House 

did not support the use of the practice  

 

Conclusion 

 

142. Unfortunately, it has long been observed that the legitimatization of forms of 

coercion such as restraint or seclusion may result in scenarios in which staff 

acquire “the wrong sense of their personal power”(Page 1904:592). Empowered 

by their role and their ability to restrain and  segregate detainees dehumanized by 

their reduction to a failed asylum seeker label, staff may neglect the need to build 

the relationship of trust necessary to engender safety opting in favour of 
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“peremptory and sometimes arbitrary commands whose disobedience will result 

in intervention”  (Page 1904:592).  

 

143. There are a number of substantive initiatives with at least some supporting 

evidence of their effectiveness potentially available, which could be adopted by 

Brook House and mandated by the Home Office.  A note of caution in the 

advocacy of any specific intervention or combination thereof is though warranted. 

Summed up eloquently by Pawson et al (2005:21) “we are dealing with complex 

social interventions, which act on complex social systems...These are not magic 

bullets which will always hit their target, but programmes whose effects are 

crucially dependent on context and implementation”.  

 

144. It cannot thus be assumed with confidence that interventions, which may have 

achieved success in some mental health settings will necessarily be successful 

even in other notionally similar mental health settings, never mind in the very 

different context of an IRC.  Acceptance and adherence to the intervention in 

question represent critical variables and these are in my view much more likely 

to be problematic when an intervention designed for one setting is attempted to 

be applied in a very different one (Baumgardt et al. 2019).  There would in my 

view be significant challenges in attempting to do so and absolutely no guarantee 

of success.  

 

145. Ultimately therefore it would in my view be insufficient for the Home Office to 

mandate the adoption of such approaches by their contractors despite the potential 

benefits some may offer. Reducing the misuse of restraint and segregation is 

desirable and would be likely to reduce the risk of trauma to all IRC detainees 

and also staff and not just those who are vulnerable.  IRC are not prisons and 

while both restraint and segregation may be necessary in extremis the use of 

NOMS C&R has contributed to the development of a corrupted culture.  One in 

which it appears all too many staff may profess they “love doing C&R” (testimony 

of Owen Syred). Such a culture requires very deep change indeed.  

 

146. The overarching purpose of an IRC is though fundamentally not about providing 

treatment, it is to contain prior to enabling removal from the country. Addressing 

its present evident toxicity is needed but the environment will always remain 

unsuitable, the staffing levels inadequate, the workforce insufficiently trained, 

and access to services such as psychology and occupational therapy severely 

lacking in comparison to specialist mental health services. The lack of access to 

the necessary reflective practice supervision and the mix of people being 

supported would continue to create a fertile environment in which a corrupted 

culture could flourish. The culture of disbelief that is pervasive across the 

institution “heard not only from DCO’s”, “but from some managers” and “some 

senior managers” interview with Dominic Aitken) would in my opinion be likely 

to result in passive or active sabotage of efforts to provide an appropriate level of 

care for those with mental health issues. Stating in policy that segregation should 

“not be used as a normal means to manage detained individual with serious 

psychiatric illness or presenting with mental health problems” is laudable (Home 
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Office 2020: 11 ). However, such warm words do not address the fundamental 

unsuitability of the setting of an IRC to support such vulnerable individuals, 

which is the root cause of the misuse of force and segregation.  

 

147. ‘Detention Services Order 03/2016: Consideration of Detainee Placement in the 

Detention Estate’ (Home Office 2016) provides guidance for Home Office staff 

on how to complete a risk assessment before any person is placed in immigration 

detention. This process is it appears failing to identify individuals with mental 

health conditions whose condition is at serious risk of deterioration if they are 

detained. One of the stated intentions of the Immigration Act 2016 s 59 is to 

contribute to a “reduction in the number of vulnerable people detained and a 

reduction in the duration of detention before removal”. However, clinical studies 

continue to report high levels of mental illness including clinically significant 

levels of PTSD, depression and anxiety symptoms within the detained population 

(Royal College of Psychiatrists Position Paper: Detention of people with mental 

disorders in immigration Removal Centres: Updated Position Statement in 2021, 

RCPsych PS 02/2021). More anecdotally the GDWG group report prepared for 

the Shaw inquiry in 2017 notes that whilst they saw only a limited proportion of 

those detained within Brook House some 25% of the 220 seen disclosed they had 

a diagnosis of mental illness many with multiple diagnosis and complex 

presentations including psychosis (VER000106 – GDWG Evidence for Stephen 

Shaw Inquiry – NOV 2017).  Importantly, they noted that many others who might 

not meet strict diagnostic thresholds appeared psychologically vulnerable with 

high levels of anxiety and depressed mood.  The perspective from within the 

Detention Centre was  “over a ten year period at least 20% of detainees were 

suffering from severe mental illness, and approximately 60% were suffering from 

minor to moderate mental health issues such as depression” (Testimony Owen 

Syred ). 

 

148. Shaw (2016) recommended that an unequivocal presumption against detention 

for those with a serious mental illness unless there were compelling grounds of 

public safety should be adopted and rejected the notion that serious mental illness 

can be satisfactorily managed in a setting such as Brook House IRC. I would 

concur with his assessments. That vulnerable individuals with significant mental 

health issues should not be admitted to a service that is not designed, staffed or 

resourced to meet their needs and because it cannot meet their needs makes 

recourse to restraint and segregation to manage crises which are manifestations 

of their condition and potentially exacerbated by the conditions of their detention 

should be self-evident. The MH Act Code of Practice (Department of Health 

2015: 245) states that patients 'including those who may present with behavioural 

disturbance should receive treatment in a safe environment.    The Department of 

Health (2012) in its final report into the corrupted culture involving abuse and the 

misuse of restraint, which had developed within Winterbourne view a private 

hospital for people with learning disabilities and autism concluded ‘we should no 

more tolerate people being placed in inappropriate care settings than we would 

people receiving the wrong cancer treatment’.  The abiding principle applicable 

must always be that of the ‘equivalence of care’ (Joint Prison Service and 
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National Health Service Executive Working Group, 1999, Council of Europe 

2004, World Health Organisation 2007, Committee for The Prevention Torture 

2007).   

 

149. In any scenario when a significant mental health crisis presents the individual 

should either be transferred to an in-patient mental health facility for treatment or 

where the conditions of detention are causing or contributing to the crisis and it 

is judged that release from detention will produce improvement and avert further 

deterioration, then the person should be released to a community setting. 

Supporting individuals with significant mental health issues in acute crisis 

particularly those at high risk of self-harm or suicide requires continuous access 

to the levels of expertise only available in mental health services. These should 

be staffed by suitably trained and qualified mental health staff with particular 

expertise in trauma-informed practice, cross-cultural mental health issues, and in 

mental health issues relevant to asylum seekers and victims of torture. A 

persistent failure to do so has left vulnerable detainees at risk of mental and 

physical abuse by a minority of uncaring disbelieving staff “whose default 

position was to make their life difficult” (Testimony of Owen Syred ) and others 

who by their inactions enabled it.  

 

150. It is my opinion that the fact that failings of Brook House were not identified and 

action not taken by G4S indicates a failure by the provider to develop and 

implement robust oversight mechanism and internal quality assurance strategy.  

However, it also reflects a critical failure at the most senior level of both G4S and 

the Home Office to apprehend and take seriously the very real danger of a 

corrupted culture developing in a closed institution such as Brook House. The 

frequency of whistle blowing complaints submitted to G4S from Brook House 

(Testimony of Owen Syred) should have served as a red flag. The complete 

absence of rule 35.2 reports being submitted to the Home Office should have 

served as another (Testimony of Owen Syred). The known vulnerability of closed 

institutions to becoming corrupted mandated the development and 

implementation of robust oversight, monitoring and inspection methods.  Such 

failings ultimately allowed a culture to develop and be perpetuated in which the 

human rights of vulnerable individuals were routinely violated and in which the 

individuals who suffered and staff who had concerns felt unable to safely raise 

their concerns. 
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Statement of Truth 

 

I confirm that I have made clear which facts and matters referred to in this statement 

are within my own knowledge and which are not. Those that are within my own 

knowledge I confirm to be true. The opinions I have expressed represent my true and 

complete professional opinions on the matters to which they refer. 

 

I understand that proceedings for contempt of court may be brought against anyone 

who makes, or causes to be made, a false statement in a document verified by a 

statement of truth without an honest belief in its truth. 

 

I am content for this statement to form part of the evidence before the Brook House 

Inquiry and to be published on the Inquiry’s website.  

 

Name Brodie Andrew Paterson  

 

Signature 

 

 

 

Date 21.01.22  
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