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1                                     Wednesday, 30 March 2022

2 (10.00 am)

3 MS TOWNSHEND:  Good morning, chair.  This morning we will

4     hear from Jon Collier.

5            MR JONATHAN STEPHEN COLLIER (affirmed)

6                 Examination by MS TOWNSHEND

7 MS TOWNSHEND:  Mr Collier, please could you give your full

8     name.

9 A.  Jonathan Stephen Collier.

10 Q.  Is it correct that you have provided three reports to

11     this inquiry, the first with reference <INQ000111>,

12     which is dated 17 January 2022?

13 A.  Yes.

14 Q.  And the second, which has a URN of <INQ000158>, which is

15     your supplementary report, dated 3 March of this year?

16 A.  Yes.

17 Q.  And the third, which is your second supplementary

18     report, with <INQ000177> as the reference, dated

19     17 March 2022?

20 A.  Yes.

21 MS TOWNSHEND:  Chair, may they be adduced into evidence?

22 THE CHAIR:  Thank you.  Indeed.

23 MS TOWNSHEND:  I want to just summarise, first, your three

24     reports in terms of what you were asked to consider and

25     what you did consider.  In the first report, it is
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1     189 pages, that is your main report, where you have

2     reviewed 43 incidents and assessed them against the

3     required standards on use of force.  You have come to

4     various conclusions, which can be broken down into

5     themes, and then have put forward recommendations based

6     on those themes.  Is that correct?

7 A.  Yes, and findings and recommendations at the end, yes.

8 Q.  The second report, your first supplementary report, that

9     is 100 pages, and that answers questions of

10     clarification, questions that were based on new

11     evidence, both live evidence from both phases of

12     the inquiry -- phase 1 and 2 -- and detailed questions

13     from core participants?

14 A.  Yes.

15 Q.  Then, finally, the third report, the second

16     supplementary report, was a shorter report, 17 pages,

17     where you consider additional footage that was provided

18     by G4S relating to use of force incidents which you'd

19     already considered and for which, in the case of four

20     incidents, you changed your mind about, in terms of

21     whether they were of concern or not?

22 A.  That's correct.

23 Q.  I want to first ask you about your current role and your

24     qualifications.  In your first report, at appendix 1,

25     you set out that you are currently the operational
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1     practice delivery manager within the National Incident

2     Management Unit of HM Prison and Probation Service.  Can

3     you just briefly explain what that means day to day?

4 A.  Well, that has sort of many facets to it.  Part of it is

5     to provide subject matter expert opinions on either

6     criminal investigations or police/CPS, coroners'

7     inquests and internal disciplinary hearings.  It is also

8     to look at the actual practice out in establishments to

9     ensure good governance, to ensure that practice

10     replicates what's in policy, what's in training, and

11     that establishments have got assurance on their

12     management and oversight of use of force.

13 Q.  You have got 27 years of experience in use of force

14     training, operational management of use of force,

15     investigations into use of force, and providing expert

16     reports for litigation; is that right?

17 A.  That's correct, yes.

18 Q.  In terms of your experience as a use of force

19     instructor, you have been the national lead for

20     training, delivery and development?

21 A.  Yes.

22 Q.  In terms of operational manager, you have responded to

23     serious incidents.  I assume live; is that right?

24 A.  Yes, serious acts that required national support above

25     what they could manage locally, yes.
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1 Q.  And you have acted as the National Tactical Response

2     Group's litigation and subject matter expert on your use

3     of force incidents, and you also have previous

4     experience assisting with external agency

5     investigations.  Could you give us an example of one of

6     those external agency investigations, what you mean by

7     that?

8 A.  That's for agencies that are approved users of the use

9     of force curriculum developed by HMPPS, so that could be

10     the Home Office or partner agencies, such as secure

11     training centres and other areas like that, that use

12     curriculum involving use of force that has been approved

13     by the Prison Service.

14 Q.  In terms of expert reports for litigation, are you able

15     to give an example of when you've given an expert

16     opinion on use of force?

17 A.  For a lot of times on litigation, it is more to do with

18     civil claims, so it is whether an injury to either

19     a prisoner or to a member of staff through either a live

20     incident or from training -- in staff circumstances,

21     through a training incident.  So it's to provide reports

22     to make sure that everything was done correctly, that

23     the safe systems of work, the risk assessments, had been

24     followed correctly, and to also take away learning from

25     it to avoid repeat similar incidents.
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1 Q.  Your expertise is based in the Prison Service, as

2     opposed to IRCs, immigration removal centres, in

3     particular.

4 A.  Yes.

5 Q.  Is the same manual and training used in relation to IRCs

6     as prisons?

7 A.  It is, yes.

8 Q.  You have visited, Brook House, haven't you, in the

9     course of this inquiry?

10 A.  Yes.

11 Q.  And you have watched some evidence from the inquiry and

12     read transcripts?

13 A.  Yes.

14 Q.  Which parts of the evidence have you watched?

15 A.  The footage?

16 Q.  In terms of the inquiry hearings?

17 A.  The incidents?

18 Q.  Sorry, I'm not being clear.  Rather than the footage of

19     the use of force incidents themselves, have you watched

20     any footage of the inquiry itself?

21 A.  Oh, sorry.

22 Q.  Other witnesses giving evidence?

23 A.  Yes, I have, yes.

24 Q.  Which witnesses have you watched?

25 A.  Some of the DCMs: DCM Webb, DCM Dix, Povey-Meier,
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1     Mr Petherick, Ben Saunders.  Some of the medical

2     experts -- I can't recall their names.  So it's

3     literally watched sort of intermittently during my day

4     job, yes.

5 Q.  And you have read transcripts of, I think, almost all of

6     the DCMs and the DCOs who have given evidence?

7 A.  Yes.

8 Q.  And certainly ones who have been involved in the use of

9     force incidents which you have reviewed?

10 A.  Yes.

11 Q.  Before writing your reports for this inquiry, you had

12     some familiarity with the inquiry subject matter, given

13     the fact that you provided three reports to

14     Sussex Police, in February 2018, concerning the incident

15     shown in Panorama which has been referred to in this

16     inquiry by some as "the choke hold" by Yan Paschali on

17     D1527?

18 A.  Yes.

19 Q.  That's something we are going to come to later this

20     morning.  I want to ask you now about the methodology

21     that you used to draft these reports.  You have, in your

22     first report, at pages 4 and 5 -- there is no need to

23     turn to it unless you need to -- listed ten categories

24     of documents which you were provided with by the

25     inquiry.  They included: Home Office PSU investigation
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1     reports; G4S use of force reports -- and by that we mean

2     the witness statements that were provided by each

3     officer; G4S policy and procedure documents; management

4     reports; training documents and risk assessments;

5     walk-through video and plans of the physical environment

6     of Brook House; IMB logs and reports; Gatwick IRC

7     meeting minutes and policies; and then the detainee

8     records and complaints.

9         In terms of footage, you were provided with the

10     broadcast and unbroadcast BBC footage, the CCTV,

11     body-worn camera footage and footage from handheld

12     devices.  In relation to each of those incidents, you

13     reviewed all of those categories of relevant

14     documentation which the inquiry has; is that right?

15 A.  Yes.

16 Q.  In terms of your instructions, which you set out at

17     paragraph 5 of your first report, you were asked to

18     provide your opinion on the background of the use of

19     force, which we will come on to, the standards to be

20     expected, training, and, in particular, on whether each

21     individual instance of use of force was reasonable,

22     necessary, no more than necessary -- that no more force

23     than was necessary was used, and whether it was

24     proportionate or not.  You were also asked whether the

25     incidents were recorded properly, whether they were --
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1     use of force in general was subject to rigorous

2     governance and oversight, and also to examine if there

3     were any particular considerations when using force

4     against vulnerable detained persons.

5         You have reviewed 43 incidents, and, of that 43,

6     originally there were 22 of concern.  Is it right that

7     they are in the first part of your report?

8 A.  Yes, I identified those in the first report, yes.

9 Q.  You stated that a large percentage of those incidents

10     were justified on the basis of failure to comply with

11     removal orders or move to CSU for good order and

12     discipline?

13 A.  Yes.

14 Q.  But there were also other incidents that were to prevent

15     self-harm, using personal safety following a fight,

16     preventing assault, and so on.  How different is that

17     from the prison environment, in terms of the reasons

18     used for force?  Obviously, there isn't a failure to

19     comply with a removal order, but, say, good order and

20     discipline may be a kind of equivalent?

21 A.  I think there is something very similar to removal

22     order.  Quite often, in a prison environment, you will

23     have people that refuse to go to court, for instance.

24     So if a judge has ordered the production of someone in

25     court and they refuse to go.  So I'd say that's probably
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1     the closest link between the two.  So in them

2     circumstances, very much the same as with the removal

3     orders for detained persons, it would be that, once all

4     reasonable efforts had been made, if there was no other

5     option left, then force would be used to carry out that

6     lawful instruction from either a judge or a removal

7     order.

8 Q.  In terms of percentages -- perhaps you can't give

9     a specific percentage, but in terms of the proportion of

10     use of force incidents where the reasons are given, is

11     it about the same, would you say, in a prison than it

12     is, in your experience, in the --

13 A.  It is very hard to judge.  Different prisons serve

14     different sort of models.  They have different sort of

15     focus.  So it will very much differ.  More than likely,

16     it would be a local prison where -- the incidents of

17     removal to court, because that's where people on remand

18     are held.  So that's the ones where more court

19     appearances would be required.  So it is very difficult

20     to work out an estimate there.

21 Q.  I want to move on to the legal and policy framework

22     which you applied when looking at those 43 incidents.

23     In fact, before we do, of those 43 incidents, you found

24     22 of concern, but, now that you found in your third

25     report, having looked at the footage, would those four
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1     incidents which related to -- we will come on to them

2     during the course of your evidence, but would those four

3     incidents which were relating to the concern that force

4     wasn't used as a last resort, would they now be counted

5     as one of those areas -- as one of these incidents of

6     concern?

7 A.  Yes, they would, yes.

8 Q.  So that makes 26 of the 43 incidents which you saw, so

9     just over half?

10 A.  Yes.

11 Q.  Moving on, then, as I said, to the legal and policy

12     framework to be applied, your report is based on the

13     framework of techniques and requirements of the HMPPS

14     model --

15 A.  Yes.

16 Q.  -- which is then associated with the 2015 training

17     manual; is that right?

18 A.  That's correct, yes.

19 Q.  The manual is a very lengthy document -- 328 pages --

20     and that sets out the theory, physical techniques, roles

21     and responsibilities for planned removals, versus

22     unplanned use of force, and specifics about specific

23     techniques that are used, such as relocation, personal

24     safety techniques, and so on.

25         Is it right that that document doesn't cover every
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1     eventuality?

2 A.  No, it gives a basis of techniques that staff can use.

3     It sets out the policy, so it reflects the

4     Prison Service order that was in force at time, which is

5     PSO 1600, and the amendment, which is PSO 30/2015.  So

6     it reflects the policy.  The techniques are designed to

7     be adaptable to many different situations.  It is

8     impossible to put a training manual together that will

9     cover every eventuality that a prison officer/detention

10     centre officer would face in the course of their duty.

11 Q.  Therefore, you have to rely on officers to use their

12     training and experience to respond to specific

13     incidents?

14 A.  Yes, you expect officers, when they respond to

15     incidents, who'll have to deal with either

16     confrontational or difficult situations, to adapt those

17     skills and apply them as per the training manual.

18 Q.  The basic principles which we have already touched upon

19     are set out in the use of force training manual.  It is

20     <NOM000001> at page 22.  It is not necessary to look at

21     it now.  But, essentially, they are: is force necessary;

22     is it reasonable in the circumstances; is it

23     proportionate in the circumstances; and is no more force

24     used than necessary?  Those seem to be the cornerstone

25     of every incident which you judge against?
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1 A.  Yes.

2 Q.  Are those the principles to judge it against?

3 A.  Yes, that's the criteria that I would use for any

4     incident, regardless of whether it was a coroner's

5     inquest, whether it was an inquiry like this or an

6     internal investigation.

7 Q.  You have drafted in your first report, paragraphs 8

8     and 9, that there is a distinction between force used as

9     self-defence, which is obviously -- can be deemed as

10     necessary, and force used because a -- and you say

11     prisoner, "has refused to obey a lawful order".  You say

12     it is important to look at the harm that staff are

13     trying to prevent, so risk to life and limb, property

14     and good order of the establishment.  Although you have

15     referred to "prisoner" there, is it applicable to

16     a detained person in an IRC as well?

17 A.  Yes, that's a direct quote from PSO 1600 and the use of

18     force training manual, which makes every reference to

19     a prisoner, but as the system has been adopted by the

20     Home Office, then it would apply to a detained person as

21     well, yes.

22 Q.  So does a lawful order, so the refusal to obey a lawful

23     order, does that also include an order to be -- a lawful

24     order to be removed from the country?

25 A.  Yes, it could do, yes.
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1 Q.  Or to CSU?

2 A.  Yes.

3 Q.  That is, as you said, the majority -- that makes up the

4     majority of the use of force incidents?

5 A.  Of the ones that I reviewed, yes.

6 Q.  Of the ones you reviewed, yes.

7 A.  Yes.

8 Q.  I should say, from there, that there were 109 use of

9     force incidents which the inquiry had documentation for,

10     and so that's just under half of the incidents which

11     were provided to you?

12 A.  Okay.

13 Q.  Then, looking at the Detention Centre Rules, rule 41,

14     which you quote at paragraph 7 of your first report, it

15     says:

16         "Use of force 1.  DCOs dealing with a detained

17     person shall not use force unnecessarily and when the

18     application of force to a detained person is necessary,

19     no more force than is necessary shall be used."

20         Essentially, reflected in what we have already said

21     in the training manual.  Secondly:

22         "No officer shall act deliberately in a manner

23     calculated to provoke a detained person."

24         We will come on to one of the incidents in which

25     that, unfortunately, was not followed, in a moment.

Page 14

1     Then at page 10, paragraph 18, you quote from PSO 1600,

2     which we have already mentioned, and, just for the

3     inquiry's purposes, that is a policy document for the

4     use of force and is applicable within the immigration

5     centres as part of agreed protocols for agencies being

6     authorised to use that curriculum.  Is that right?

7 A.  Yes.

8 Q.  So the "Role of supervisor" section, there is a section

9     there which says that "PPE, when using force, is

10     optional but should only be worn where necessary".  We

11     are going to come on to that as a topic later on.

12         Then we have the Prison Service Instruction 04/2017

13     which came in force on 20 March 2017.  So that was just

14     before the relevant period.  You quote in your report

15     the section, paragraph 2.8, in relation to body-worn

16     cameras?

17 A.  Yes.

18 Q.  That, again, is something that we will come back to.

19     Essentially, what we see there is that it must be used

20     where there has or may be required -- where an officer

21     has or may be required to exercise force, where he or

22     she believes that interaction presents, or is likely to

23     present, a risk to themselves or others, when responding

24     to an alarm or incident, and where necessary and

25     proportionate?
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1 A.  Yes.

2 Q.  I want to move on now to the main body of your evidence,

3     which is in relation to your key findings and

4     recommendations.  What I'd like to do, Mr Collier, is go

5     through seven of the main themes which come out in your

6     report, then use illustrative examples of those, going

7     through, in different detail, various incidents which

8     you have highlighted in your report and look at some

9     footage, and then look at the recommendations that you

10     have provided which relate to that theme and see if,

11     from the evidence we have so far, it is possible to say

12     if that recommendation has been met or not.

13         The seven themes which I have taken from your report

14     and from your conclusions, and which we will go through,

15     are, firstly, an incident which is now infamous within

16     this inquiry, which is the D1527 incident with

17     Yan Paschali.  I alluded to it earlier in terms of

18     the Detention Centre Rule 41 perhaps being breached, or

19     you have said in your report that it has, in terms of

20     provoking a detained person.

21         The second will be about staff incompetence.

22         The third will be use of force on naked detainees,

23     which seems to be a specific problem within Brook House.

24         The fourth is a lack of de-escalation techniques; in

25     particular, the use of PPE and whether it could have
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1     been removed earlier.

2         The fifth is force being used not as a last resort.

3         The sixth is use of force being used against unwell

4     detainees, who offered no threat, including mentally

5     unwell, and we will touch upon whether the current model

6     is sufficient within that topic.

7         And then, finally, monitoring and oversight and

8     criticisms you make in that respect.

9         Before I do that, I want to perhaps start on

10     a positive note, if we can, in terms of best practice.

11     Because there were some themes that you thought were

12     good and, having reviewed those incidents, in your first

13     report, at paragraph 664, you say that there was

14     a particular theme of best practice, which was staff

15     remaining focused when subject to abuse.  So not

16     responding, not being provoked.

17 A.  Yes.

18 Q.  I want to just briefly look at one particular incident,

19     which is -- you say in your report there are two

20     incidents where this is particularly obvious, and those

21     are incidents 133/17 and 135/17.  We can go to your --

22     we will go to one of those, which is 133/17.  It is

23     D1978.  It is in your report, Mr Collier, if you want to

24     have a look.  It is <INQ000111>, page 98 -- 92, rather.

25         I'm just going to read out your conclusions here and
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1     ask you some questions about them.  At paragraph 372,

2     which is on page 92, you summarise the incident as

3     follows.  You say:

4         "[The detained person] had made threats to staff

5     earlier in the day and it was decided that he be moved

6     to CSU under Detention Centre Rule 40.  He had spat at

7     a DCO and pushed another detainee down a flight of

8     stairs during the day."

9         Then moving to paragraph 374:

10         "DCM Dix attempted to resolve the incident at the

11     room door but was met with a negative response.  The

12     team were deployed using PPE, including a shield, and

13     restrained [the detained person] in the room before

14     escorting him to CSU.  On route he continued with the

15     verbal abuse and after being allowed to stand upright he

16     spat at DCM Dix.  He made racist comments toward member

17     of healthcare and continued threats to staff."

18         You say at page 96, paragraph 392:

19         "[The detained person] was a challenging individual

20     who constantly made threats towards staff and used

21     racist and insulting foul language.  Staff did not react

22     and continued in silence."

23         Did you see that as a general theme within looking

24     at those 43 incidents, staff remaining calm when being

25     provoked?
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1 A.  I think that was -- the reason I highlighted it on that

2     particular incident, because there was also some footage

3     from earlier in the day made available, where the

4     behaviours of the detained person would raise concerns,

5     and I think it was because of the level of abuse and the

6     threats being made, the fact he was spitting at staff,

7     I think it was -- you know, it was good practice and

8     certainly evidenced real good self-control by the staff

9     that they just carried on with their duty and carried on

10     with the restraint, using what was reasonable at the

11     time.

12 Q.  There are other elements of that use of force incident

13     which you have said are concerning, and we will come on

14     to those under force being not as last resort, but this

15     is the only area in which you have described best

16     practice.  Were there other elements of best practice

17     scattered throughout the incidents that you saw?

18 A.  There were, and a lot of the times what was good

19     practice on one would be poor practice on another

20     incident.  So they almost mirrored each other but they

21     were managed or dealt with differently.  Levels of

22     interaction by the DCM in charge.  There was one

23     particular incident where the DCM was exemplary, really,

24     in how he managed the situation, how he calmed it down,

25     his interaction with the detained person, but on others
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1     there was -- I won't say negative, but very little

2     interaction, which -- little interaction is probably

3     negative, isn't it?  It doesn't help the situation.

4     It's not what the supervisory role is about.  So I think

5     there is good practice and bad practice evident in very

6     similar situations.

7 Q.  I want to now move to the areas of concern and, firstly,

8     with the incident with D1527 on 25 April.  That's the

9     most serious incident which you reviewed and which we

10     have seen on Panorama and has been called by many, as

11     I said, as "the choke hold incident".

12         If we can please turn first, Zaynab, to <CPS000002>,

13     which is the report to Sussex Police that, Mr Collier,

14     you drafted.  It is dated 6 February 2018.  If we can go

15     to page 3, please, paragraph 10.  You stated here that

16     you were asked specifically by Sussex Police to consider

17     video footage which was provided from the undercover

18     reporting from Callum Tulley.  You describe Yan Paschali

19     stating to colleagues that he would "put him to fuckin'

20     sleep", controlling D1527's head.  D1527 being in the

21     supine position on his back.  You describe Mr Paschali's

22     hand position being around the neck of D1527 with

23     Mr Paschali's thumbs being driven into the neck and

24     throat area.

25         At paragraph 12, over the page, you considered
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1     whether Mr Paschali could have been using the Mandibular

2     Angle Technique, MAT, which is a pain-inducing

3     technique, but you concluded that he was not, due to it

4     being in the wrong position, that it should have been on

5     the ear lobe rather than the throat.  Because he did not

6     follow the correct procedure, it also appeared that he

7     wasn't using the MAT technique.

8         Why was it that you commented particularly on the

9     MAT technique there?

10 A.  Well, from what I recollect, it was a question in

11     discussion with the investigating police officer.  They

12     asked me to consider what techniques possibly could have

13     been attempted at the time, and the reason that MAT came

14     up is because the police also use that technique.  It is

15     a technique within the police training syllabus, and he

16     did ask specifically, was it the MAT he was trying to

17     do.  And my conclusion was it wasn't because it didn't

18     reflect the Mandibular Angle Technique in any way.

19 Q.  You have gone on there at paragraph 13 -- it is the

20     second line down, the middle of the page:

21         "... it is difficult to establish why the

22     potentially dangerous use of pressure around the neck

23     was used.  The detainee was under control and the staff

24     did not appear to be struggling in their attempts to

25     control him ... In this instance ... after the initial
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1     self-harm risk, is relatively low and would not warrant

2     the use of force being applied to a vulnerable area,

3     such as the neck."

4         Can you explain why the neck is particularly

5     a vulnerable area?

6 A.  Well, obviously, any pressure on the neck carries

7     significant medical implications.  Within the medical

8     DVD that all staff receive as part of their use of force

9     training and on every refresher course, the DVD is

10     a mandatory topic that everyone has to watch.  So it

11     gets reiterated to staff, both through the DVD and

12     through training, that any pressure on the neck can have

13     serious consequences.

14 Q.  When you say "serious consequences", do you mean

15     possibly death?

16 A.  Possibly death, yes.

17 Q.  Then continuing at paragraph 14 and over the page, you

18     note that no use of forms [sic] were submitted, despite

19     the requirement for all those use of force to submit one

20     within 72 hours of the incident.  Just pausing there, in

21     general, because we heard from some DCOs that they did

22     not realise that they needed to complete -- not

23     necessarily in this incident, but in general terms, they

24     did not realise that they have to complete use of force

25     forms if they did not physically touch the detained
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1     person.  Is that correct?

2 A.  If they weren't actually involved, according to the

3     policy and the Prison Service model, they don't

4     necessarily have to.  However, I have found out, since

5     I produced that report, that, actually, G4S had a policy

6     in place at the time which said any witnesses should

7     provide a report based on anything they have seen, heard

8     or, you know, observed from that actual incident.

9 Q.  So the policy was, on a nationwide level, the words

10     "involved use of force"?

11 A.  Yes.

12 Q.  And would "involved" be a manager, for example, who was

13     directing?

14 A.  Yes, the supervising officer also has a responsibility

15     to fill in -- they fill in what we call the front cover,

16     which has a number of tick boxes, but there's also

17     a section there for the supervising officer to fill in

18     as well, which should give detail.  My experience, and

19     this probably covers many agencies, is that section

20     isn't filled in with any real depth or any real detailed

21     information.

22 Q.  Then paragraph 15 on the same page, you said you

23     observed numerous examples of staff using inappropriate

24     comments and giving detailed descriptions of how they

25     used force on detainees.  Many of the comments were
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1     racist and disrespectful; some of which we have heard in

2     this inquiry.

3         In paragraph 16, you comment on the fact that no

4     challenge was made by staff who were present and it is

5     contrary to the expectation and responsibility of all

6     staff to report wrongdoing.

7         If you could please bring up Mr Collier's next

8     report, which is annex A, which is <SXP000130>.  It is

9     page 2, please.  This was on 8 February, and it's -- you

10     have said -- you were asked to comment on actions, or

11     lack of action, of other staff, and you said that there

12     is no evidence of inappropriate behaviour being

13     challenged, and even a degree of intimidation of staff

14     following the incidents, as evidenced by DCO Paschali

15     informing staff that the incident was not a use of

16     force.

17         So you were asked specifically about what the other

18     staff should have been doing during this incident and in

19     terms of whether they should have been completing

20     reports.  Ought the other staff had been -- have

21     completed reports, even if they were not -- Mr Paschali,

22     even if he didn't complete the report?

23 A.  Each individual person has their own responsibility to

24     complete the use of force report.  That should be

25     collated by the supervising officer or the orderly
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1     officer, as it is known, at the time, so following any

2     incident there, one of their roles is to collate all the

3     use of force reports, ensure that everybody involved has

4     completed their statement and also to make sure that the

5     F213 medical report is completed as well.

6 Q.  If we can bring up Mr Collier's last report, which is

7     <CPS000004>, which is annex B to your report.  That was

8     completed a few weeks later on 28 February, page 2,

9     paragraph 4, please.  You were asked by police to

10     comment on Mr Paschali's comments made in interview,

11     which I should say have been maintained during the

12     evidence given to this inquiry as well.  In particular,

13     that Mr Paschali said he was trying to stop him

14     swallowing something and he was trying to save his life,

15     rather than hurting him.  It was a medical emergency and

16     he had not been trained to respond to this type of

17     situation and so responded as he believed was

18     reasonable.

19         You refer at paragraph 5 to the use of force

20     training manual, which we have already referred to,

21     which states that under no circumstances should staff

22     put on any body weight or hold to the neck as,

23     otherwise, a blockage to the airway can occur, which can

24     lead to unconsciousness and death, and that there is --

25     it says that it is never appropriate to hold a prisoner
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1     around the neck.

2         You have already told us why that is.

3         Paragraph 7, just scrolling down, you say:

4         "At no time was there any dialogue ... to indicate

5     that the detainee had anything concealed in his mouth,

6     or that DCO Paschali had concerns over the detainee

7     choking."

8         Your expectation would be that a DCO would put him

9     in a recovery position and would shout "Medical

10     emergency" and not continue with pressure around the

11     neck.  Thank you, we can take that down, please.

12         In your first report -- it is page 158,

13     paragraph 663 -- you say that, having considered your

14     previous reports, obviously, and all of the footage that

15     we now have -- and I think the only additional document

16     you had was the PSU report to what you had originally

17     when considering this matter for the police -- you say

18     that your previous report remains unaltered as there is

19     nothing to support or justify the actions observed by

20     the member of staff or the dialogue which was completely

21     inappropriate and unprofessional.  You comment, at

22     pages 19 to 20 of your report, since you were asked to

23     consider whether last resort or reasonable,

24     proportionate or no more than necessary, you said, in

25     terms of the last resort:
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1         "The action to cut the ligature was correct and the

2     only action available.  I am unable to comment on the

3     next phase where a restraint is initiated."

4         That, I assume you are talking about the restraint

5     of Mr Paschali?

6 A.  Yes, it was.  When I commented on -- it was necessary to

7     cut the ligature.  I think that was absolutely

8     correct --

9 Q.  Sorry, pause there.  That was a specific incident which

10     had a specific use of force report which you have

11     considered?

12 A.  Yes.

13 Q.  That's not the restraint that we are talking about in

14     terms of --

15 A.  No.

16 Q.  -- what we saw on Panorama?

17 A.  Yes.

18 Q.  What do you mean that you are unable to comment on the

19     next phase of restraint, where it is initiated?

20 A.  Because the incident had gone from obviously somebody

21     making an act of self-harm, or attempting self-harm, to

22     the ligature being cut, to ending up in a restraint with

23     the detained person on their back.  What there isn't is

24     any evidence of that gap between the two, from what

25     happened at one stage and how they ended up in that
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1     position with three officers controlling him.

2 Q.  So, essentially, is it that you didn't know what the aim

3     of the restraint was, so you couldn't say whether it was

4     last resort or a first resort or whatever?

5 A.  Or the justification.

6 Q.  You have said at paragraph 49 of your first report, when

7     assessing whether it was reasonable, proportionate or

8     necessary, that the "restraint is not captured from the

9     outset so I am unable to comment", as you have just

10     said, on how D1527 ended up in the supine position, but

11     that the technique used by DCO Paschali whilst

12     controlling the head in the supine position does not

13     meet any of the general principles, it was

14     disproportionate and potentially injurious.  In terms of

15     whether it was force that was used that was no more than

16     necessary, you said:

17         "... what is seen [in] the covert camera is more

18     than ... necessary."

19         And "Rule 41(2) -- provoke or punish a detainee",

20     you have said:

21         "The language used by DCO Yan Paschali was

22     provoking, disrespectful and unprofessional.  In

23     addition, they would cause further distress on D1527,

24     who was clearly in a state of crisis, and it could be

25     interpreted that he was being punished by ...
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1     Yan Paschali when you consider the language used."

2         You said:

3         "This is the most concerning case, based on the

4     potential risk the technique used by [Mr] Paschali

5     presented to D1527.  Any pressure applied to

6     the neck/throat area can result in serious injury and

7     techniques of this type form no part of the restraint

8     syllabus.  In addition, the professional standards

9     expected of a DCO are not followed and the demeaning and

10     insulting language heard bring the agency into

11     disrepute.  The failure of staff to provide documented

12     evidence of their actions in a use of force statement

13     does not comply with the policy or their individual

14     responsibility."

15         Have you watched or read any of Yan Paschali's

16     evidence to this inquiry?

17 A.  I have read some.  I haven't watched any.

18 Q.  Is there anything, from what Mr Paschali has said to

19     this inquiry, that changes your mind?

20 A.  No.  I don't buy into what he's trying to indicate he

21     was trying to do at the time.

22 Q.  What do you mean by that?  Could you explain a bit more?

23 A.  Yes.  He was saying that he was obviously looking at

24     trying to retrieve something from the mouth of

25     the detained person, and I don't see how the
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1     technique -- or what he was doing, I wouldn't call it

2     a technique, the action he was carrying out, in any way

3     would support that or would assist with that at that

4     time.  I think, for me, what's even more concerning is

5     that the reports weren't completed by the other staff

6     and it wasn't addressed by anyone, because I think an

7     action of that kind, because of the seriousness, should

8     have been reported by other members of staff in some

9     way, shape or form.

10 Q.  You've said that his actions were provocative, in your

11     report, and that the accounts that he gave about there

12     being something in his mouth essentially is not

13     supported by evidence.  Do you think his actions were

14     deliberate?

15 A.  Yes.

16 Q.  I want to move on now to the second theme of your

17     report, which is staff incompetence.  We will go from

18     what you have described then as deliberate, in terms of

19     the D1527 incident, to at least what is incompetent,

20     perhaps on the other side of the scale.  In your first

21     report, pages 157 to 158, paragraphs 661 to 662, you

22     conclude that DCOs are applying techniques incorrectly

23     with little guidance given by colleagues.  What

24     proportion of the use of force incidents which you

25     reviewed, the 43 incidents, would you say that there
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1     were issues in relation to staff competence?

2 A.  Quite a few, and they varied in their severity.  There

3     were a couple of incidents, certainly involving D149,

4     where what it done, it kind of made the situation a lot

5     worse, and it caused the reaction from the detained

6     person.  In part, it was down to the incompetence of

7     staff and the way the techniques were being applied.

8     There were others where it was more minor things.  The

9     best way to describe it is, need a little bit of fine

10     tuning.  That's where you'd expect experienced

11     colleagues -- if I'm drifting now, please excuse me.

12     But it's where my recommendation about the governance

13     and the oversight and the review of incidents should be

14     picking up matters of that nature, to ensure best

15     practice, to provide safe practice, but also to develop

16     staff both confidence and ability as well.

17 Q.  So it's not just individual DCOs' level not applying the

18     techniques properly; it's the managers that are not

19     supervising the DCOs to apply the correct techniques?

20 A.  Absolutely, yes.

21 Q.  You have referred to there being serious incidents and

22     then just fine tuning.  Is it possible to say the

23     proportion of use of force incidents you reviewed where

24     there were more significant concerns about staff

25     competence?
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1 A.  Couldn't give a percentage-wise, but it's certainly --

2     it would be in double figures, the amount of incidents

3     I looked at, thinking that there's a lot there that

4     somebody should have picked up that should have been

5     addressed, where there were failings on the supervision

6     of the incident by both the supervisor and, as I say,

7     from the post-incident review that should have taken

8     place.

9 Q.  So would that be around half or --

10 A.  Probably wouldn't go that.  Probably about 25 per cent.

11 Q.  25 per cent.  You have mentioned the D149 incident,

12     which is something that we are going to come on to in

13     a moment.  You particularly pick out four incidents

14     where you have said that you have concerns about the

15     technical ability of the DCO ranks.  They are incidents

16     135, 81, 164 and 162.  It is 135 that we will come on

17     to.  You say that the lack of knowledge does not help in

18     providing a safe environment and, as evidenced, can be

19     potentially injurious during different restraints.

20         We will look now at the first example, which is

21     incident 135/17 involving D149 on 31 May 2017.  I am

22     going to summarise, and you can tell me whether this is

23     a fair summary, the incident from your report at

24     pages 21 to 22 and paragraphs 54 to 55.  Then we are

25     going to watch some of the footage.
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1         The detained person was being moved to CSU following

2     an earlier incident where he took DCO Tulley's keys.  He

3     was identified as an escape risk, so it was decided that

4     he should be moved to CSU.  DCM Loughton made an effort

5     to try to get him to walk to CSU but received a negative

6     response.  Eventually, a planned intervention was

7     prepared with staff in full PPE, and handheld and

8     body-worn footage was present to record the incident.

9     After managing to encourage the detained person out of

10     the room, there was a stalemate where the detained

11     person refused to move and constantly asked "For what

12     reason?".  The DCM instructed the staff to forcibly

13     remove him.  It was an extreme difficult removal.  The

14     detained person constantly dropped his body weight and

15     made repeated attempts to kick, knee and trip staff.

16     Handcuffs were applied but the behaviour continued.  He

17     eventually was moved to CSU using the full relocation

18     technique.  He continued to be verbally abusive and

19     threatening towards staff.

20         For this incident, it was perhaps one of the rare

21     incidents where you received different types of footage.

22     You'd had body-worn footage, handheld camera and also

23     undercover filming.  If we can now view, please, in

24     closed session, disc 53, S2120002.  Zaynab, it is

25     <CJS0074113>.  Apologies, <CJS0074114>.
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1                      IN CLOSED SESSION

2                        (Video played)

3 MS TOWNSHEND:  Whilst that's being processed, there are

4     three criticisms that you make, and I'd like, with your

5     help, to go through and to point out exactly which -- at

6     which points we can see those particular issues.  One is

7     being kept in the prone position longer than necessary;

8     two is not ensuring a safe exit in terms of

9     the figure-four leg restraint, and the third is in

10     relation to a pain-inducing technique.

11         If we can start, please, at the beginning.  Can

12     I just check that we are in closed?

13 THE CHAIR:  Yes, thank you.

14                        (Video played)

15 MS TOWNSHEND:  That is about 1 minute, 40, and we hear

16     DCM Loughton say, essentially, "That's enough talking".

17     Is that enough talking?

18 THE CHAIR:  Sorry, Ms Townshend.  Can we just pause one

19     moment?  Do you want to go back into open session?

20 MS TOWNSHEND:  I think, unfortunately, it might be a bit of

21     a hokey cokey.  Please, yes, just so that Mr Collier can

22     give his evidence on that particular point.

23 THE CHAIR:  Just so you're clear, Mr Collier, it is so

24     Ms Townshend can ask you the question in open session

25     again and we will go back to closed session when we need
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1     to view the footage.

2                       IN OPEN SESSION

3 MS TOWNSHEND:  DCM Loughton says there -- I will repeat what

4     I said before.  There is 1 minute, 40 of negotiation and

5     DCM Loughton says something like, "That's it.  That's

6     enough talking".  Was that enough talking, in your view,

7     to persuade the detained person to come out of the room?

8 A.  I think the main thing --

9 Q.  Walk compliantly?

10 A.  -- is the detained person was asking a question that he

11     wasn't getting an answer to.  He kept saying, "For what

12     reason?  For what reason?"  And there was no explanation

13     given.  Now, it may have been given earlier, but I think

14     it would have been good practice to have actually

15     explained to him why he was being moved at that stage.

16     Now, it shouldn't be a secret, because the detained

17     person would find out sooner or later about why they'd

18     been moved anyway.  And I think they have a justifiable

19     right to be told why they're being moved.  So, rather

20     than, "You're being moved", it wasn't explanation

21     enough.  So I would have expected a little bit more

22     engagement and a little bit more detail, giving the

23     reasons for the removal.

24 Q.  That's in terms of the reasons given.  What about the

25     timings, 1 minute 40?  Is that enough time to negotiate
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1     with someone?

2 A.  No, and there was no obvious threat or risk to staff.

3     He was quite clear.  He was actually showing -- sorry,

4     "he", the detained person was actually showing his open

5     hands.  I think at one point he made a comment to

6     someone, "Don't clench your fist.  Look at me, I've got

7     my hands ...", so I think he was willing to engage but

8     he just wanted some answers, to be honest with you.

9 Q.  You have mentioned the three points at which staff have

10     shown incompetence in terms of the techniques that were

11     used.  Is it also possible that this was not used as

12     a last resort?

13 A.  Yes, I think there was definitely more scope there to

14     engage.

15 MS TOWNSHEND:  Please can we go back into closed session so

16     that we can play the rest?  Thank you.

17                      IN CLOSED SESSION

18 MS TOWNSHEND:  Zaynab, whilst that's happening, if you could

19     play from 4 minutes, 30, please.

20                        (Video played)

21 MS TOWNSHEND:  Just pause there.  I'm not going to ask to go

22     back in, we will comment on it at the end, but is there

23     anything wrong with the technique of the handcuffs

24     there?

25 A.  Yes, the handcuffs haven't been applied correctly, and
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1     if you look on the footage there, what's -- as we are

2     looking at it on our left-hand side, that should be

3     replicated on the other side, when, in fact, the other

4     hand is held in a different angle.  Now, the correct

5     position is what we call "back to back", so if you can

6     imagine the backs of the hands are actually alongside

7     each other.  That hadn't been applied there, and the

8     other hand was almost turned face-in.  So what that

9     causes is pressure through the wrist, just with the cuff

10     being applied, without even the staff putting their arms

11     on or applying any kind of control of the arm.

12 Q.  Thanks.  We will come back to handcuff use in the end.

13     Carry on, please, playing that clip.  Thank you.

14                        (Video played)

15 MS TOWNSHEND:  Pause there.  We can see there the hand in

16     one position, the left hand against the back and --

17 A.  The other one down, yes.

18 Q.  -- the other right hand is straight down on the right.

19 A.  Yes.

20                        (Video played)

21 MS TOWNSHEND:  Pause there.  You can see the same issue

22     there, can't you, with the arm position?

23 A.  You can, and just slightly before that, if you look at

24     the footage, you can see a gap on one side of the cuff,

25     which indicates that the wrist is being forced against
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1     one side of the cuff, whereas it should sit equally in

2     the middle of the handcuff.

3 Q.  Is that to do with the tightness of the handcuff?

4 A.  One, it's a little bit to do with tightness, but if you

5     look at the arm on our right-hand side, the member of

6     staff is hooked under the arm.  So what that's doing is

7     that's actually pushing the elbows out and pushing the

8     arms away, which is causing that pressure to the extreme

9     part -- or the outer side of the handcuff.  Apologies if

10     I'm trying to get too technical, but I'm trying to break

11     it down.

12 Q.  No, that's very helpful, thank you, Mr Collier.  If we

13     could continue, please.

14                        (Video played)

15 MS TOWNSHEND:  Can you explain what was happening there?

16 A.  It appears that somebody has identified that the cuffs

17     have been incorrectly applied, and they have summoned

18     the DCM to come in and adjust them.  So they have looked

19     as though they have gone and made some sort of effort

20     to, but haven't actually changed anything.

21 Q.  If we can continue, please.

22                        (Video played)

23 MS TOWNSHEND:  If we can just go into open so that we can --

24     please, for a moment, so that we can have Mr Collier's

25     open comments.  Thank you.
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1                       IN OPEN SESSION

2 MS TOWNSHEND:  We saw there the detained person's hand being

3     twisted by an officer.  Was that a pain-inducing

4     technique, do you think?  Was that a recognisable one?

5 A.  Yes, that is what we would describe as wrist flexion,

6     which is one of the pain-inducing techniques that can be

7     used in extreme circumstances.  It was applied --

8     I think the detained person had a bit of a clenched

9     fist, but it was the same action of actually flexing the

10     wrist.  Obviously, with the handcuff being applied, that

11     increases the pressure point on -- as the pain is being

12     induced, yes.

13 Q.  Should a PIT, pain-inducing technique, be used in that

14     position after handcuffs have been applied?

15 A.  It can be, but in extreme circumstances, and I think, at

16     the moment, all they were encountering was someone who

17     was resistant to being moved.  The other point -- sorry

18     if I'm jumping the gun on this one -- is that, if it had

19     have been applied, it should have followed the correct

20     procedure, which would be to give an instruction.  So

21     the first thing would be to instruct the detained person

22     what you actually wanted them to do or what you were

23     asking them to do, give them a clear warning, then apply

24     the pressure and then ease the pressure off and

25     hopefully get a successful outcome.
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1 Q.  You said it should only be used in extreme

2     circumstances, where somebody is being handcuffed --

3     someone has been handcuffed.  Is that because, in

4     general, when somebody is handcuffed, they are already

5     under control?

6 A.  There is a greater element of control, rather than just

7     relying on physical holds, yes.

8 Q.  So it is about it not being necessary in those

9     circumstances?

10 A.  Yes.

11 Q.  Is it also because there is a greater risk to injury --

12     of injury?

13 A.  Definitely, yes.

14 Q.  You said it should only be used in extreme

15     circumstances.  Were the circumstances you saw here

16     extreme?

17 A.  No.

18 Q.  So, in those circumstances, was the pain-inducing

19     technique appropriate with this detained person?

20 A.  In my opinion, at that point, no.

21 Q.  Please could we go back now into closed to play the last

22     part of the video?

23                      IN CLOSED SESSION

24 MS TOWNSHEND:  Please could we go to 17 minutes, 30.

25         Just before we do, to explain, essentially, he gets
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1     up -- or, rather, they bring him to his feet and he is

2     brought down the corridor, down the stairs, and then

3     into a cell?

4 A.  Yes.  At that point, he's moving freely and willingly.

5     There is no replication of what's gone on at this point.

6 Q.  We can play now, please, thank you.

7                        (Video played)

8 MS TOWNSHEND:  We can go back into open, please.

9                       IN OPEN SESSION

10 MS TOWNSHEND:  I just want to ask you about your comments at

11     what was seen at the end of the video.  In terms of

12     the handcuffs, was there an issue with the time that it

13     took to take off those handcuffs?

14 A.  Yes.  That should have been -- I hate to put a timescale

15     on it, but certainly less than about 30/45 seconds,

16     maximum.  I think we were nearly at 3 minutes there to

17     get the handcuffs off.  As much as I appreciate that

18     staff need exposure to operational situations, I think,

19     bearing in mind the complexities around this particular

20     incident, bringing in someone who clearly was

21     inexperienced, because the DCM at the door actually

22     asked one of the staff to talk the member of staff

23     through the removal of the handcuffs, I don't believe

24     that was the right time or place, bearing in mind that

25     incident and the difficulties they'd had and the
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1     duration of the incident, to put someone in who was

2     inexperienced, when there was an experienced DCM there

3     that should have been more than capable of removing them

4     much swifter.

5 Q.  In terms of the criticisms you make in your report,

6     these seem to be additional criticisms that you have

7     picked up, again, from looking at the footage, about the

8     use of the handcuffs and the positioning of the hands.

9     Is that right?

10 A.  Yeah.  I mentioned earlier on that the problem I had

11     with removing the handcuffs was due to the incorrect

12     application in the first place, so if that had been

13     addressed earlier, that would have removed that problem

14     that occurred later on, which again, I said at the time,

15     the supervisor should -- when it was identified, they

16     should have been changed and altered, the handcuffs,

17     didn't have to be in a flattened-out, prone position,

18     could have been done standing up, could have been down

19     kneeling down, and that would have then reduced that

20     risk at the end.

21 Q.  What was the risk of?

22 A.  Being placed facedown for an extended period, so we have

23     a prolonged prone restraint.  We also have the added

24     issue of the hands being behind the back and being

25     controlled as well.  So that, again, has an impact on
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1     the capabilities for normal function of breathing.  So,

2     again, it's something that's highlighted in training

3     that should be held for the minimum period absolutely

4     necessary at that time.

5 Q.  You have covered there the prone position being longer

6     than necessary.  What about the figure-four leg

7     restraints?  Could you explain to us what we saw there

8     and what should have actually happened?

9 A.  So what should have -- throughout the removal of

10     the handcuffs, somebody should still have been

11     controlling the head of the detained person, because --

12     to stop it hitting the ground or inadvertently injuring

13     himself.

14 Q.  Pause there.  Is there another reason why it's important

15     to have an officer by the head?

16 A.  Yes.  Sorry, also to communicate and explain what's

17     going on, because although he understood that the

18     handcuffs were being attempted, someone should be

19     reassuring him that the handcuffs were being removed.

20     Once they were removed, staff would be exiting and he

21     would be relocated in the room on his own, yes.

22 Q.  Why was it important to reassure him about the handcuffs

23     being removed?

24 A.  I think it is the fear factor.  He can't see what's

25     going on.  He doesn't understand what's going on.
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1     I don't know the background of the individual involved,

2     but it could be recollections of previous events, you

3     don't know what's happened in the past.  So it could be

4     a whole host of reasons.  But it's to alleviate them

5     fears and concerns.

6 Q.  In terms of the leg restraint itself, you said in your

7     report, paragraph 87, the first report, that it was

8     positioned incorrectly and that there was -- officers

9     tried to compensate by forcibly pulling the detained

10     person's legs and that his feet were twisted, causing

11     him pain.  How should it have been done?

12 A.  Well, everything should be in a straight alignment.  So

13     the leg should be sort of lifted straight to the rear

14     and supported by a member of staff.  What you actually

15     saw was, one, the foot being twisted, but also the ankle

16     being -- rather than sort of central alignment to the

17     member of staff, it was actually to the side.  So what

18     that would do, that would put pressure both on the hips

19     and the knee joint and it would also raise the hips as

20     well and pull the hips to one side, which, when you've

21     got someone controlling you as well, there's no

22     manoeuvre for you to actually move to take away the

23     pressure that's there.  So, because of that, then all

24     them factors together caused, again, possible medical

25     issues, possible injury, but also pain at the time and
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1     discomfort.

2 Q.  Just returning to the prone position, you said that he

3     was in the prone position for longer than necessary.

4     What are the medical risks of somebody being in that

5     position, facedown with their handcuff -- with their

6     hands handcuffed behind their back for a long period of

7     time?

8 A.  For a long period of time, obviously with all the

9     anxiety and all the stress and the fatigue from the

10     restraint, because he had been very active and very

11     resistant, so there is that kind of fatigue and

12     exhaustion there, in which case your breathing rate

13     needs to increase, you need to inflate more oxygen into

14     your body.  So because of the inability to be able to

15     perform that normally or at the level required at the

16     time, possibly then he could start to experience some

17     breathing difficulties.  Extended periods has,

18     unfortunately, in the past, led to fatalities.

19 Q.  You mentioned that there was a period in the video where

20     the detained person was moved -- was walking

21     compliantly.

22 A.  Yes.

23 Q.  Was it therefore necessary to use -- to continue the use

24     of handcuffs and to put the detained person in that

25     position?
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1 A.  I believe so, and my reasons being are the level of

2     resistance and because of the threats that were being

3     made.  I think it was the right decision, if carried out

4     correctly, and, like I said earlier, the whole

5     relocation process of taking handcuffs out and getting

6     the staff safely out of the room shouldn't have taken no

7     more than a minute, in an ideal scenario, and there was

8     no resistance at the time.  So there was nothing to

9     cause that to be extended in that period.

10 Q.  Mr Collier, I now need to, unfortunately, do something

11     which isn't going to be very interesting for you or for

12     us here, but it is to read out part of the transcript

13     that was played in closed session.  It was my fault.  We

14     should have gone back and forth into open session so he

15     could hear your comments in open session.  If I can do

16     that briefly so that anybody watching is able to hear

17     your evidence about those specific incidents where we

18     paused the video.  I will just do that now quickly.

19 (Ms Townshend read the transcript from the closed session,

20          from page 35, line 20 to page 37, line 2)

21 MS TOWNSHEND:  And then we are in open session.

22         I want to then turn to a conversation after the

23     incident between Callum Tulley and Dave Webb.  You

24     mention in your first report at page 25, paragraph 75,

25     that Mr Tulley then asked a colleague, "Did you get any
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1     digs in?" and the reply was inaudible.  We have the

2     transcript.  If we can bring that up on screen.  It is

3     <TRN0000088>, page 20.  Callum Tulley there says -- this

4     is 1 June, so just after this:

5         "You managed to get any digs in?

6         "Dave Webb:  Huh?

7         "Callum Tulley:  You managed to get any digs in?

8         "Dave Webb:  I fucking hurt [inaudible].

9         "[Gary Croucher stands up and leaves the room].

10         "Callum Tulley:  Eh?

11         "Dave Webb:  I fucking hurt [inaudible].  Big time.

12     When I put him in a straight hold [inaudible] in the

13     office downstairs heard screaming.

14         "Callum Tulley:  Haha.

15         "Dave Webb:  [inaudible] put my weight behind

16     [inaudible].

17         "Callum Tulley:  If you go round threatening people,

18     mate, what do you expect?

19         "[Gary Croucher enters the room and sits down].

20         "Dave Webb:  It's nothing personal.  [Inaudible].

21     Nothing personal, but if you're going to be a fucking

22     dick, it's gonna hurt innit."

23         So we see there that the transcript has picked up

24     the rest of the conversation in terms of, "Did you get

25     any digs in?".  Would you agree that it appears that
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1     Dave Webb is bragging about hurting a detained person?

2 A.  It does, and I think I can -- if it is to the officer

3     who I identified on the footage, the actual point where

4     that actually applied, where he -- early on in the

5     restraint, he puts in what we call the straight arm

6     lock, and you can hear a kind of reaction from D149 at

7     that stage.  So I think that would -- looking at that,

8     that, I think, is where that comes applicable.

9 Q.  He says "Big time", as in "Fucking hurt him big time",

10     and that suggests that he hurt him rather a lot?

11 A.  Yes.

12 Q.  Would you agree that it appears that it may have even

13     been -- it appears it could have been deliberate, even,

14     by the way that he's talking?

15 A.  From what he says there, yes.

16 Q.  And that would be inappropriate, given the guidelines

17     relating to the pain-inducing techniques, which you have

18     already mentioned?

19 A.  Yes.

20 Q.  And, in particular, that it should only be used for

21     a very short amount of time, where absolutely necessary?

22 A.  Yes.

23 Q.  I want to now move on to a second example, which is

24     81/17, D1234.  We have seen the footage already, but

25     I do want to play it again.  We have played it twice,
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1     but I want to play it again, so that you can tell us

2     about the techniques.  Don't worry, this can be played

3     in open.

4         In terms of the review of the incident in your first

5     report, you say that -- this is at page 37,

6     paragraphs 134 to 135.  This is a summary.  You say:

7         "[The detained person] was subject to a removal

8     order on a charter flight and despite the attempts of

9     DCM Dix for him to walk to the escort vehicle he

10     refused.  A team were assembled to carry out a planned

11     removal and they were all issued PPE.  After a further

12     attempt failed the team were deployed into the room and

13     [the detainee] stripped naked and started chanting.  He

14     resisted all attempts to control him and eventually

15     handcuffs were applied.  During the removal it was

16     decided that the only method of moving [redacted]" --

17     I'm sorry, I have just said his name.  We have to pause

18     there.  I'm sorry.

19 THE CHAIR:  What will happen now, Mr Collier, is we have to

20     cut the feed because there was an inadvertent breach.

21     When we go back in, Ms Townshend will explain.

22 MS TOWNSHEND:  I would like to apply for a restriction order

23     covering that detained person's name.  There is

24     a general one in place, but just to make sure.

25 THE CHAIR:  Thank you, Ms Townshend.  So, as you say, there
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1     is a general restriction order in place.  This is me

2     formally making a specific restriction order for an

3     inadvertent breach of a former detained person's name.

4     Thank you, we will continue.

5 MS TOWNSHEND:  "During the removal it was decided that the

6     only method of moving [the detained person] was to carry

7     him.  He was carried by the staff and once they reached

8     the discharge area he was handed over to Tascor staff.

9     He was placed in a waist restraint belt and leg

10     restraints were also used."

11         At paragraph 135:

12         "Tascor staff escorted [the detained person] to

13     Stansted airport but the flight was cancelled ... [He]

14     complained of several injuries received during the

15     restraint."

16         If we can play, please, disc 23, S1940003,

17     <CJS0073730>.  This can be played in open.

18                        (Video played)

19 MS TOWNSHEND:  Pause there, please.  You have criticised in

20     your report about the excessive pushing down of

21     the detained person's head.  I think we just saw it

22     there.  It is quite difficult to see.  But how exactly

23     was an officer doing that and should they have been

24     doing that?

25 A.  The position the detained person was in was on their
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1     back.  The staff at the time were raising the arms

2     upwards.  By pushing the head down, what you're actually

3     doing is working against the mechanics of the body, so

4     the arms are going one way and the head is being forced

5     in a different way.  What the person controlling the

6     head should have done was supported the head by the

7     side, prevented it from inadvertently hitting the ground

8     or injuring himself and placing it and controlling it

9     until such time as the staff got some form of control

10     and holds on the arms.

11 Q.  You said in your first report, page 39, paragraph 143:

12         "It is not necessary and is excessive use of force

13     which should be identified by the supervisor and stopped

14     immediately."

15         What risk of injury could be caused by that

16     excessive pushing down of a detainee's head?

17 A.  It's a mixture of both sort of musculoskeletal injuries

18     by, as I say, working one part of the body against the

19     other, so it could have caused injuries either to the

20     elbows or to the neck area, but also by making direct

21     contact with the floor as well.  Obviously, they were on

22     the floor.  They didn't have full control at the time.

23     Where the footage is actually held there, you can see

24     the supervising officer is in a really good position to

25     observe everything that's going on and to pick up the
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1     actions of the staff and identify anything that's

2     potentially injurious to both staff or the detained

3     person.

4 Q.  If we could carry on, and if you could keep the dial on

5     the bottom so I can see the timestamps, that would be

6     great, thank you.

7                        (Video played)

8 MS TOWNSHEND:  Just pause there, please.  Can we then fast

9     forward to 7 minutes, 10.

10                        (Video played)

11 MS TOWNSHEND:  Pause there.  So this is the carrying

12     technique which you have some comments to make.  I will

13     ask you for those comments once we have seen the video.

14     Thank you.

15                        (Video played)

16 MS TOWNSHEND:  Stop there, thank you.  We can bring that

17     down, thank you very much.

18         You criticise this incident in three ways.  The

19     first is what we have -- is something we have already

20     covered, about excessive pushing down of a detained

21     person's head.  The second is the application of

22     handcuffs whilst in seated position.  And the third is

23     the carrying technique.

24         If we can just look at the application of handcuffs

25     whilst in the seated position, what's the problem with
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1     having handcuffs in a seated position?

2 A.  When the medical review took place for the development

3     of a system for the Home Office for people being

4     escorted on aircrafts and in vehicles, one of the major

5     concerns was someone being seated and being pushed

6     forward.  It relates back to a previous case that

7     involved a death under restraint.  From that, the advice

8     we were given by our medical advisors was that actually

9     handcuffing while someone is seated -- because you have

10     to flex someone forward in order to get the handcuffs

11     applied -- could put undue pressure around the torso

12     and, again, interfere with the normal application of

13     breathing, inflating the chest, everything else.  Even

14     more so when somebody is in an exhausted state or

15     somebody is in a heightened state of sort of aggression

16     or anxiety, so it was changed at that point, which was

17     around about 2015.

18 Q.  How would have this change -- so it's removed from the

19     2015 manual.  Because it is a removing of something, it

20     might have been more difficult to have checked unless

21     someone was going line through line.  How was that

22     communicated to staff?

23 A.  From January 2016, that would have been included within

24     the instructor revalidation course.  So any local

25     instructor, once they are initially qualified, attend
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1     one of the two national training centres every year to

2     be reaccredited, and it was cascaded through that course

3     whereby it was to be removed from training delivery when

4     they returned to their establishments.

5 Q.  That training, is that the refresher training that every

6     DCO --

7 A.  Initial and refresher training, yes.

8 Q.  So, therefore, these officers ought to have known in

9     2017 that that technique ought not to have been used?

10 A.  Yes, because they would have had a yearly refresher and

11     they'd have had a refresher somewhere during 2016 at

12     least.

13 Q.  Whilst on this topic, I have been asked by Innovo Law to

14     ask you this question: is it good practice for

15     refreshers to be on site, given the concerns that have

16     been raised in this inquiry, for example, personal

17     relationships with the use of force instructors and so

18     on?

19 A.  What, delivered locally?  Is that the question?

20 Q.  Yes.  Is it good practice for refreshers to be delivered

21     on site, so rather than at perhaps one of the centres in

22     Kidlington or ...?

23 A.  Well, the officers at Kidlington are for the -- they

24     train the trainers.  The trainers then -- it's something

25     around 600 instructors nationally across many different
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1     centres.  Obviously, we have got a large number of

2     staff, both Prison Service from approved agencies, to

3     train, which couldn't be accommodated at the centre.  So

4     the model we use is a cascade of training through local

5     instructors.

6 Q.  Do you see any problem with the use of force instructors

7     within the same institutions teaching the staff of that

8     institution?

9 A.  No.  No, because that's the model we have used since use

10     of force -- C&R, as it is called at the time -- for the

11     last 30-plus years.

12 Q.  We have dealt, then, there with the problems with the

13     handcuffs.  You have also said, at page 42 of your first

14     report, paragraph 151, there was a problem with applying

15     the handcuffs.  Again, that staff did not demonstrate

16     a working knowledge of how handcuffs could be used.

17     That sounds rather similar to the criticism you made

18     about D149?

19 A.  Yes.

20 Q.  Is that a criticism that you could make about other use

21     of force incidents that you have had to review as well?

22 A.  From recollection, I can't remember any specifics, but

23     certainly that's two straight away that we have

24     identified where there is a problem with the application

25     of the handcuffs, yes.

Page 55

1 Q.  In terms of the carry technique, you say in your first

2     report, page 39, paragraph 142:

3         "The use of force training manual contains guidance

4     of how to carry a person in extreme circumstances ..."

5         For example, when they continually drop their weight

6     or hook their legs around fixtures, and so on.

7         You say in your report, the same paragraph, that,

8     whilst all techniques have scope to adapt to meet

9     unusually difficult circumstances, there is no obvious

10     knowledge of how to even prepare for the correct lift to

11     take place.

12         You say at paragraph 152:

13         "The carry technique was poorly managed and

14     executed.  The staff appeared unsure on what to do and

15     ... could not recall the training ..."

16         Do you have anything to add to that that, from what

17     we have seen in the video?

18 A.  No, it just reaffirms everything I have said in my

19     report, and if I talk about the sort of background to

20     that, the carry technique, it relies on starting from

21     the right position, which might sound a very obvious

22     thing to say, but, actually, what you have to do is set

23     it up right.  What you have to remember is that the

24     staff are actually lifting someone, so you have to

25     follow kind of kinetic lifting guidelines, manual
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1     handling guidelines, so the techniques have been

2     designed around those principles.

3         Now, if you don't get that right at the start, then,

4     unfortunately, it's doomed to failure, to be honest with

5     you.  The other major concern was the person controlling

6     the head should have been the person at the back and the

7     head position should have been completely altered.  So,

8     in effect, you're almost straightening someone out

9     rather than bending them forward, like you saw on the

10     footage there.

11 Q.  We heard from DCM Dix in live evidence from him about

12     this incident.  He accepted that, essentially, all those

13     three features which you have criticised -- about the

14     handcuffs, carry techniques, the excessive pushing down

15     the head -- was wrong and shouldn't have occurred.  In

16     your conclusion about that incident, you make

17     a recommendation with regards to staff incompetence and

18     techniques that are used, and you say in your

19     recommendation 1, at page 146:

20         "All DCMs should in future receive incident scene

21     management training before taking up post.  This can be

22     adapted from the current syllabus by local instructors,

23     or preferably designed by HMPPS as a bespoke package.

24     It will focus on scene control and defensible decision

25     making using the model within the use of force training
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1     manual, negotiation skills and staff management.

2         "New staff should have an additional one-day

3     refresher after six months in post.  This will support

4     learning and allow extra training with the techniques

5     that they have struggled with, or cannot remember from

6     their initial course."

7         Essentially, are you just saying there should be

8     additional training but bespoke on those specific

9     problems which you have seen come up in the review of

10     your 43 incidents?

11 A.  There was a general lack of scene control on a lot of

12     occasions, both planned and unplanned.  Unplanned is

13     something that's a little bit more difficult to manage

14     because it's unique circumstances, it's unpredicted, you

15     haven't got time to prepare.  I think I'm more

16     concerned -- well, I'm equally concerned, but more so,

17     I should say, on the planned incidents.  There is

18     a structure in place that should be followed and, on

19     many times, some of the real basics just weren't adopted

20     by the person supervising.

21 Q.  So it really is, as we touched on earlier, not just the

22     incompetent techniques which were used by staff on the

23     ground, the DCOs, but also the management of the staff

24     in a particular use of force incident?

25 A.  It was, and I think, reading some of the transcripts of
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1     the DCMs that have been giving evidence, many of them

2     say that they received no additional training, which,

3     again, is a major failing, in my belief, that -- for

4     someone to take on a role that requires them and is

5     foreseeable that they will manage incidents that are

6     sometimes complex, sometimes very emotional, as this

7     incident was, that they don't receive any extra training

8     and they rely on shadowing someone for a few weeks or

9     so.  So I think that's wholly inadequate.

10 Q.  When you say it is wholly inadequate in terms of

11     additional training, do you mean that there should be

12     additional training after the incident, so it should be

13     like this, if it was reviewed properly, it would have

14     brought up specific recommendations of additional --

15     outlined additional training needs?

16 A.  No, I think it's more organisationally that, for people

17     being promoted, there should be training that is given

18     before they take up post.

19 Q.  I see.  I misunderstood.  So you mean about DCM

20     training?

21 A.  Yes.

22 Q.  I see.  Supervisory training?

23 A.  Progressing from a DCO to a DCM.

24 Q.  Yes.

25 A.  There should be additional training that covers
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1     foreseeable incidents that they need to manage, not just

2     in use of force but obviously there is a whole host of

3     other areas that the DCM will now take responsibility

4     for.

5 Q.  That's your recommendation.  We will hear from

6     Steve Hewer from Serco in relation to whether various

7     recommendations may or may not have already been

8     implemented.  We know from the ITC schedule of learning,

9     which we will look at later, but, for the record, it is

10     <SER000253>, and it is the hidden tab on DCO training

11     week 5.  This is new training for DCOs, that there is,

12     on week 5, 1.5 days dedicated to conflict management and

13     1.5 days -- hours, rather, dedicated to principles of

14     direct supervision.  However, it is not clear, and we

15     may hear evidence on this later, what either of those

16     entail.  Is that something that you were looking for or

17     is it something more?

18 A.  No, conflict management is something that all DCOs

19     should receive as part of their initial training.  It

20     goes under different names.  Sometimes it is called

21     "interpersonal skills", "managing challenging

22     behaviour".  It has a whole host of different

23     terminology but it amounts to the same thing: it's about

24     dealing with the difficult conversations that staff will

25     engage as part of their role.
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1         I think the other thing I noticed about that, it was

2     on -- was it week 5, you said?

3 Q.  Yes.

4 A.  That comes after use of force training, which, for me,

5     is something that's probably the wrong way around.  In

6     my opinion, that should come first in the syllabus with

7     use of force training at the end, so that we're

8     evidencing we have trained people in other skills before

9     they get trained in physical techniques.

10 Q.  Those are the soft skills, the de-escalation techniques?

11 A.  Yes, the communication skills, yes.

12 MS TOWNSHEND:  Thank you, chair.  I'd like to ask for

13     a break now.  We have finished that topic.  15 minutes.

14     Perhaps we can come back at 11.55 am.

15 THE CHAIR:  Thank you very much, Mr Collier.  11.55 am.

16 (11.45 am)

17                       (A short break)

18 (11.58 am)

19 MS TOWNSHEND:  Mr Collier, I want to now go to our third

20     topic, which is the topic of use of force against naked

21     detained persons.  It is a specific issue.  We saw in

22     the clip that we just played in relation to D1234 that

23     he was naked during that use of force incident.  I am

24     going to take you to a couple of other examples as well

25     where this has happened.
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1         In your first report, page 157, paragraph 660, and

2     also in your second report, paragraph 21, you refer to

3     various points concerning the practice of restraining

4     a person who is naked, or near naked, which you observe

5     in your first report as a frequent occurrence and that

6     there is an unusually high amount of incidents, it is

7     said in the second report at paragraph 21.  The

8     "unusually high incidents" quote is actually a quote

9     from Clare Checksfield from the Home Office which you

10     put in your report.  She accounts for the higher

11     occurrence being down to the fact that this is the last

12     day before deportation.  I assume what is meant there,

13     that she's referring to somebody removing their clothes

14     as a protest or a way of disrupting removal.  Is this

15     something that you have come across in your prison work?

16 A.  Not to the extent of -- the relatively short period of

17     time that these incidents were provided that we have

18     been reviewing, it would be a lot higher than what I've

19     experienced personally in a prison environment.

20 Q.  Do you put it down to any other reason than what

21     Clare Checksfield has suggested?

22 A.  I think the only other conclusion I can draw, and,

23     again, it's just my opinion based on the evidence I have

24     seen so far, is because a lot of them have been

25     no-notice removals, so the staff actually go to the
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1     room, sort of in the early hours of the morning, so --

2     and the detained person would be in bed at the time,

3     which would probably account for some of it as well.

4 Q.  So, in fact, it is not a deliberate ploy to avoid

5     removal or to frustrate the use of force incident; it's

6     simply a matter of timing?

7 A.  On some that I've observed, definitely, it was just the

8     timing, more than the deliberate action, yes.

9 Q.  What challenges did you observe when using force against

10     a naked detainee?

11 A.  Maintaining dignity, decency, trying to wrap a towel

12     around someone who was actively resisting the staff.

13     It's difficult, and also it's -- it's difficult for

14     everyone involved, to be honest with you.  So I think

15     it's -- again, it's why I made the comment that, because

16     it happens more often -- or it certainly happened

17     several times over a relatively short period of time,

18     that maybe somebody, if they'd have reviewed the

19     incidents properly and identified what was happening,

20     could have looked at some kind of solution.

21 Q.  I want to take us to the first example.  It is example

22     88/17 incident number, and it is concerning D2416 on

23     11 April 2017.  This is an incident which you changed

24     your mind about, having seen the footage, in terms of it

25     being or not being a last resort.
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1         In your first report, paragraph 421, page 102, you

2     summarise the incident briefly as follows.  You say:

3         "[The detained person] refused to walk to the

4     discharge area, where Tascor staff were waiting to

5     remove him for a charter flight to Germany.  He was

6     restrained by staff after all attempts to persuade him

7     to walk failed and he was handcuffed and walked to the

8     discharge area under restraint.  For much of the move he

9     was naked and he refused to dress."

10         Your opinion there is based on written statements

11     from staff, due to the fact you didn't have any footage?

12 A.  That's correct, yes.

13 Q.  You say that all the statements confirm that DCM Farrell

14     tried reasoning and gave him ample opportunity to

15     comply, and that attempts were made to cover him in

16     order to preserve his dignity.  You also say, at

17     paragraph 422, that head support was reapplied on the

18     stairs when the detained person tried to place his feet

19     on the railings to disrupt movement.

20         In terms of last resort, your conclusion in that

21     first report, page 103, paragraph 425, you say that all

22     reasonable efforts were made to comply with the

23     instruction.  Force was only used when all other avenues

24     failed to get a level of compliance.

25         Now, if we can see the footage.  This will have to
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1     be played in closed, please.  It is UOF 88.17 at BWC.

2                      IN CLOSED SESSION

3 MS TOWNSHEND:  It is <CJS0074115>.  The first two minutes of

4     this, please.

5                        (Video played)

6 MS TOWNSHEND:  Pause there.  Please could we fast forward at

7     x~10 so we can see what's happening, until 07:20,

8     please?

9                        (Video played)

10 MS TOWNSHEND:  Stop there, please, and fast forward to

11     17:35.

12                        (Video played)

13 MS TOWNSHEND:  Stop there, and we can go back into open,

14     please.

15                       IN OPEN SESSION

16 MS TOWNSHEND:  Mr Collier, in your third report,

17     <INQ000177>, page 9, in paragraph 34, you said:

18         "The DCM enters the room and informs D2416 of

19     the removal.  When D2416 [removes], a short explanation

20     takes place before the team are deployed.  The timeline

21     from starting the conversation to the team applying

22     force is 00:13 to 00:39, approximately 26 seconds.  This

23     is not sufficient time to explain and try persuasion for

24     compliance.  My opinion on this being the last resort

25     (paragraph 425) has now changed due to the limited
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1     attempts made by the DCM."

2         Do you want to add anything about that?

3 A.  No.  It's just the fact that it wasn't sufficient time.

4     I think we also have to take into consideration, if the

5     time on the footage is right, it was just after 5.00 am

6     in the morning, so obviously there's that factor that

7     somebody is asleep, just woken up, to comprehend and

8     process what's happening.  It wasn't sufficient time

9     before force was initiated.

10 Q.  At paragraph 35, you question why the DCM insisted on

11     head support when moving down the stairs, when the

12     detained person was compliant.  So it's nothing to

13     support what the DCOs had said about him trying to use

14     his feet on the railings to disrupt movement at this

15     stage; only later, when on the stairs.  You can't see

16     this due to the camera being moved away for decency

17     purposes.  But this reference at 7 minutes 27.  So can

18     you just describe what you could see there on the video?

19 A.  It was more about the fact --

20 Q.  Not see, hear, rather.

21 A.  Yes, what you're hearing.  There was nothing there,

22     because, normally, if someone was struggling or

23     attempting to resist the removal, you would hear staff

24     giving instructions, you would hear the sort of

25     interaction between the detained person and the staff,
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1     and people telling him to -- because that's the normal

2     thing.  If someone tries to prevent you doing something

3     by putting their legs around railings, somebody would

4     say, "Take your legs away" or somebody would communicate

5     that to colleagues.  So there was no verbal interaction

6     between the staff to really evidence that there was any

7     problem with the movement.

8 Q.  You say you questioned why the DCM insisted on head

9     support when moving down the stairs.  How would head

10     support have helped in that process if he had been

11     locking his legs around the railings at that point?

12 A.  It would limit the movement slightly, because, when

13     you're bent forward, you haven't quite got the range of

14     motion with your legs, you can't kick out quite as much.

15     So that would have helped in that circumstance, but, at

16     the time, there's no clear need for why the head support

17     was also needed.

18 Q.  Was that head support disproportionate, then, at that

19     time?

20 A.  Yes, if there was no need for it to be used, and the

21     movement was moving freely, so to speak, then applying

22     head support when it's not necessary is

23     disproportionate, yes.

24 Q.  You say at paragraph 36 of your statement that he was

25     taken -- of your report, your third report, that he was
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1     taken to the bottom of the stairs and Tascor staff were

2     there to escort him, that he was left naked in the

3     presence of at least seven staff, between 8 minutes 50

4     and 17 minutes 35, so almost ten minutes.  You say that

5     this appears to be whilst trying to find a sheet and

6     that you find it unacceptable and degrading because

7     there would have been ample opportunity to arrange

8     clothing beforehand and only necessary staff ought to

9     have been present.

10         Although this is an example of use of force -- of

11     degrading treatment, as you have put it, due to the

12     detained person being left naked for a lengthy period,

13     it's also an example, isn't it, of force being used not

14     as a last resort?

15 A.  Yes.

16 Q.  He was given, as you said, 26 seconds to comply.  Was

17     that an ample opportunity, 26 seconds, at that time in

18     the morning, for him to comply?

19 A.  Nowhere near enough, no.

20 Q.  What ought to have happened?

21 A.  They should have engaged for longer.  They should have

22     given the detained person a chance to sort of, dare

23     I say it, wake up properly and process what was

24     happening and the instructions, and then engage in

25     conversation, explaining in more detail what was
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1     happening and the requirements to be moved.

2 Q.  In addition to that, you have identified a mismatch

3     between what the officers report and what, in fact, the

4     footage shows.  So you said that DCM Farrell tried

5     reasoning and gave him ample opportunity to comply.  You

6     put that in your first report as correct and as the

7     truth before you'd seen the footage.

8 A.  Yes.

9 Q.  But that didn't actually accord with the reality, did

10     it, from watching the footage?

11 A.  No.  What was written in the use of force report and

12     what that indicated wasn't reflected on the actual

13     footage and what actually happened, no.

14 Q.  Does that concern you, this mismatch between what a DCM

15     said actually happened and what we saw on the footage?

16 A.  It would be that the DCM felt that they'd given -- more

17     so that the DCM felt that they'd given ample

18     opportunity, which, if their perception that 26 seconds

19     is ample opportunity, then that raises serious concerns,

20     yes.

21 Q.  Could it also have been not that it necessarily was his

22     perception, but, in fact, he was giving a different

23     account on purpose?  Is that a possibility?

24 A.  I can't really comment on that because it's obviously

25     his perception at the time, but, yes, it's a failing on
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1     his part that he didn't engage longer, and, again,

2     I will go back to something I said earlier: a proper

3     incident review by a cross-body of staff could -- that's

4     the sort of thing you'd expect to be picked up and

5     that's the sort of thing that a DCM would be sort of

6     notified of and addressed with them, because they

7     haven't, as you say, used force as the last resort.

8 Q.  I want to take you to another example, which is the

9     restraint of D2054.  It is incident 162/17.  The

10     detained person was restrained, whilst naked, on

11     28 June.  You consider it in your report.  No need to

12     turn to it now.  The first report <INQ000111> page 74

13     and also in your second report, <INQ000158>, page 9,

14     paragraph 1.4.  You find the continued use of force

15     excessive in relation to this incident.  We know from

16     the detained person's medical records that the detained

17     person suffered from serious mental health issues at the

18     time, was awaiting an urgent mental health assessment

19     and, earlier that morning, had self-harmed and been

20     moved to E wing on constant watch.  He was naked, with

21     only a towel covering his groin, for a long period of

22     time and handed over to Tascor, during which you noted,

23     having seen the footage, that there was a lengthy pause

24     in movement.  You say that in your first report at

25     page 76, paragraph 302.  Do you accept that, in
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1     circumstances where the detainee who is subject to

2     restraint whilst naked, and whilst they suffer from

3     mental illness or other related vulnerabilities, that

4     this would be an additional factor which would aggravate

5     the nature and impact of this treatment as humiliating

6     or degrading?

7 A.  Yes, it would, yes.

8 Q.  About D2416, in your first report, paragraph 660, you

9     said:

10         "[Although] ... staff made all reasonable efforts to

11     preserve the dignity of the detainee, even after

12     restraints were applied.  I am surprised that they have

13     not looked at options for wrapping around a naked

14     detainee, especially considering it is a frequent

15     occurrence."

16         I move on now to your recommendation in relation to

17     this problem, recommendation 2, which you describe at

18     paragraph 664 of your report, which is the design of

19     a smock.  Could you explain a bit more what you mean by

20     that?  What would be --

21 A.  I think "smock" is just a general term, but some garment

22     that can be easily placed over the detained person

23     whilst naked that at least covers up the areas that

24     shouldn't be on show.

25 Q.  Have you seen this being used in any other custodial
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1     settings?

2 A.  No.  It's nothing I've experienced, but that, again,

3     relates to the fact that it hasn't been a major problem

4     before.  But because it's a more frequent event in this

5     situation, it's something that I think should have been

6     identified and something somebody could have considered

7     along the lines.  It doesn't have to be anything that

8     you take to mass production.  Even if they made

9     something locally or got a seamstress, so to speak, just

10     to make something up.

11 Q.  The inquiry hasn't heard or seen any evidence to suggest

12     this particular issue is being addressed.  We heard

13     evidence from Steve Dix in his live evidence, which is

14     at <INQ000167>, page 8, internal page 30, that there was

15     no policy or guidance to do with what to do with

16     detained persons who were naked when using force.  Can

17     you confirm that there isn't any guidance in relation to

18     that?  Not including the smocks, but any other kind of

19     guidance?

20 A.  No.  As I said earlier on today, the manual covers

21     a range of basic techniques that can be adapted and you

22     can't foresee every perceivable incident that staff will

23     be required to attend.

24 Q.  Are there other measures that can be put in place to

25     preserve dignity; for example, giving more of an

Page 72

1     opportunity for a detained person to dress or persuading

2     them to dress?

3 A.  Yeah, that's your obvious part and that goes back to the

4     original comment that, if longer was spent engaging,

5     giving someone time, even producing clothing for them

6     and asking them to put it on, that's all part of, as you

7     say, the persuasion and negotiation phase.

8 Q.  Because in the two clips that we saw which involve naked

9     detainees, D1234 and D2416, that didn't happen, did it?

10 A.  No.

11 Q.  No persuasion or even command to put clothes on was

12     issued?

13 A.  No, and, if it was, it was only -- if it was, it may

14     have only been once.  But, again, it's something you

15     would continue to build into any conversations that you

16     encounter.

17 Q.  Could another measure be taken such as prioritising the

18     obtaining of clothing to reduce time waiting for it,

19     because we saw in that last clip that it took almost

20     ten minutes for any clothing to appear?

21 A.  Yes.

22 Q.  So could that have been prioritised?

23 A.  I think that's something that should have been

24     identified and done as an automatic part of any removal

25     process, to have clothing available, should someone --
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1     especially for the early morning interventions, yes.

2 Q.  With D2416, we saw that he also had to wait for

3     a considerable period whilst there were seven members of

4     staff around.  Could that also have been reduced, the

5     number of staff, whilst he was naked and waiting for

6     clothing?

7 A.  There are two things they could have done.  I wouldn't

8     even think it acceptable to hold him in that place

9     there.  I think he should have been taken to a room or

10     somewhere isolated rather than being in an area, because

11     it was only by chance that somebody was on the gate

12     there to stop any movement.  But, you know, you could

13     have had a free flow of other staff coming through at

14     any time.  So I think, at that stage, for me, he should

15     have been removed to somewhere else.

16 Q.  Ought there to be a specific policy or procedure in

17     place, given the frequency in which it occurs and the

18     consequence for the detained person, humiliation, if no

19     action is taken?

20 A.  Because of the frequency of these type of events, there

21     should be something like locally-agreed protocols.

22     Everyone is aware of the decency agenda.  Any searching,

23     full searching, of a detained person or in a prison

24     environment will only be by two staff of the same sex,

25     so anything above that is starting then to encroach on
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1     that policy alone.  Although it is not a search, but

2     it's -- the basis of that is the person shouldn't have

3     multiple people around them whilst being in a state of

4     undress.

5 Q.  The same principles could apply to a separate policy

6     about use of force against naked or undressed detained

7     persons?

8 A.  Yes.

9 Q.  That could include what we have just been speaking

10     about: giving opportunities to dress; prioritising

11     obtaining clothing; being in a private area; reducing

12     numbers of staff, and so on?

13 A.  Yes.

14 Q.  I want to move on now to the fourth topic which you have

15     highlighted in your report, and that's the lack of

16     de-escalation and the use of PPE.  You have said in your

17     first report, page 156, paragraph 658, that there is,

18     for you, an area of concern around the cultural process

19     of automatically resorting to PPE, and you reference

20     D87, which is incidents 164 and 165.  You say in your

21     first report, at page 29, paragraph 101, when speaking

22     about D1914, which is an incident we are going to look

23     at in detail:

24         "PSO 1600 -- Role of a Supervisor (para 4.34) --

25     states the provision of PPE is optional.  Each case
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1     should be judged individually, and only when necessary

2     should PPE be worn.  Removing PPE is a de-escalation

3     tool once the risk of injury to staff has been mitigated

4     [and] should follow the initial intervention."

5         What do you mean, firstly, by "cultural process of

6     automatically resorting to PPE"?

7 A.  First of all, all the footage that I saw, every planned

8     intervention was staff in PPE.  There was also

9     references in staff's statements about, if it was

10     planned, any planned incident is in full PPE, which is

11     not the case.  And I think the perception culturally and

12     from further evidence, including some of the transcripts

13     and some of the evidence given at this hearing, is that,

14     even from senior manager level down, everybody's

15     perception is that, if it's planned, you have to put

16     staff in full PPE.  So it goes right the way through,

17     which is probably why everybody seems to have that -- in

18     fact, that's why it's the culture, isn't it?  It's come

19     from the top and it's worked its way through.

20 Q.  Yes, because we heard live evidence from Nathan Ring and

21     DCM Steve Loughton on exactly that topic, as you said.

22     The live evidence of Nathan Ring was <INQ000151>,

23     page 27, internal page 107.  He says:

24         "Answer:  ... With a planned use of force, you were

25     in full PPE.  There was no half or not.  There was never
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1     a planned use of force where you weren't in PPE.

2         "Question:  ...

3         "Answer:  ... There were no half measures."

4         DCM Steve Loughton, so obviously more senior, says

5     at <INQ000155, page 28, internal page 110, he thought

6     that always wearing PPE for planned use of force is

7     what's in the use of force manual.  Can you explain

8     whether that is, in fact, correct?

9 A.  No, it's not correct.  The section in the use of force

10     manual that staff would have been trained in is actually

11     titled -- it's called "Prisoner" because obviously it is

12     based on prison, "Armed prisoner removal" so when

13     there's a visible weapon or intelligence to indicate

14     that a weapon is present and, therefore, it is there to

15     protect staff against injuries from that weapon.

16 Q.  Should we go to the manual?  If we can bring up

17     <NOM000001>, it is the use of force training manual,

18     page 201, paragraph 8.1.  You see at the top there

19     "may" -- and I'm emphasising "may":

20         "... be occasions when staff must wear suitable

21     approved protective clothing and equipment.

22         "Examples are when ..."

23         And you have been through some of these:

24         "The prisoner is behaving aggressively.

25         "There is a known risk of aggressive behaviour.
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1         "The prisoner has, or is likely to have, weapons

2     available."

3         We can bring that down, please.  Can we now turn to

4     the relevant PSO, PSO 1600, <INQ000185> page 39, please.

5     This is appendix F, the second paragraph down:

6         "It is recommended that all staff are provided with,

7     and wear, protective equipment in a planned C&R

8     incident."

9         So PSO 1600 states PPE is recommended and the

10     training manual say it "may" be used; therefore, it is

11     essentially optional?

12 A.  Yes.

13 Q.  What is taught in training?

14 A.  Exactly that: each situation should be evaluated on its

15     own unique circumstances.  If there is a genuine risk to

16     staff from potential weapons, or even within a difficult

17     environment -- by that I mean a prison cell, for

18     instance, with lots of furniture or if there is debris,

19     damage has been caused where people may get injured

20     during the restraint process -- to provide PPE for the

21     safety and welfare of the staff.  However, if there is

22     no need for PPE, for instance, there is no visible

23     weapons, there is no serious threats of aggression, then

24     consideration should be that staff don't wear.  I think

25     that goes back to what one of the witnesses said: there
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1     is no half measures; you either wear it or you don't.

2     But there is the "don't" as well.  There is no, like,

3     you can only wear some parts but not all of it.

4 Q.  Is there a half measure, though, in taking the PPE off

5     during an incident?

6 A.  Yes.  I think that was just on the actual -- what you

7     put up on the screen there.  So the expectation is, once

8     control has been gained, once the initial threat and

9     risk to staff has been resolved, then the minimum that

10     should be replaced is the shield and the helmets.  Also,

11     in training, we often advocate as well that the gloves

12     are removed.  If I can explain a little bit more about

13     that, the gloves are the equivalent of a riot glove, so

14     a public order glove, as they are known, which are quite

15     bulky and have a lot of protection.  So that makes fine

16     and complex skills -- like applying handcuffs, applying

17     restraints, head support -- slightly more difficult.  So

18     that's why we advocate gloves are removed as well.

19 Q.  Could you explain how it is a de-escalation tool,

20     removing the PPE during an incident?

21 A.  I think the impression it would give, because, if you're

22     being restrained by people with helmets on,

23     communication is really difficult.  One of the roles of

24     the person supervising the control of the head is to

25     communicate with the person being restrained.  So trying
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1     to communicate through a visor is muffled, whereby, if

2     the helmet comes off, you can then get that face-to-face

3     conversation going and build up that rapport to try and

4     de-escalate.  Also, you can show a sense of compliance

5     by staff that they acknowledge any threat is over now

6     and they are reducing the level of force they're using.

7 Q.  It is like a symbiotic relationship.  Once the heat is

8     taken out of the moment, the staff then take the PPE off

9     and that gives a signal to the detained person that, you

10     know, there is going to be some negotiation or give and

11     take?

12 A.  Yes, it's calming down, it's de-escalating.  The other

13     part to remember as well is, it's the impression of

14     other detained persons or other people in the

15     establishment.  If they see somebody being moved with

16     staff in full PPE, they might think it's something --

17     regard it a lot more serious than maybe if it's just

18     someone being restrained as they would do normally.

19     I think it can sometimes quell any, you know, concerns

20     of the rest of the population.

21 Q.  That's the theory.  What about in practice, in terms of

22     what you have seen in Brook House, the 43 incidents?

23     Were there any incidents where you saw staff

24     de-escalating the incident by taking PPE off?

25 A.  No.  I saw one incident where a member of staff
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1     complained about being hot and, at the time, he had

2     a balaclava on, which he shouldn't have been wearing.

3     They took the helmet off, took the balaclava off and

4     then put the helmet back on, which was mind blowing, to

5     be honest with you, that people thought that was

6     acceptable.

7 Q.  That was Derek Murphy, that incident?

8 A.  Yes.

9 Q.  Why was -- is a balaclava an acceptable --

10 A.  It is not authorised PPE for local planned

11     interventions.

12 Q.  Do you know how or why a DCO would be in possession of

13     a balaclava in a --

14 A.  I can only think if he was trained to advanced level

15     whereby he'd be part of the mutual aid team within the

16     establishment, he would have it for his equipment for

17     that.  But that shouldn't be used for local

18     interventions.

19 Q.  You said it was mind blowing to see.  Why was that?

20 A.  Well, once he'd taken the helmet off, why not just leave

21     it off?  Because there was no threat, there was no risk.

22     The person doing restrained was under control.  For me,

23     that was a good prompt to take -- for everyone to remove

24     the helmets.

25 Q.  You said in your conclusion about this topic, about
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1     removal of PPE and de-escalation, in your first report,

2     paragraph 650, that once the risk has been reduced to as

3     little evidence of PPE being removed, what you have just

4     said, and you particularly focus on incidents 134 and

5     86, although you mention other incidents as well, we

6     will discuss later use of force against those

7     individuals in the topic of offering no threat, but that

8     you are of the opinion that, at times, when -- there

9     were times when PPE could have been removed to aid

10     de-escalation and when the initial risk to staff had

11     been mitigated by control of the detained person.  As an

12     absolute minimum, the helmet and gloves could be removed

13     when moving through the centre.

14         In terms of your recommendation, it is

15     recommendation 6 which relates to this particular issue,

16     your heading there is "Training scenarios" and you said

17     there should be scenario-based training to include in

18     planned use of force incidents where it is not

19     appropriate to wear PPE or where it can be removed as

20     a de-escalation technique.

21         We have talked about taking off PPE during an

22     incident.  When would it be appropriate, or not

23     appropriate, to wear PPE in planned incidents in the

24     planning process?

25 A.  Once you've done -- the supervising officer or the
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1     person in charge of the intervention had observed the

2     detainee, the security intelligence, they would look at

3     that, you could also look at health issues or anything

4     else from there, if there's any medical issues, and also

5     assess the scene when they do their initial view into

6     the room.  Because they would engage prior to deploying

7     staff, and to really get an understanding of

8     the situation at that time.

9         If they felt that there was a risk to staff, then,

10     yes, PPE should be the consideration.  However, if there

11     was no need for PPE, then that shouldn't be used.  But

12     my greater concern is incidents that are unplanned, and

13     there's that perception then that, even though there are

14     still three staff there, that it's not planned.  Well,

15     it is a planned incident.  If you have got time to

16     actually, after the initial incident has taken place,

17     and there's time to assess what's going on, then it is

18     a planned incident.

19 Q.  We will come on to that when we discuss D687's incident.

20         You have been able to review also, haven't you, the

21     witness statement of Mr Hewer from Serco --

22 A.  Yes.

23 Q.  -- who is now head of Gatwick IRCs.  He hasn't provided

24     us with the details of the use of force training

25     modules, so it is not clear that that's included, in
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1     terms of PPE.  But I assume you think it ought to be, in

2     terms of the initial training course?

3 A.  Yes.

4 Q.  I want to move on now to the fifth topic, which is use

5     of force not used as a last resort.  We have already

6     touched upon that with D2416, which was one of

7     the videos that we have seen.  Firstly, looking at your

8     findings, your conclusions, in relation to this, it is

9     in your first report, <INQ000111> paragraph 636,

10     pages 145 to 146.  You say you have a concern over the

11     level of training and understanding, primarily at DCM

12     level, of the lawful application of force, how to

13     de-escalate and exploring all other reasonable options

14     before using force as a last resort.  For example,

15     a de-escalation technique could be used, such as removal

16     of PPE during incidents 134, 81, 162, 86 and 108, or

17     leaving time to allow the detained person to reflect

18     upon -- reflect using another detained person or

19     suitable non-uniformed person to engage with and help to

20     explain the situation and to continue longer with

21     persuasion before forcibly removing a detained person.

22         Out of the 43 clips that you saw, did you see any

23     occasions where the detained person was able to -- was

24     left to reflect or another detained person was helped to

25     engage with the situation?
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1 A.  No.

2 Q.  Would you have expected to, in those 43 incidents?

3 A.  I think if you evidence that you make all reasonable

4     efforts, sometimes that can help.  Certainly, based on

5     my own experience, that's something that would regularly

6     happen, is that you find someone who maybe had a good

7     rapport with the person, somebody they could confide in,

8     someone that they trusted, that they could actually use

9     them, if they were available, to help as a resolution to

10     the situation.

11 Q.  I want to now go on to my first example, which is

12     incident 133/17 involving D1978.  This was on

13     26 May 2017, where force was used on a detained person

14     after apparently refusing to go to CSU.  I am going to

15     play now two clips in closed session.  Just before we

16     do, just to explain, the first clip is going to be the

17     incident itself, and we will just play the first two

18     minutes, and that's from body-worn footage, and the

19     second is the debrief afterwards, and we will just play

20     the first minute there.  But I will play them together.

21     Thank you.

22                      IN CLOSED SESSION

23 MS TOWNSHEND:  We can play the first one at disc 48,

24     20170523210142_E1606N_0013.MOV.

25                        (Video played)
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1 MS TOWNSHEND:  Stop there, thank you.  Then if we can bring

2     up the second clip, which is 20170523211507.

3                        (Video played)

4 MS TOWNSHEND:  We can go back into open, please.

5                       IN OPEN SESSION

6 MS TOWNSHEND:  If we just keep in mind that debrief when we

7     talk later at the end about the quality of debriefs, you

8     have said in your first report, page 93, paragraph 384,

9     that the footage from the debrief provides a different

10     version of events when described by DCM Dix as compared

11     to what actually happened.  During the debrief, he

12     states that D1978 started to encroach towards him, he

13     had no option but to deploy the team.  The scene footage

14     clearly shows D76 stand aside to allow D1978 to leave

15     the room and then the team move in and restrain D1978.

16     DCM Dix makes a half-hearted attempt to stop staff but

17     only after the first DCOs entered the room.  DCM Dix

18     utters quietly to himself "No, no, no".  Should DCM Dix

19     have been more assertive when trying to negotiate that

20     surrender?

21 A.  He should have controlled that scene far better, and by

22     that -- what I mean by that, sorry, is that he should

23     have stayed at the door.  He could have given clear

24     instructions, as he was, and he was getting compliance

25     at that stage.  It was quite clear that the detained
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1     person was walking towards him.  Once he got to the

2     threshold of the door, he could have stopped him and

3     then told him to step out and done it all in

4     a controlled manner.  I think the fact that -- you know,

5     what was said on the debrief, as you say, doesn't

6     reflect anything that was actually seen from the

7     footage.

8 Q.  You say at paragraph 398, this is your conclusion on

9     that event, in terms of last resort, that there was some

10     confusion as to if D1978 was actually complying whilst

11     walking out of his room, and that DCM Dix mismanaged the

12     situation.

13         In terms of whether it is necessary, reasonable or

14     proportionate, you find at paragraph 399 that it wasn't

15     necessary to use force and that he appeared to be

16     complying.

17         You also say there was poor scene control, which is

18     what you have already said.

19         We heard from DCM Dix.  He gave live evidence to us

20     on this particular point.  His evidence is at

21     <INQ000167>, pages 18 to 19.  He agreed that, by saying,

22     "No, no, no", he was trying to stop the officers going

23     in, because he agreed that the detained person was

24     actually complying.

25 A.  Yes.
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1 Q.  He agreed that there was poor scene control by him but

2     stated that he didn't get any extra training.  He said

3     that he was confused in the debrief and it had slipped

4     his mind that he had told officers not to go in.  He

5     said he needed extra training on how to be a supervisor

6     and that it wouldn't have happened if there had been

7     a proper review of the situation.  Do you have any

8     comment to make on that evidence?

9 A.  Well, I've stated already that there should be training

10     for DCMs, you know, before they take up post.  I think,

11     considering DCM Dix had been involved in quite a few

12     incidents that I reviewed, and I'm going to assume that

13     he'd supervised many other incidents in the period since

14     he was promoted -- I think what was there probably

15     wouldn't require any additional training.  That's

16     something that would be covered in basic training for

17     all grades of officers.  So I don't think that his

18     failings there were anything to do with not having

19     specific training as a DCM, because that was basic

20     training that everybody receives.

21 Q.  What about him saying that it had slipped his mind that

22     he had in fact tried to stop officers going in and that

23     he'd said, "No, no, no"?

24 A.  I can't even think why he would think that, because it

25     was a short space of time afterwards.  It wasn't
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1     a particularly long incident.  So I think -- the debrief

2     should be more about reflecting from the staff as well;

3     so get their perceptions of it.  What should have been

4     brought out there is the fact that the staff should have

5     explained why they thought they were being ushered in,

6     so to speak, or why he stood aside to allow the staff to

7     go in and restrain the detainee.

8 Q.  Saying "No, no, no" to officers because a detained

9     person is complying is very different to then explaining

10     in a debrief that he was encroaching on officers and he

11     had no choice?

12 A.  Well, he was asking him to encroach because he asked him

13     to walk to the door.

14 Q.  "Encroaching" perhaps not being the correct word?

15 A.  It amounts to the same thing, really, doesn't it: he's

16     coming in, he's doing what he was told.  So it's very

17     hard then -- and the "no, no, no" was once the staff had

18     already gone past him.  That's what I meant by the scene

19     control.  He should have controlled that door far

20     better.

21 Q.  Do you have any concerns about what DCM Dix -- how he

22     conducted that debrief?

23 A.  Well, that, unfortunately, was a reflection of many of

24     the debriefs that I observed.  Most of it centred around

25     just asking the staff if they had any injuries.  There
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1     was nothing in there about any lessons learned, if there

2     was anything anyone felt could have been done better,

3     were there any issues anywhere.  So I think that's --

4     that was probably the standard that was in place at the

5     time.

6 Q.  But in terms of -- not just in terms of the quality of

7     the debrief, but concentrating on the fact that DCM Dix

8     had said that he was encroaching and there was no choice

9     in the debrief, when in fact what happened -- and we saw

10     on the footage -- that he was saying, "No, no, no, don't

11     come in" because he was complying, that wasn't the

12     truth, was it, what he said in the debrief?

13 A.  No, and it would bring into question his integrity, yes.

14 Q.  It might be an obvious question, but why is it important

15     to tell the truth in a debrief?

16 A.  Well, even more important when there's video footage

17     available, because if -- sorry if I'm going back on old

18     areas that I've covered.

19 Q.  Please do.

20 A.  But if there had been a proper procedure for reviewing

21     incidents, that's something that would be picked up.  So

22     a proper panel would have looked and seen the debrief

23     and the actual events are not aligned.  They don't

24     reflect one another.  So, therefore, you know, that's

25     what I say about bringing integrity into play, and
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1     that's why -- the benefits of having a proper system in

2     place.

3 Q.  Does it concern you as to what it might mean for the

4     reliability of other DCM -- other debriefs that are

5     given?

6 A.  Yes, it could do, yes, definitely.

7 Q.  I want to move to a second example, involving D687.  It

8     is incident 120/17.  In your first report, at

9     paragraphs 214 to 216, you summarise the incident as

10     follows:

11         "The detained person was due to be transferred from

12     the centre and Tascor staff were ready and waiting for

13     him.  The detained person was found in the toilet area

14     of a holding room with a ligature around his neck tied

15     to a fixture within the room.  He threatened to harm

16     himself.  Duty director Dan Haughton attended and

17     engaged with the detained person."

18         I should say, at paragraph 220 you say only for 11

19     minutes did that engagement take place:

20         "Seeing that the detained person had a cigarette, he

21     offered to light the cigarette and used it as a ploy to

22     move closer and to initiate restraint.  After a short

23     struggle, staff gained control and handcuffed the

24     detained person, who was then moved in preparation for

25     the escort.  Duty director Haughton states that he was
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1     in possession of a fish knife.  Therefore, it was clear

2     he had every intention of intervening and had the option

3     of cutting the ligature."

4         You considered the CCTV and undercover footage

5     because there was no body-worn footage, was there?

6 A.  No.  No, there wasn't, no.

7 Q.  You say that the incident should have been considered --

8     this is in your report at paragraph 231 -- as a planned

9     incident.  Could you explain what's the difference

10     between unplanned and planned incidents and why it

11     should be considered as a planned one in this instance?

12 A.  So, in this instance, why it was a planned incident is

13     that there was no immediate risk.  Yes, I accept that

14     the detained person had a ligature, but at the time he

15     was threatening self-harm, he wasn't actually carrying

16     it out.

17 Q.  Sorry to interrupt, just to pause there.  You say it is

18     a planned incident.  You mean that, essentially, in all

19     but name it was a planned incident, but it hadn't in

20     fact been planned, whereas it ought to have been?  Is

21     that what you mean?

22 A.  Yes, because there was sufficient staff there.  There

23     was no immediate need to use force immediately, so it is

24     not like, say, for instance, a fight, whereby staff

25     would have to intervene straight away and wouldn't have
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1     time to plan.  So this is something where they had ample

2     time for somebody to start planning how to resolve the

3     incident, which should have been through persuasion and

4     negotiation, and, because of that, it was a planned

5     incident, somebody should have brought some handheld

6     device or a body cam, healthcare should have been in

7     attendance and it should have been managed by at least

8     a DCM grade.

9 Q.  You said in your first report, paragraph 238, when

10     concluding about this incident, that force was not used

11     as a last resort, and that staff were engaging with D687

12     and it appeared that, once DD Haughton arrived, he was

13     intent on resolving the situation by any means possible,

14     as evidenced by him taking a colleague's fish knife and

15     using a diversionary tactic to cut the noose.  You said:

16         "Staff appeared surprised by his actions, which led

17     me to assume that there was no warning of his

18     intentions.  Negotiation and persuasion should have

19     continued, especially as the incident was contained and

20     not affecting the regime."

21         You have said at paragraph 239 that it was not

22     necessary, reasonable or proportionate.  You said, once

23     the decision to end the incident was made, force -- the

24     force used was proportionate in the main, except for the

25     leg restraint.  When you say "once the decision to end
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1     the incident was made", what do you mean by that?  Which

2     incident?  Which part of the incident?

3 A.  I think the actions of the deputy director for actually

4     cutting the noose and then the staff then decided that

5     force was needed.  Again, that's another classic one of

6     the incident not being well managed because there was

7     nobody giving instructions.  I think I wrote in my

8     report that the staff seemed caught by surprise at the

9     actions to remove the noose, and I'm of the opinion that

10     they reacted because they assumed then that force would

11     be needed, and that's where the lack of direction came

12     from the supervisor, by the managers present.

13 Q.  So there were two parts of the force in this incident,

14     weren't there: there was the force that was used in

15     terms of the ligature issue --

16 A.  Yeah, that wasn't force.  That was removal of

17     the ligature and then the force followed almost

18     immediately, by the evidence that I was presented with.

19 Q.  It was the actions of Duty Director Haughton which you

20     have criticised?

21 A.  Yes.

22 Q.  You said that "the means used to initiate force do not,

23     in my opinion, represent the professional standards

24     expected of staff, let alone a senior manager".  That's

25     at paragraph 242.
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1         In your overall conclusions on that incident, at

2     paragraph 666 of your first report, you state that the

3     incident did not require force to be used when it was

4     initiated.  Does that mean that it was unnecessary,

5     then?

6 A.  Yes.

7 Q.  "This is an example of crisis management and does not

8     build effective relationships with detainees when they

9     are experiencing frustration towards the immigration

10     system".  When you say "crisis management", what did you

11     mean by that?

12 A.  The actions, I felt, of the deputy director was

13     something that -- rather than engage with someone and

14     trying to get a peaceful resolution, it almost seemed

15     that he was intent on just turning up and ending the

16     situation, because in all of my experience, I've never

17     known a senior manager to take somebody's fish knife,

18     rescue knife, off a colleague in order to carry out an

19     action.  For me, I just got the impression that he was

20     intent on getting the incident done and dusted, for want

21     of a better term.

22 Q.  It is something that he says -- gave live evidence about

23     and said something quite similar.  His live evidence is

24     at <INQ000174>, page 93, internal pages 108 to 111.  He

25     says that to have gone away and done a plan for a use of
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1     force would have prolonged the incident by half an hour

2     or 40 minutes.  He says it was in the best interests of

3     everyone there to sort of bring it to a quick and safe

4     resolution by securing the ligature, even where others

5     didn't know what he was doing.  Do you accept that

6     a delay would have been caused if it had been a planned

7     incident?

8 A.  No, I don't.  There was sufficient staff there at the

9     time.  There was no need for the staff to be taken away

10     and given PPE.  There were no threats to the staff by

11     the detained person, from the footage that I had

12     available.  Nobody indicated that he was offering any

13     threat to anyone, other than himself.  So, in that

14     circumstance, there would have been no need for a delay.

15     They had ample staff, they had ample resources at the

16     time, to carry out an intervention if it had been

17     required at the time.

18 Q.  What advantage would there have been to have considered

19     it a planned use of force?

20 A.  As I said before, people would have been informed about

21     what was going to happen, so if it had gone to the

22     length where it's decided that, actually, force was the

23     only thing left to resolve the incident, at least the

24     staff would have had an idea of what to do and they

25     would have known what their role would have been, rather
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1     than just to react to something that unfolded in front

2     of them.

3 Q.  So you agree that staff could have engaged with the

4     detained person more and tried to persuade him to go

5     with them, rather than continuing with the force?

6 A.  Yes, that should have -- I think the timelines I gave,

7     again, aren't sufficient, in my view, certainly for

8     somebody who has gone to the extreme length of tying

9     a ligature and making the threats that were being made.

10 Q.  In terms of the consequences of what would have happened

11     had it been a planned use of force, that would have been

12     that healthcare could have been present; there would, as

13     you said, have been clarity of the plan; and body-worn

14     camera also could have been switched on?

15 A.  For me, the biggest failing was also healthcare not

16     being there.  That, for me, is a massive failing.  The

17     fact that you've got somebody threatening an act of

18     self-harm and you haven't got resources there to deal

19     with it if that action had been carried out -- or

20     potential action could have been carried out.

21 Q.  It could have also meant, couldn't it, that force was

22     not required at all if there had been more engagement

23     there, including healthcare, who could have assessed his

24     mental health, and, therefore, the whole use of force

25     might have been rendered unnecessary?
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1 A.  It could have all been avoidable, yes.

2 Q.  We heard live evidence from Chris Donnelly <INQ000014>

3     page 37/38, internal page 146, that he accepted that one

4     of his comments, that "we should wait a minute before

5     cutting you down", should not have been made.  Do you

6     accept that that isn't a way of engaging properly with

7     a detained person?

8 A.  Yes, that's totally inappropriate, yes.

9 Q.  Also, it suggests, would you agree, that it means that

10     force might not have been required at the time, if he

11     was saying, "We'll wait a minute for you to be cut

12     down"?

13 A.  Yes.

14 Q.  Planning also, of course, goes to the way in which force

15     was used.  We heard from Dan Haughton in live evidence

16     <INQ000174> page 20, internal page 111, that he

17     authorises the use of force.  He told the inquiry that

18     he did not intend it.  So planning could have meant that

19     this would have been -- gone smoother and been better

20     understood by others as to what was happening?

21 A.  I can't see, as he said, he didn't intend it when he

22     actually moved in and removed the ligature.  So he had

23     every intention of ending that situation.

24 Q.  Once the ligature is removed, was force required then?

25 A.  There is nothing in any of the evidence to state that
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1     there was any level of resistance or any threat to the

2     staff at that time, no.

3 Q.  In terms of pain-inducing techniques -- no need to bring

4     it up on the screen, but I want to take you to your

5     first report, page 59.  It is paragraph 228.  You said:

6         "The evidence available to the investigating officer

7     and the detainee for review consisted of the covert

8     camera operated by Mr Tulley and the CCTV footage from

9     outside of the room and the use of force statements from

10     staff involved.  The summary findings were that force

11     was necessary, reasonable and proportionate to the

12     circumstances.  There are comments during interview by

13     Duty Director Haughton that 'he didn't resist too much,

14     moving around and moving his arms away from officers,

15     not extreme violence'.  DCO Martin states 'he was not

16     a difficult man to restrain, he did not put up much of

17     a fight'.  I note these comments and the overall summary

18     as they contradict the necessity to apply leg control as

19     noted in my findings."

20         Were handcuffs -- was the use of handcuffs, which

21     were on before the inverted wrists hold, was that

22     justified in your view?

23 A.  I think that was a decision that would have been taken

24     at the time, bearing in mind the risk due to the

25     detainee being due to be removed.  It could have been
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1     that the handcuffs were put on as a preventive measure,

2     in case they took any other extreme action to avoid

3     being removed from the centre.

4 Q.  What about the inverted wrist hold being used after the

5     detained person was in handcuffs?

6 A.  No, there was nothing there.  As the staff state in

7     there when questioned under investigation, he wasn't

8     difficult to restrain.  They didn't encounter any major

9     problems.  So, therefore, the inverted wrist hold in

10     cuffs, as I said earlier today, was certainly something

11     that would only be used in the most extreme circumstance

12     and when there was an imminent risk of harm to either

13     self or others.

14 MS TOWNSHEND:  Chair, I note the time, but I just want to

15     finish this topic, so I will just be a minute more, if

16     that is okay.

17 THE CHAIR:  Absolutely.

18 MS TOWNSHEND:  Can I bring up finally on screen before the

19     lunch break <TRN0000007>, page 22.  This is a transcript

20     of what we saw of the undercover filming.  Looking at

21     line 24, you see D687 says:

22         "Can you let go of my arm, please?

23         "I'm on the 'cuff ...

24         "Let go of me then innit, I'm cuffed innit.

25         "Stop fucking resting on my arm."
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1         Then at the top of the second column:

2         "Bruv stop resting on my arm bruv.

3         "You breaking my fucking arm bruv."

4         Thank you.  That can be taken down.  Are handcuffs

5     required there at all, do you think?

6 A.  As I say, I think that was a decision that had to be

7     taken based on other risks for the removal.  If there

8     was no real risk, then possibly you could say handcuffs

9     weren't applicable; but, based on the potential risk,

10     then that could be a consideration, yes.

11 Q.  Why is, then, the wrist hold required after that?

12 A.  There doesn't appear to be any necessity for that.  Once

13     the handcuffs are on -- as we saw earlier, handcuffs can

14     be applied with no pain being used and the detained

15     person being escorted in that manner.

16 Q.  Do you think there was a purpose to inflicting pain at

17     that point?  Was it a PIT, a pain-inducing technique,

18     that we talked of earlier?

19 A.  There is no evidence to suggest, one, the protocols for

20     applying the pain-inducing technique had been followed

21     or that there was any justification for it at that

22     stage.

23 Q.  Finally, once in hospital in Dorset, D687 was found to

24     have chest contusions, originally feared to be a rib

25     fracture.  DCM Farrell told the inquiry "it seemed quite
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1     an easy restraint".  That was <INQ000165>, page 29,

2     internal page 116.  Does this affect your view of

3     the proportionality of the force used?

4 A.  Obviously, I'd need some sort of medical explanation

5     about the potential cause of the injury.  If there is an

6     injury of that nature, it would normally be if there had

7     been a prolonged struggle or a struggle in a difficult

8     situation or if staff had put undue pressure onto the

9     torso of the person being restrained.

10 Q.  What about DCM Farrell's comments that it was quite an

11     easy restraint?  Does that affect your view of

12     the proportionality?

13 A.  It would do because if that's what staff encountered,

14     and they were the ones there, they were the ones with

15     the hands on, so to speak, they are best placed to gauge

16     the level of resistance and the level of threat to

17     themselves and others at that stage.

18 Q.  You have concluded, then, in your report that -- this is

19     your first report, at paragraphs 82/83, that, based on

20     the additional evidence that you've been provided, there

21     are a number of incidents where the interaction between

22     a DCM and detainee was not sufficient and does not

23     evidence that all reasonable efforts had been explored

24     to gain compliance.  You list the incidents 86, 88, 108,

25     129 and 153.  We will come on to those later on.
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1         Thank you, chair.  I think now is a good time to

2     break.  We have quite a lot to get through so I wonder

3     if I can ask for a 45-minute lunch?

4 THE CHAIR:  That's fine.  So we will return at 1.50 pm?

5 MS TOWNSHEND:  Yes, please.

6 (1.07 pm)

7                   (The short adjournment)

8 (1.50 pm)

9 MS TOWNSHEND:  Mr Collier, I am going to continue now with

10     the theme of last resort.  I want to just go through

11     your conclusions and, in particular, which relate to

12     what you have said in your first report and how that's

13     changed in relation to particular incidents in your

14     third report.

15         In your first report at paragraphs 82 to 83, as

16     I have said earlier, this is page 16 if you want to turn

17     to it -- sorry, in fact, this is your third report,

18     rather.  In your third report, <INQ000177> page 16, you

19     said:

20         "Based on the additional evidence that I have now

21     been provided, I have identified a number of incidents

22     where the interaction between the DCM and detainee was

23     not sufficient and does not evidence that all reasonable

24     efforts had been explored in order to gain compliance.

25     This is essential when justifying force was used as
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1     a last resort and that other methods had been tried

2     without success."

3         You then list five incidents, as I said earlier, 86,

4     88, 108, 129 and 153.  All but the first, 86, are

5     incidents that you changed your mind about, having seen

6     the footage.  Is that correct?

7 A.  Yes.

8 Q.  They all relate to whether use of force was a last

9     resort?

10 A.  Yes.

11 Q.  When you reviewed the incidents in your first report,

12     you divided them up into "of concern", and that relates

13     to the first part of your report, and then "not of

14     concern", which is the second part of your report.  Is

15     that right?

16 A.  Yes, the evidence I was given was broken down into two

17     areas, and the first lot were the major concern ones and

18     then the ones of lesser concern, yes.

19 Q.  For the former, which were of concern, there are about

20     22 incidents?

21 A.  I can't remember exactly, but yes, I'll take it as that.

22 Q.  Mostly, if not always, it is correct that you were able

23     to review video footage for those incidents?

24 A.  Yes.

25 Q.  Generally, for the latter, which you had marked of not
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1     concern, there was little, if no, evidence of video

2     footage?

3 A.  Some I had no evidence whatsoever of video footage, yes.

4 Q.  So, in general terms, most of the footage you reviewed

5     caused you concern?

6 A.  Yes.

7 Q.  After reviewing the additional footage for the

8     18 incidents for the third report, as I said, you

9     changed your mind in relation to four of them, and one

10     of the incidents, which was 86, involving D2159, your

11     concern was strengthened about whether force was used as

12     a last resort?

13 A.  Yes.

14 Q.  What does this tell us about the importance of video

15     footage?

16 A.  I think it tells us two things.  Video footage is

17     essential to get a true reflection of the incident, but

18     also about the use of force report writing.  It needs to

19     be to a better standard and more descriptive of

20     the actual events.

21 Q.  Why does the report writing need to be more descriptive?

22     Do you mean because there may not be video footage.

23     Therefore --

24 A.  If that becomes the norm, then, if there isn't footage

25     available, for whatever reason, at least then we are
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1     more reassured, or we've got greater reassurance, that,

2     actually, what's being written down is a true account

3     and reflection of the incident itself.

4 Q.  Did you find an issue with the quality of report

5     writing?

6 A.  Yes, a huge issue, yes.

7 Q.  That's something that we will come on to later, in terms

8     of review process.

9         What also does it tell us about the adequacy of

10     the review process in itself, the fact that when you had

11     seen all of this footage, that your mind had been

12     changed as to almost a quarter of incidents?

13 A.  I think as well, and if I think back to the incidents

14     themselves, although, yes, I looked at it from, dare

15     I say it, an expert's eye, even someone with lesser

16     experience than myself would have come to the same

17     conclusion.  I'm confident of that.  It's areas that we

18     have covered already, that there wasn't sufficient

19     engagement, they hadn't attempted all reasonable

20     options, and that force was used prematurely.

21 Q.  When you say someone not as an expert, do you mean a use

22     of force instructor?

23 A.  I think even a manager of some grade should have the

24     ability to look at that footage and see that there was

25     something wrong, as in they hadn't fully exhausted all
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1     reasonable options, yes.

2 Q.  What, if anything, does this tell us about the adequacy

3     of the review process at Brook House?

4 A.  From what I've -- the evidence I've been given and from

5     what I've seen, it was non-existent, as in the fact

6     there wasn't a multi-agency, multi-disciplinary

7     committee in meeting.  I've had no evidence of -- no

8     minutes, no terms of reference for such a committee.  So

9     I can only draw the conclusion that it didn't exist.

10 Q.  Can any conclusions be drawn about the 70 or so

11     remaining use of force incidents which occurred during

12     the relevant period which you were not asked to review?

13 A.  Well, it would definitely raise concerns about, you

14     know, what their incidents entailed, what the actions

15     were and were they even justified, yes.

16 Q.  I want to turn now to two of the recommendations which

17     are relevant to use of force being a last resort.  Your

18     recommendation 2 in your first report, page 148, you

19     have suggested this, that there should be

20     a consideration of a bespoke package for staff working

21     in IRCs to cover behaviour and management and be

22     therapeutic based, focusing on preventive strategies as

23     opposed to reactive strategies when a situation has

24     escalated:

25         "Training in managing difficult conversations is
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1     essential for all roles within a detention centre and

2     should be included, however a greater asset would be for

3     better staff training that utilises preventive

4     strategies by recognising and managing potential risks

5     (understanding of preventive strategies) as opposed to

6     reactive strategies when a situation has escalated."

7         In plain English, does that mean that, basically,

8     there should be more negotiation before a use of force

9     incident takes place?

10 A.  There should, and what there should be is more

11     standardisation across that.  So it shouldn't be left to

12     individuals to interpret in their own way how

13     negotiation, how persuasion, should be carried out.

14     There should be a set programme that -- because at least

15     then everybody is working to the same process and

16     everyone understands what colleagues are attempting to

17     do, what outcomes they're desiring are and that

18     everyone -- as I say, it is a standardisation so that we

19     know that that's in place and we have the reassurance

20     that that is what staff are using before having to

21     resort to the last resort of using force.

22 Q.  Should there be a specific module on, for example,

23     managing difficult conversations or understanding

24     preventative strategies?

25 A.  I think so.  I think that's part of the overall
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1     curriculum and I think that's -- like I said earlier,

2     that should precede any use of force training in the

3     initial training of custody officers.

4 Q.  So that should be in the ITC, the initial training

5     course?

6 A.  Yes.

7 Q.  We have seen from the ITC schedule of learning from

8     Serco -- it is an exhibit from Steve Hewer which is

9     <SER000253> -- that that isn't -- or nothing similar is

10     on that training course.  So I assume that you would

11     advocate for that now?

12 A.  Yes, definitely.

13 Q.  The second recommendation, which is your

14     recommendation 4, is at the first report, pages 149 to

15     150, paragraphs 645 to 646, and this is management of

16     removal.  You have suggested that Home Office staff

17     should inform detained persons of removal orders.  DCMs

18     to support and familiarise with particular case standard

19     operating procedure to be produced to reflect this

20     change.

21         So, essentially, what you are suggesting there is

22     that a member of staff should be with a planned removal

23     team, a planned use of force team, to explain what's

24     happening and why they're removed.  Is that right?

25 A.  Before it even gets to that stage, I think it should be
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1     somebody from the Home Office that explains to the

2     detained person exactly what's happening and the reasons

3     for it.  I feel that sometimes the DCM grade would be

4     lacking the knowledge and the kind of case history to,

5     you know, engage constructively with the person at the

6     time, and it's -- I think the process should be slightly

7     different.  That's my view, that somebody from the

8     Home Office also has a little bit more credibility when

9     explaining to someone about removal orders than somebody

10     that's seen as a custodial officer in an establishment.

11 Q.  We heard from -- in our live evidence of Vanessa Smith,

12     who is a Home Office predeparture scheme engagement

13     officer <INQ000173>, page 57, internal page 228, that

14     a Home Office representative is not usually present when

15     a detained person is being moved in order to be removed

16     from the country.  But from what your evidence is today,

17     you're speaking about something before that?

18 A.  Yes.

19 Q.  Would it also be beneficial when somebody is being told

20     that they need to leave?

21 A.  Yes, definitely.  It's all part of that process and,

22     again, repeating what I said earlier, it gives the case

23     background, which I think -- and also a lot of the times

24     on the footage you could actually hear people saying

25     things like, "I've got an appeal going in", or, "This is
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1     happening", and they would be better informed to explain

2     how that process is working, whereas, I dare say, the

3     DCM would have very little, if any, knowledge of that.

4 Q.  I said there were two recommendations applicable.  In

5     fact, there are three.  Recommendation 10, in your first

6     report, at pages 154 to 155, paragraphs 647 to 649, you

7     have suggested that Brook House should have trained

8     negotiators to assist with serious incidents.  You gave

9     the example of when D275 was on the netting.  Why would

10     a trained negotiator be particularly helpful, do you

11     think?

12 A.  They would have additional skills to a normal member of

13     staff, and they would go through a bespoke course that

14     would teach them negotiation tactics.  So what would

15     happen then is, whoever is in charge of

16     the establishment at the time would set out a strategy

17     for negotiation.  The incidents I saw on the netting,

18     there were no attempts at engagement.  There was no

19     strategy in place.  It looked as though nobody took

20     overall control.  I think having trained negotiators

21     could help with serious incidents, but them skills are

22     transferable then for other incidents whereby they have

23     to inform somebody that they have to move.  So they

24     would have a really multi-purpose function within the

25     establishment.
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1 Q.  Is this something that's already -- already takes place

2     in prisons?

3 A.  Yes.  Every prison will have a number of trained

4     negotiators.

5 Q.  So your suggestion is it should also be in immigration

6     removal centres?

7 A.  I think in any custodial environment, where there's

8     movements and times where, you know, incidents take

9     place, that somebody is there who can negotiate, as

10     I say, to a strategy that's not only been devised but

11     it's been devised by psychologists and it's got

12     background to support its content.

13 Q.  We know from Mr Hewer's witness statement, but I'm sure

14     he can give evidence about this when he gives evidence

15     later this week, that there is no mention of hiring or

16     using trained negotiators, but this is something, again,

17     that you would recommend for Brook House particularly?

18 A.  Well, from my knowledge, Mr Hewer was a previous

19     governor grade in a prison, so he would know the

20     benefits that negotiators bring.

21 Q.  I want to move now on to the fifth topic, which is

22     a rather large one, which is use of force against unwell

23     detained persons who offer no threat.  I'm going to take

24     you to three incidents.  The first two relate to

25     detained persons who are physically unwell, although, in
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1     relation to the first person, he is mentally unwell as

2     well, because he is refusing food and fluids.  Thirdly,

3     an incident where somebody is mentally unwell.

4         In your first report, in your conclusions, at

5     paragraph 665, you have said that you place incidents 86

6     and 134, the two incidents we are going to look at in

7     a moment, together, as there is a theme about two which

8     is concerning.  On both occasions, a detainee who had

9     been authorised to be moved was not in good health and

10     certainly in 134 offered no physical threat to staff.

11     The reports from 86 indicate a man who is very weak from

12     being on food refusal for some time.  My conclusion is

13     that there was no lawful reason to enter the room with

14     a team in full PPE and use a shield against him, even if

15     it was, as described, placed on him.  The footage from

16     134 also shows little threat to staff with a man who,

17     despite the doctor confirming him fit for removal,

18     demonstrated only reluctance to move.  Incidents of this

19     nature must be managed as a medical removal rather than

20     a disciplinary move.  It was unnecessary to have staff

21     in PPE and even more so to use a shield."

22         Mr Collier, what's a medical removal?

23 A.  That is somebody who is removed from normal location to

24     somewhere where they can get a greater level of medical

25     attention.  So to another part of the prison, or, sorry,
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1     the establishment, whereby they would get better

2     attention and more sort of solitude, rather than being

3     in the general population.

4 Q.  How would that be different to a disciplinary move?

5 A.  A disciplinary move is for somebody who is offering

6     threats of violence, offers a risk to the good order of

7     the establishment.  So that is massively different to

8     somebody who is being moved because they are unwell.

9 Q.  So it goes to the reason that somebody is being -- use

10     of force is being used?

11 A.  Yes.

12 Q.  Whether it is a medical removal or a disciplinary

13     removal?

14 A.  In my opinion, it's far harder to justify using force

15     for someone who is being moved for a medical reason than

16     it would be for somebody who is offering a threat to the

17     establishment or threats to staff.

18 Q.  In these cases, the person -- well, in the first case,

19     the person was being moved to another room purportedly

20     because of concerns over his condition.  So you are

21     saying that a medical removal would have been more

22     appropriate?

23 A.  Yes.

24 Q.  So if we can look at that first example, then, it is of

25     D2159, example 86/17.  You have summarised it in your
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1     first report at paragraph 125, and you state this:

2         "D2159 had been refusing food and fluids and

3     healthcare raised serious concerns over his condition.

4     His room was unhygienic, with urine on the floor and

5     D2159 was not engaging with staff.  He was to be moved

6     so that a constant supervision could take place.  Staff

7     in PPE were instructed to restrain D2159 before

8     handcuffs were applied.  He was relocated with bouts of

9     difficulty, mainly due to weakness from a lack of food

10     or fluids."

11         Zaynab, because could we bring up <CJS005529> and it

12     is page 27.  This is a use of force form.  I want to

13     highlight a few sections from the use of force form.

14     This is the briefing script from, again, DCM Dix, and in

15     the middle of the page, you see:

16         "And is: Is being moved to Eden wing due to

17     healthcare concerns over his food/fluid refusal.

18     Healthcare hold serious concerns over his current

19     medical condition.  D2159's hygiene has deteriorated and

20     he has now urinated on the floor, therefore for his own

21     welfare and health and safety of others, D2159 is to be

22     moved to a unit that provides increased supervision."

23         If we can go to the same document, page 17, please,

24     and this is DCO Neil Timms' account of part of

25     the incident, if I have got the right page.  I don't
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1     think it is the right page, but I will read it out.  It

2     is DCO Neil Timms' account of the incident.  He says:

3         "We made our way to D wing room 201 where [the

4     detained person] was.  DCM Dix opened the door to his

5     room and we entered.  [The detained person] was laying

6     on his back on his bed with his head at the end of

7     the bed which was closest to the door.  I led the way

8     with the shield and DCO Rowley and DCO Cunningham

9     followed behind with DCM Dix at the back.  I held the

10     shield over [the detained person] with it resting on his

11     chest area to protect the team from any aggressive

12     response that [the detained person] may decide to do."

13         If we turn to pages 25 to 26, please, this is the

14     healthcare form.  Just scroll up, please, to the top.

15     This is the "Report of injury to detainee" form.  We can

16     see at 2(b):

17         "No force was used as D2159 was compliant."

18         Page 26, please:

19         "E wing, the detainee refused healthcare input.  No

20     injuries noted to the detainee."

21         Please, Zaynab, can we now play the footage which

22     relates to this incident.  It will have to be in closed,

23     please.  It is S1970002.  <CJS0074113>.

24                      IN CLOSED SESSION

25 MS TOWNSHEND:  Play the first four minutes, please.  Thank
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1     you.  Sorry, from the beginning to 4 minutes.

2                        (Video played)

3 MS TOWNSHEND:  Stop there, please.  If we can fast forward

4     to 9 minutes, and then play to the end.  Thank you.

5                        (Video played)

6 MS TOWNSHEND:  We can take that down, thank you very much.

7     Mr Collier, in your first report -- you hadn't seen that

8     footage, had you?

9 A.  No.

10 MS TOWNSHEND:  I'm sorry, please can we go into open?

11                       IN OPEN SESSION

12 MS TOWNSHEND:  Mr Collier, in your first report, you hadn't

13     seen any of that footage, had you?

14 A.  No.

15 Q.  In fact, you hadn't seen any footage at all?

16 A.  That incident, no.

17 Q.  That incident?

18 A.  Yes.

19 Q.  You have said in your first report, paragraph 127, that

20     you were concerned that, despite the obvious condition

21     of the detained person, the DCM decided to put staff in

22     full intervention PPE, including a shield, and that what

23     should have been worn was safety overalls and face

24     masks.  You also say, at paragraph 128, that there was

25     no evidence from reports of healthcare engaging with the
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1     detained person or what the care plan was.  Were you

2     referring then to a plan beforehand or during the

3     incident?  What would you have expected?

4 A.  I would have expected healthcare to have been in

5     attendance with the DCM in the first instance.  As you

6     saw from the footage, the DCM looks through the

7     observation panel and then just opens the door and sends

8     staff in, which, again, in my view, was unnecessary.  He

9     could have gone in with a member of healthcare to check

10     on the condition of the detained person, and I didn't

11     feel there was any need for the shield to be used or for

12     the staff to be in protective equipment of that nature.

13 Q.  Indeed, you say, at paragraph 129, that, even without

14     the footage, you don't believe force used with a shield

15     was ever necessary?

16 A.  No.

17 Q.  What about handcuffs?  Were they appropriate?

18 A.  No.

19 Q.  We have seen that the healthcare form, the injury of

20     detainee form, F213, we saw it on screen a few moments

21     ago, states that he refused healthcare.  Did you see any

22     evidence that he refused healthcare?

23 A.  I think the only time -- that was right at the very end.

24     Healthcare went in and then left shortly afterwards

25     without any observations taking place.
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1 Q.  Was there a refusal or was there simply no response?

2 A.  I didn't hear him say -- refuse it.  I think it was

3     probably more unresponsive to the question, yes.

4 Q.  We know from his patient record, which I won't bring up,

5     <CJS007001>, page 1, on 5 April, that there is a comment

6     there that says:

7         "Restraints may be used."

8         Then under "5 April", at 17:47, it says:

9         "History: moved to E wing by officers.  No force

10     required as detainee fairly weak."

11         This is written by a nurse and clinical lead at

12     Brook House, Chrissie Williams.  Chrissie Williams gave

13     live evidence to the inquiry, and it can be found at

14     <INQ000168>, page 27.  She gave evidence that, despite

15     writing that restraints may be used, she didn't expect

16     a planned use of force to occur and just expected

17     "asking him to come, so holding his hand rather than

18     anything else, which, if we refused, could be counted as

19     a first restraint".  She agreed that it wasn't

20     healthcare's role to sanction force that was eventually

21     used, and she also agreed that it was wrong that force

22     was used to get him to E wing and that she should have

23     intervened to raise contraindications, essentially,

24     reasons why force shouldn't be happening.

25         Would you agree with that?
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1 A.  I would agree with all of that.  The use of force is any

2     physical interaction, but sometimes you use it for

3     a medical reason, so if somebody is struggling to walk

4     and you want to assist them, although there's physical

5     contact, that's not a use of force, as in what is deemed

6     use of force in the context we are talking about it now.

7     So my assumption is that that's what the nurse meant,

8     that he would be assisted rather -- I think the

9     terminology is probably not helpful.  If it was

10     "assisted the person to move", that would be within

11     their remit, to say to staff, "Yes, you can assist them

12     down", but they can't authorise using force, no.

13 Q.  I assume, from the video, you think that that wasn't

14     just assisting somebody?

15 A.  No.  The DCM actually has told the staff what techniques

16     to use.  He says, you know, "Apply figure fours".  Then,

17     when the handcuffs were put on, he said, "Apply wrist

18     locks or final locks".  So he's telling the staff to use

19     a physical technique, yes.

20 Q.  You say in your first report, at paragraph 13 that, even

21     without the footage, he presented very little, if any,

22     threat to staff?

23 A.  (Witness nods).

24 Q.  You say:

25         "I accept the unhygienic state of the room but using
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1     staff in full PPE followed by the shield being placed

2     upon him are completely disproportionate and

3     unnecessary."

4 A.  Yes.

5 Q.  "A full assessment before the intervention would have

6     identified the level of risk and the response should

7     have been proportionate to that risk."

8         So would it have been helpful for an assessment to

9     have been made before use of force was used?

10 A.  An assessment should have been made from the very

11     outset, from when they entered the room.

12 Q.  In your third report, <INQ000177>, pages 9 to 10, at

13     page 10, you describe the use of the shield, and we saw

14     there in the video that it was placed on D2159 for

15     a short period after he doesn't respond to DCM Dix.

16     What's your view on the way that the shield was used?

17 A.  Not the way it was used.  The way it was used -- I see

18     no reason why the shield was necessary.  There was no --

19     the shield is used to protect staff from levels of

20     violence offered against them and, at that stage, the

21     detained person was unresponsive.  So there was no

22     threat, there was no risk.  I think using the shield

23     there was, as I said at the time, disproportionate and

24     unnecessary.

25 Q.  What about the use of handcuffs?  Was that proportionate
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1     and necessary?

2 A.  In my view, no, because I think more effort should have

3     been made to assist move him rather than apply what is

4     an extra layer of control and restraint.

5 Q.  You say finally in your third report at paragraph 13:

6         "My initial opinion of the incident remains and is

7     supported from the footage, which gives clear evidence

8     of the risk and threat offered at the time."

9         Do you have anything else you'd like to add about

10     that incident?

11 A.  Again, like previously, the efforts at engagement were

12     very short.  There was a short period from a few

13     questions to ordering staff to restrain the detained

14     person.  So, again, it's that theme all the way along,

15     that there isn't sufficient engagement and attempt at

16     persuasion and negotiation, and even more so this time

17     because of the unresponsive nature the detainee

18     presented, then they should have looked at other methods

19     and tried to sit down and explain more what was

20     happening.

21 Q.  I want to move now to a second example, an example

22     that's come up -- or a detained person and a use of

23     force example that has come up throughout the inquiry,

24     and that's concerning D1914 and incident 134/17.  This

25     was an incident on 27 May 2017 where force was used on
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1     D1914, who had a heart condition.  It was used in order

2     to move him to E wing and before a flight the following

3     morning.

4         Firstly, I want to ask you about some dialogue which

5     the inquiry has heard about the incident before it

6     happened.  You have commented about this in your report

7     as well.  It is a discussion between Callum Tulley,

8     Yan Paschali and Dave Webb about the use of the shield.

9     It is in <TRN0000087>, pages 16 to 17, lines 596 to 600.

10     An unknown officer says, "If he dies, he dies" and

11     Dave Webb says:

12         "At the end of the day [inaudible] rolling his

13     fucking head [inaudible] with the shield.  So I wouldn't

14     worry about it."

15         In another transcript about the same incident

16     <TRN0000013>, pages 1 to 2, internal page 1, Dave Webb

17     says:

18         "Hit with the edge, anywhere between the knee and

19     the throat, and you just keep fucking going.  Hit him

20     with the big gun."

21         When asked if he meant the shield -- sorry:

22         "Hit him with the big gun."

23         He then said:

24         "Yes, you don't stop until he's got nowhere to go."

25         In live evidence, which is at <INQ000159>, page 36,
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1     internal page 141, David Webb agreed that this was not

2     the correct approach, in terms of the use of the shield.

3     Can you describe what was wrong about how he was

4     directing Callum Tulley to use that shield?

5 A.  What he was trying to sort of explain to the staff was

6     to use what we call the bladed edge, which is the edge

7     of the shield.  So if the shield was lifted up, it would

8     be the edge at the bottom of the shield.  What he's

9     trying to explain is that they would use that

10     deliberately, in a deliberate action, to target the area

11     that he specified, between the knees and the throat, and

12     that's not the case.  The shield is held in that

13     position, what we call the 45-degree angle.  That's for

14     when you are dealing with someone, as I said earlier,

15     someone who may be armed, to create distance.  However,

16     when contact is made, it is made with the flat of

17     the shield, so the shield is then lifted and brought up

18     to a straight-up angle and then placed against the

19     central body mass and then it would target the potential

20     weapon arm or the area of threat.

21 Q.  What is wrong with the angle that he was suggesting,

22     when it is -- if it is used to make contact with

23     a person?

24 A.  A high degree of risk of injury because you're using --

25     as I say, it's term "the bladed edge", but it is not
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1     actually bladed, but it can be quite a sharp edge, so

2     that driving into someone could cause considerable

3     injuries.  Certainly, if he's talking about going

4     anywhere towards the chest/torso, it runs the risk of

5     deflecting into the throat or face area as well.  So the

6     likelihood of injury is increased from that as well.

7 Q.  In fact, he said the knee and the throat.  What would

8     happen if that edge was caught nearer the throat?

9 A.  It could range from -- anything to the most extreme.

10 Q.  Extreme, you mean a fatality?

11 A.  Potentially, yes.  A direct blow to the throat area,

12     yes.

13 Q.  How concerning is it to you that it is a use of force

14     instructor, Dave Webb, who provides this, as you call,

15     incorrect advice concerning the shield?

16 A.  That's hugely concerning.  It's part of training.  It's

17     always been part of the training.  It's never been any

18     amendments to the use of the shield.  It's remained that

19     way for -- ever since I've been involved, and it's

20     concerning not only because that's what he's explaining,

21     but that's then what he's teaching staff as well, so

22     that again becomes, again, the normal practice in that

23     establishment, which, again, leads to a high risk of

24     injury at any time.

25 Q.  Would you agree also that it sets the tone for the use
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1     of force equipment being offensive tools rather than

2     defensive?

3 A.  Yes.  The shield, as I explained, is a defensive

4     implement to protect staff from the risk of serious

5     injury until such time as they can gain control of

6     the threat in front of them.

7 Q.  I want to move on now to the incident itself.  You

8     summarise it in your first report, at paragraphs 97 to

9     98, as follows.  You say that D1914 was due to be

10     transferred for a flight to Romania the next day and was

11     required to be relocated to Eden wing.  D1914 refused to

12     comply and a letter signed by a medical professional

13     confirmed he was fit to fly and fit for detention:

14         "He will need a medical escort due to the nature of

15     his medical condition.  I am happy for reasonable force

16     to be used to facilitate the removal."

17         At paragraph 98:

18         "Staff in full PPE carried out the removal.  The

19     footage shows DCM Dix opened the door and the staff

20     enter straight away.  D1914 refused to move and is

21     forcibly placed in handcuffs and then moved to the CSU."

22         I'm not going to play the footage because we have

23     seen it lots before, but if anyone wants to recap, it's

24     <INQ000098>, page 17.  It is Day 8.

25         Essentially, what we see there, and you have
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1     reviewed this footage as well, is officers all go in in

2     helmets, full PPE and shields.  You see the detained

3     person lying on the bed in boxer shorts.  He's saying,

4     "Please, please".  He's given one chance by DCM

5     Steve Dix.  He says, "Why do you do this?  I'm sick.

6     I have had three heart attacks.  Please.  I die, I die.

7     I'm good.  Finish, stop", and he is breathing heavily.

8     He says, "It's not possible to walk".  He sits on the

9     bed and he says, "I'm not feeling good".  We know this

10     also from D1914's account to this inquiry as to how he

11     felt when force was being used on him.  His witness

12     statement is <DL0000229> pages 42 to 43, paragraphs 150

13     to 155.

14         In his witness statement, he describes howling in

15     pain, struggling to breathe and telling officers

16     multiple times that he has heart problems.

17         You have reviewed this incident again in your third

18     report, and you see another different type of footage

19     there, CCTV footage.

20 A.  Yes.

21 Q.  You say:

22         "After seeing CCTV of the incident [paragraph 4,

23     page 4], the detained person is only dressed in a pair

24     of shorts."

25         You would have expected him to be allowed to put on
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1     a T-shirt:

2         "CCTV enhances my opinion that handcuffs were

3     unnecessary and staff should have at least removed

4     helmets prior to moving through the centre."

5         Is this another example of where PPE should not have

6     been used?

7 A.  Yes, I don't think it should have been used any time

8     during that incident.  It's clear there was no physical

9     threat at the time.  The staff -- it was really evident

10     later on that he offered no threat towards the staff as

11     far as violence towards the staff.  It was only about

12     him feeling unwell at that time.  So, again, it's one of

13     those that, if an assessment, a proper assessment, had

14     taken place beforehand, there would have been an

15     assessment made.  The decision then should have been

16     that staff just go in and try and explain what's

17     happening and assist move again.  So there's a lot of

18     similarities between the two, which is why I think in my

19     report I bracketed them together, because I think

20     they're very, very similar in their nature.

21 Q.  Again, you have said that handcuffs were unnecessary.

22     Like the other incident we have just spoken about as

23     well.  Again, is that because of the level of threat

24     that the detained person posed?

25 A.  Yes, and I think the staff just needed to help him along
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1     rather than, as I say, use the cuffs as an extra measure

2     of control.

3 Q.  Earlier on, you said these incidents should be treated

4     as a medical removal?

5 A.  Yes.

6 Q.  What difference would it have made to this incident with

7     D1914 if it had been considered to be a medical removal?

8 A.  I would have expected healthcare to have had more part

9     of the engagement, to maybe go in straight away with the

10     DCM to carry out the observations, do all the necessary

11     tests that they need to take at that stage, before they

12     decided to move him.

13 Q.  There was some input from healthcare, we know, because

14     of the fit-to -- he had force used on the detainee

15     person, the fit-to-fly letter.  We heard from the doctor

16     that wrote this letter, Dr Oozeerally, and he gave live

17     evidence to this inquiry a few weeks ago.  He says, at

18     <INQ000169>, page 34, internal page 134, that he

19     provided this letter to say that he was fit for force to

20     be used and fit to fly, and he said that this was

21     despite the role of healthcare only being to provide any

22     contraindications, so any medical reason for a person

23     not to have force used upon them.  He said that he did

24     not feel that he'd sanctioned it and the wording was

25     "really unfortunate".  Do you have any comment to make
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1     about the use of a fit to have force being used on you

2     as a letter?

3 A.  All I can say is, I'm not sure that's quite within the

4     remit of a healthcare professional to say force can be

5     used.  I think what they can say is that, if force is

6     used, that they have medical attention in attendance all

7     the way through.  But I don't think they have got the

8     right, and I stand to be corrected on that one, but to

9     my knowledge, their role is to care for -- the care and

10     welfare of the person rather than authorise force.

11 Q.  In your prison experience, have you seen any similar

12     kind of letter which sanctions force to be used on

13     a prisoner?

14 A.  No, it's normally just "fit for transport", "fit for

15     travel".

16 Q.  In your first report, paragraph 124, your conclusion is:

17         "... D1914 did not offer a level of threat to staff

18     that justified their actions ... The force used was not

19     necessary and more time should have been taken to try

20     and persuade compliance with the instruction to move.

21     I am even more concerned at the lack of consideration

22     for the condition of D1914, who appeared unwell and

23     unlikely to present a safety risk towards staff."

24         Do you have any final comment to make in relation to

25     that incident?
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1 A.  I think you put up, earlier today, the manual section

2     that gave the criteria for when staff should use PPE,

3     and I think, when you judge it against this situation,

4     I don't think there's any -- none of it actually

5     justifies it at that time.

6 Q.  I want to move on now to a third example under this

7     topic, which is the incident with D1527 on 4 May.  By

8     way of background, D1527 had been diagnosed with -- by

9     the mental health team two days prior to the incident.

10     He was on a period of food and fluid refusal.  He jumped

11     on D wing netting and had threatened to throw himself

12     off.  Officers and detained persons watched until

13     detained persons were eventually put in their cells.

14     Several officers are filmed mocking D1527.  D1527 then

15     goes to a friend's cell to calm down.  DCM Dix then

16     decides to put D1527 on rule 40 and, therefore, a plan

17     is made to remove him to E wing.  DCM Dix and DCO Yates

18     enter the cell to inform D1527 and warn him force will

19     be used if he does not go compliantly.  Officers then

20     use force, including a pain compliance technique, which

21     is the thumb flexion or lock, and DCM Dix does not

22     mention this in his report.  And DCO Yates does not

23     provide an explanation.  DCM Dix does not turn his

24     body-worn camera on, which you find, in your first

25     report, to be unacceptable.  That is your first report,
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1     paragraph 270.

2         In your third report, you considered body-worn

3     camera footage which hadn't been available in relation

4     to the use of force incident.  I should say that this is

5     separate, after the incident where he came off the

6     netting, where we understand he came off of his own

7     accord?

8 A.  Yes.

9 Q.  There were two pieces of body-worn cam footage.  There

10     was -- this is the reference number -- 114.17 BWCA and

11     use of force UOF 114.17 BWCB.  You have only mentioned A

12     in your report.  Is it right that you have also seen B

13     footage?

14 A.  Yes.  Yes, I saw both pieces of footage, yes.

15 Q.  These questions are from D1527's representatives.  So

16     there is body-worn footage of when D1527 has arrived in

17     E wing and a full search has taken place.  That's

18     body-worn footage B?

19 A.  Yes.

20 Q.  We see DCO Yates telling DCM Dix to hold the body-worn

21     camera outside "for the audio" whilst a search takes

22     place.  However, by taking the camera outside, the

23     discussions between DCM Dix and D1527 is inaudible.  It

24     is not until the officer goes back in to question about

25     sterile clothing that the following audio is picked up,
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1     and the audio is as follows:

2         "When we leave the room, someone is going to watch

3     you, okay?  If we leave this room and you start

4     self-harming like you have done before and obviously

5     like you do, then obviously that -- your behaviour

6     dictates what happens in your future, okay?  No-one

7     wants that, okay?  If you stay calm [inaudible] but

8     I told you the way you've gone about things, jumping on

9     the nettings is not the right way.  You should have

10     spoken to a manager but your problem is that you go from

11     okay to lose the plot in two or three seconds and that's

12     what's landed you in trouble."

13         Then DCM Dix confiscates D1527's trousers.

14         In your third report, paragraphs 18 to 19, you have

15     mentioned this footage.  Does any of that, in terms of

16     the body-worn camera footage B, change your opinion to

17     do with the use of force?

18 A.  The only point I'd make is that normal practice is for

19     the camera to be diverted, not removed.  So whether it

20     is a handheld device or whether it is a body cam, it's

21     normal practice to focus it away from the person who is

22     being searched but to stay within the area, as you say,

23     to pick up the audio and the dialogue that's taking

24     place.

25 Q.  So that's what sort of happened in this instance, rather
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1     than removing the camera out of the room?

2 A.  Yes.

3 Q.  I want to ask you about a pain-inducing technique that

4     was used on D1527 during this incident.  During his

5     transfer to segregation, D1527 was subjected to this

6     pain-inducing technique from DCO Yates.  This occurs

7     when officers try to move D1527 out of D wing through

8     a doorway into the corridor.  The incident is not

9     covered by CCTV and Yates applies this pain technique in

10     the corner of D wing.  Again, it's not covered by it.

11     So the only evidence we have of the pain-inducing

12     technique is from DCO Yates, which he says in his use of

13     force report, which is at <CJS005530>, page 18:

14         "We left the room and began walking to the back exit

15     on level 1 of Dove wing.  Just before leaving the wing,

16     D1527 began struggling and pushed his way to the wall.

17     After a struggle, I applied a thumb flexion lockback

18     onto D1527.  We then moved forward and made our way to

19     Eden wing."

20         He doesn't provide any further information or

21     justification for that.  You address the use of

22     the thumb flexion lock briefly in your second report at

23     paragraph 17.4, page 43, and you state:

24         "My only concern is that a PIT technique was used

25     when handcuffed and the lack of information provided by
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1     DCM Yates.  This would have been at the point where

2     I would have to consider the proportionality and

3     necessity of force for that part only."

4         We have been through already, and you have told us

5     already, about the rules regarding pain-inducing

6     techniques, that they may only be justifiable if -- only

7     if it is the only viable and practical way of dealing

8     with a violent incident which poses an immediate threat

9     of serious physical harm to prison officers or others

10     and that officers must be able to explain the reasons

11     for using a pain-inducing technique as part of their

12     decision-making process and be able to set their

13     approach on the subsequent use of force report.  In

14     addition, that the prisoner must be given a clear,

15     simple verbal instruction and should only be applied for

16     approximately five seconds.

17         Your conclusion at page 84 of your second report is:

18         "NB:  It is accepted that in certain situations

19     these guidelines will not be possible due to the

20     immediate risk to officers, the prisoner or others.  In

21     these situations officers will give clear instructions,

22     whenever possible, during the application of

23     pain-inducing techniques.  Based on the description of

24     DCO Yates and evidence from the footage where staff

25     struggle once they reach the door the use of a PIT would
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1     be justified."

2         However, at the time of this incident, DCO Yates

3     would have been aware of the following: he would have

4     been aware that D1527 was severely mentally unwell; that

5     he was securely held in handcuffs; and that there were

6     at least four officers present.  Do you agree that

7     DCO Yates's description in his report of the PIT does

8     not, on reflection, meet the requirements of the manual

9     in terms of justifying why it was necessary?

10 A.  No.  When you base it on the information that's

11     available, the risk at the time as well.  When I talk

12     about times when you wouldn't give an instruction, that

13     could be something like if someone had, for instance, an

14     edged weapon in their hand and you had control of it and

15     you used a pain-inducing technique to break the grip on

16     the weapon.  There you wouldn't expect someone to go

17     through that structured approach.  It would be more

18     a case of, just do it as a -- you know, preservation of

19     life situation.

20         So in that situation that's been described, having

21     seen the extra footage, having read more evidence that's

22     come through, there is very little to state or to

23     justify why that decision was made.  But also why the

24     supervising officer didn't record it in their report,

25     why it wasn't reported there and why it wasn't addressed
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1     by the supervising officer about why staff felt it

2     necessary to use that technique.

3 Q.  So was the PIT justified, do you think, in those

4     circumstances?

5 A.  There is no evidence to suggest it was, no.  So there

6     was nothing there to say that there was such risk or

7     such potential risk to staff or risk of harm that it was

8     justified, no.

9 Q.  Do you also agree that the use of force manual makes

10     clear that the effect of mental health is relevant to

11     whether force should be used, and in particular relevant

12     for article 3 purposes?

13 A.  Yes.

14 Q.  No need to bring it up, but the manual <NOM000001>

15     page 30 states:

16         "If an officer uses force and the use of force

17     cannot be justified, depending on the severity of

18     the force used, this may amount to a breach of

19     article 3."

20         You notice a point of concern at page 43,

21     paragraph 17.4 of your report that the PIT was used when

22     D1527 was in handcuffs.  What risks are there -- I think

23     we have probably covered this already, with other PITs

24     that have been used in handcuffs.  Can you remind us of

25     the risks that there are of using a PIT technique, the
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1     wrist flexion, when a person is in handcuffs?

2 A.  Thinking, sort of, on the spot here, an example would be

3     if, for instance, the person that's supporting the head

4     has been bitten.  So if someone was biting them, they

5     could use a PIT in that situation to prevent the risk of

6     harm to the person there.  That's an example where you

7     would say a PIT whilst handcuffs are applied could be

8     justified.  Obviously, in this situation, there is no

9     such reference to anything along them lines and, as you

10     say, very similar to the earlier situation, there is no

11     evidence given that would say, actually, that was

12     justified in them circumstances.

13 Q.  On a related theme, I want to ask you now about the

14     model of use of force against mentally ill detained

15     persons.  You have accepted that you're not obviously

16     a clinical expert and that you haven't had sight of

17     medical records or material related to the mental health

18     of some of the detained persons you have been looking

19     at.  I want to ask you about your views on the opinions

20     of various other witnesses who have been provided by

21     Medical Justice about the model of force used against

22     mentally ill detained persons.

23         I have been asked to ask these questions by

24     Medical Justice.  I want to first start with

25     Professor Katona's evidence that's provided to the
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1     inquiry at <BHM000030>, and it is page 38, paragraphs 77

2     to 78.  Professor Katona, who Dr Bingham also agrees

3     with, his evidence on this point being at <BHM000033>

4     page 50, paragraph 133, states that the use of physical

5     restraint is likely to be traumatising in itself for

6     detainees with pre-existing clinical vulnerabilities and

7     risks re-traumatising those with a past history of

8     torture and trauma.

9         Just to be clear, Dr Bingham is a GP with specialist

10     expertise in mental health in immigration detention and

11     Professor Katona is a consultant psychiatrist with

12     specialist expertise in refugee and asylum mental

13     health.

14         The question is, in the selection of cases you've

15     considered, you have raised concerns over several

16     incidents where it appeared force was used

17     inappropriately against vulnerable detainees.  We have

18     just been through at least three of them.  Do you accept

19     that it is possible that, given that you have not seen

20     the underlying clinical material, and because of your

21     specific expertise, that there may be other incidents

22     which could be classified as inappropriate restraints of

23     clinically vulnerable detainees?

24 A.  I think there is every likelihood of that, yes.

25 Q.  We have looked at the training manual a few minutes ago
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1     in relation to article 3.  There's a case of A in the UK

2     from 1998 which the training manual sets out.  It is at

3     <NOM000001>, pages 28 to 30.  The case is quoted, noting

4     that the physical or mental effects of ill-treatment

5     being relevant to whether the treatment has attained the

6     minimal level of severity to reach the article 3

7     threshold as well as the state of the health of

8     the victim.  The guidance then states:

9         "If an officer uses force and the use of force

10     cannot be justified, depending on the severity of

11     the force used, this may amount to a breach of

12     article 3.  The age of the prisoner is relevant when

13     assessing whether or not article 3 has been infringed,

14     as is the physical and mental effects of the use of

15     force."

16         Do you agree, therefore, that the manual confirms

17     the severity or impact of the use of force is likely to

18     be much higher where it has mental health effects?

19 A.  Yes, definitely, and that's an area that's in

20     development at the moment.  There's a lot of issues not

21     only within the immigration centre population, but

22     within the prison population, with prisoners with mental

23     health.  So that's an area that, as I know, there's

24     substantial work going on at the moment to try and build

25     more sort of knowledge base for staff to understand and
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1     relate that to the use of force as well as everyday

2     engagement as well.

3 Q.  We will come on in a moment to the proposed solution

4     that you suggest in your recommendations, and current

5     thinking as well.  In your second report, you state that

6     the medical advice element to the use of force training

7     manual, together with the medical DVD shown --

8     presumably in the training, the medical DVD? --

9 A.  Yes.

10 Q.  -- does not include considerations of vulnerabilities

11     relating to mental illness or a history of trauma or

12     torture.  Do you think it ought to?

13 A.  Yes.

14 Q.  Why is that?

15 A.  Because, obviously, it's a very sort of specific area,

16     and I think it's probably the one -- well, one of

17     the areas where staff can't really -- sometimes can't

18     relate to it, having never experienced it, so it's an

19     understanding of what people have gone through, how they

20     experience it, what the long-term effects of it are as

21     well, which I don't think -- you know, if you've had no

22     education, you've had no guidance, you wouldn't be able

23     to understand that and you would be unaware of it as

24     well.

25 Q.  When you say "the long-term effects of it", do you mean
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1     the long-term effects of the mental health problem?

2 A.  Of possible torture or abuse, et cetera, yes.

3 Q.  I see.  In your first report, page 145, paragraph 634,

4     you note that C&R techniques have been medically

5     evaluated as providing a safe system as is reasonably

6     possible, and in the second report you say that these

7     techniques were medically evaluated by Dr Maconochie

8     using a risk matrix method considering age, gender,

9     physical abilities, risk of injury and necessity to use

10     force.  So the test criteria used to medically evaluate

11     the appropriateness and safety of C&R techniques

12     employed in an IRC does not then include consideration

13     of mental illness or vulnerabilities such as histories

14     of torture and trauma; is that right?

15 A.  Yes, that's right.

16 Q.  That's still the case now, is it?

17 A.  Yes.  The manual and the training hasn't been updated

18     since the 2015 version.

19 Q.  Have you seen any evidence during this inquiry that

20     Serco have delivered training or have anything similar

21     to address those problems?

22 A.  Not to my knowledge, but it's not something I've

23     investigated, no.

24 Q.  I want to ask you now about Dr Brodie Paterson's

25     opinion.  He provided his opinion within a witness
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1     statement which is at <BHM000045>, it is pages 2 and 3,

2     paragraphs 1 to 9.  Dr Paterson is an experienced

3     practitioner, academic and researcher who is

4     a Registered Mental Health and Learning Disability

5     Nurse.  He also taught C&R and pioneered a restraint

6     reduction project in the UK following a report on

7     restraint-related deaths.  I'd like to ask you if you

8     have got any comments on some of his conclusions.  These

9     are also questions asked by Medical Justice.

10         Firstly, Dr Paterson signs that the suitability of

11     any restraint model in the IRC setting should be

12     considered against the comparative standards in clinical

13     and mental health contexts in which the C&R model is not

14     used and force is only used as a last resort.  Would you

15     agree with that?

16 A.  In part.  I think there are, as you've identified,

17     a large number of people with mental health issues in

18     the IRC.  There are also people without mental health

19     issues and, as we always say, the use of force training

20     and the use of force in general is the last resort.

21     It's when all other methods have failed, and it has to

22     be accepted there are times when force is the only

23     option in extreme circumstances.

24 Q.  Even against mentally unwell detainees?

25 A.  Yes.
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1 Q.  What circumstances would they be, do you think?

2 A.  If they were attacking someone.  So, for instance, if

3     they were attacking a member of staff or another person,

4     then I think it's only right that force be used to

5     prevent that risk at that time.

6 Q.  Secondly, the use of high-tariff restraints and

7     pain-compliance techniques are of particular concern in

8     respect of detainees suffering from mental illness,

9     including those who have experienced trauma, says

10     Dr Paterson.  Do you have any comment to make on this?

11 A.  I think, within the training, pain-inducing techniques

12     are not used as a matter of course.  They are used

13     infrequently.  There are a number of techniques that can

14     be used, and, as we have said earlier, pain-inducing

15     techniques are at the extreme end of the curriculum, so

16     there are times when there is no other option available

17     or the imminent risk requires such a technique to be

18     used.

19 Q.  You said in your second report, page 7, paragraph 2.3:

20         "Before a planned removal, information should be

21     provided to staff if a detainee is clinically vulnerable

22     or has significant pre-existing injuries.  All

23     restraints must only use the force necessary and for the

24     shortest time, but on occasions where the guidance

25     permits, the use of PIT could assist and bring a swift
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1     resolution to an incident that would otherwise become

2     protracted and possibly cause injuries to the detainee

3     or staff and in addition a prolonged restraint may have

4     a negative psychological impact on the detainee."

5         Dr Brodie finds that detainees suffering from mental

6     health problems, especially during crisis, may have

7     impaired responses to the coercive use of pain

8     application, leading to the risk of escalating the

9     duration or intensity of the restraints.  Do you have

10     any comment to make about that?

11 A.  My comments were based on conversations I had several

12     years ago with medical practitioners that highlighted

13     the effects of a prolonged restraint, that sometimes

14     that can have more effect on someone, especially someone

15     with mental health issues, and that sometimes using

16     a pain-inducing technique to bring about a swifter

17     resolution would be more advantageous, but not at the

18     detriment of the interaction as well.  So it's --

19     I think there is a lot of different viewpoints and

20     people with different opinions on these matters.  For

21     instance, a lot of people will say using things in

22     a policing world of using the tazer against using

23     hands-on techniques, so to speak.  So it's balancing it

24     up in that perspective.

25 Q.  Can you see where, in particular, using that technique,
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1     a pain-inducing technique, may have a different effect

2     on somebody who, for example, had been tortured, who had

3     experienced exactly pain-inducing techniques, but not in

4     such a controlled way, can you see how that would cause

5     particular distress to that person?

6 A.  I can, but I do have to reiterate that the pain-inducing

7     techniques -- I mentioned earlier they are up to

8     5 seconds.  You said "for 5 seconds".  They are up to

9     5 seconds, so it could actually be far less, it could be

10     a split second, it could be a second, it could be

11     4/5 seconds, but they are not held on for any longer

12     than that.  So it is, as the old term used to be, like

13     a short, sharp burst and that was it, then obviously it

14     would progress from there and then staff would look at

15     other techniques.  Quite often, we would say to staff,

16     if the pain-inducing technique isn't effective, then you

17     might have to discount that.  Don't keep trying it every

18     time because sometimes it is clearly obvious that it is

19     not going to be effective and not achieve your aims at

20     that time.

21 Q.  Dr Brodie referred to, if someone suffers from mental

22     health problems, having an impaired response.  What

23     about where someone has perhaps an impaired response to

24     an instruction given by an officer due to their mental

25     illness?  Can you see circumstances where the last
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1     resort might need to be put back a bit, so the force

2     must -- the force -- the force used on somebody who was

3     not mentally unwell would be different to when they

4     were -- if they were mentally unwell, in terms of

5     the timings?

6 A.  Yes.  If someone has got a known medical condition and

7     staff are aware of that, then I think there's

8     a different strategy to be employed.  As you say, it

9     could be taking longer, it could be a different way of

10     putting the points across.  So asking questions in

11     a slightly different way so that that person is more

12     understanding of what's being asked of them.  So I think

13     it's important to understand that there's a wide range

14     of skills and that it shouldn't be that staff just have

15     a one go-to kind of method of resolving or engaging.

16 Q.  But in terms of timings, that last resort could come at

17     a different point --

18 A.  Yes.

19 Q.  -- if somebody was mentally unwell?

20 A.  Yes, I agree with that.

21 Q.  Giving someone longer to comply than in other

22     circumstances?

23 A.  Yes.

24 Q.  In your second report, you acknowledge the opinion of

25     Dr Paterson -- this is in your report at page 55,
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1     paragraphs 30.2 to 30.3.  You acknowledge his opinion

2     concerning the merits of an alternative use of force

3     model used in a mental health context.  You state you

4     wholeheartedly agree with a more therapeutic approach to

5     intervention in the IRC when use of force would be

6     restricted to last resort contingencies and to preserve

7     life or prevent serious harm.  Also in your second

8     report, you continue at paragraph 30.3:

9         "The ideal model is to incorporate a combination

10     package of both models, one being delivered by trained

11     staff prior to use of force training and the second by

12     accredited use of force instructors who have a knowledge

13     base in the care methods and who can align them with use

14     of force training.  Many of the de-escalation and

15     communication skills would be transferable into use of

16     force incidents and scenario-based training would

17     condense the two as part of the DCO accreditation

18     process overseen by representatives from both groups."

19 A.  Yes.

20 Q.  Also in the same paragraph you say that there is

21     a complex mix of detainees at Brook House who have --

22     people who have mental health problems and other

23     vulnerabilities as well as ex-prisoners.  You say that

24     specific to IRCs is that those held there could have

25     experienced torture, loss of family members and
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1     persecution.  What is your view on Dr Paterson's view

2     that the current prison-based C&R model is inappropriate

3     for use in the IRC setting as it fails to reflect the

4     complex mix of detainees with a wide range of care

5     needs?

6 A.  I think that's what my comments were made, that joint

7     approach.  My comments also end with, there has to be

8     that contingency for when all other reasonable efforts

9     have tried and failed or the imminent risk of harm

10     dictates that force has to be used.  But I agree that,

11     as I said in there, there's therapeutic methods that are

12     out there.  I have experienced it myself when I've seen

13     the MMPR manual, which is the system used in the youth

14     custody estate, where there is a behaviour management

15     package, and that works alongside the use of force.  So

16     having seen that and seen how that operates and the

17     effectiveness of it, it supports what I was saying

18     there, that the -- actually, that joint approach is, in

19     my view, the best method because there is always that

20     contingency where you do need, dare I say it, the

21     hands-on approach at the end of it.

22 Q.  Dr Paterson criticises the current model.  He says in

23     his witness statement <BHM000045>, pages 10 to 11,

24     paragraphs 44 to 47, that the HMPPS C&R model fails to

25     offer a sufficient hierarchy of interventions geared
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1     towards primary prevention and de-escalation strategies,

2     which is, or should be, adapted to the vulnerabilities

3     of an IRC detained cohort.  Do you agree that there

4     should be a hierarchy of interventions geared towards

5     prevention and de-escalation?

6 A.  There is.  I think what he's referring to is just the

7     use of force manual.  However, within the curriculum for

8     prison officers especially, there is the part on

9     interpersonal skills, de-escalation skills.  So that is

10     already taught before the use of force training.  So

11     it's already there.  The use of force manual can't cover

12     all of the other areas because that, in general, is part

13     of everyday custody work.  So, you know, it does exist.

14     It's just not written into the use of force manual and

15     then the use of force manual is then aligned to that and

16     that's referenced when training takes place.

17 Q.  Do you think there should be something within the use of

18     force manual that specifically either references that

19     other training that's taken place on personal safety

20     measures, de-escalation techniques, and so on, at the

21     very least?

22 A.  That's what's happening on the version that's being --

23     in production now.  So that will reference, in the

24     prison world, things like five-minute intervention,

25     offender management -- manager and custody training as
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1     well.  So all of those areas are being linked to the use

2     of force training.

3 Q.  Let's go on to that now, in terms of proposed changes.

4     In your report, in your recommendation for force being

5     used as a last resort, you suggested that a bespoke

6     package should be considered for staff working in IRCs

7     for behaviour management and it should be

8     therapeutic-based, focusing on preventative strategies

9     as opposed to reactive strategies when a situation has

10     escalated.  This is page 148 of your first report.

11         In your second report, at paragraph 24.7, you say:

12         "There is information coming through now on bespoke

13     strategies for managing those with mental health issues.

14     With an increase in staff within the centre, there is

15     more scope for individual personal officers.  Their role

16     would be to document how to engage with a detainee,

17     understanding triggers for behaviour and tried and

18     tested de-escalation methods."

19         Also in your second report, at paragraphs 30.5 to

20     30.6, you state this at 30.5:

21         "There should be a bespoke package to improve

22     culture and care at Brook House.  A good example is the

23     MMPR training package, which has a section developed by

24     behaviour management experts alongside the physical

25     techniques developed by HMPPS.  MMPR national trainers
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1     and local coordinators deliver the full syllabus, which

2     may not be suitable for IRCs, where a dual tutor lead

3     delivery may be more appropriate."

4         At 30.6, you say:

5         "HMMPS have introduced a similar version of

6     this model."

7         And something you have just mentioned:

8         "Training in Five Minute Intervention ... is being

9     rolled out across the estate to supplement use of force

10     and behavioural management."

11         Can you explain a little bit about what "training in

12     Five Minute Interventions" is?

13 A.  It's more about -- it covers a whole range of safety

14     aspects, so it will cover things like activation of body

15     cams, about the level of questioning, how you engage

16     with people.  So it's all them kind of exploratory sort

17     of ways of resolving a problem, but also being able to

18     identify differences in behaviours beforehand.  So when

19     I talk about preventive measures, it's not reacting to

20     someone who has suddenly shown a real change in their

21     behaviour pattern, it is somebody picking up on that

22     much quicker.  That's where the sort of, like, the

23     Offender Management Scheme coming in, whereby staff have

24     an allocated number of people that they're responsible

25     for and they have regular engagement with them.
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1 Q.  Do you know if that would be applicable to IRCs?

2 A.  I'm not sure on that one.  I couldn't tell you.

3 Q.  Would you recommend it is, given what you have heard

4     today?

5 A.  I think there's parts of it that could be used.  I think

6     it would need to be adapted slightly.  I think there are

7     areas that I think IRCs are so specific that they

8     couldn't just take a generic package, which I think has

9     been a lot of the problems in the past, which is why

10     I reference the MMPR model.

11 Q.  What is it about the MMPR model that you think would be

12     useful in IRC settings?

13 A.  If I'm being honest, I think what I -- from my

14     observations of MMPR, and sort of my involvement with

15     it, it's the external behaviour management part of it,

16     so it's somebody who's taken that skill set that they

17     have and incorporating it into what would be a Young

18     Offender Institution environment.  That, to me, is

19     better and it is a model that seems to work because, as

20     I say, the crossover then with the use of force trainers

21     is that they understand that model more and that helps

22     them with the delivery of use of force training.

23 Q.  Emma Ginn in her witness statement <BHM000041> provides

24     an overview of findings and recommendation of

25     Baroness O'Loan's 2010 review concerning use of force
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1     complaints and investigation process.  I don't know if

2     you are aware of that review?

3 A.  No.

4 Q.  Specifically, her recommendation was that the

5     Home Office undertake "a review of the control and

6     restraint techniques and of the guidance used to

7     determine what improvements could be made.  Such

8     a review should encompass consideration of control and

9     restraint training and physical techniques used in

10     mental health establishments".  Would you accept this

11     recommendation does not appear to have been implemented

12     or carried out in practice by the Home Office?

13 A.  Not to my knowledge, no.

14 Q.  You propose a bespoke communication package which is

15     more behaviour management and therapeutic based.  Would

16     it still preserve the HMPPS C&R model of physical

17     restraint?

18 A.  Some elements, definitely so.  I think, again, the other

19     package that was developed for the Home Office for the

20     escorting of detainees encompassed parts of the use of

21     force syllabus, but also areas that were specific to the

22     environment that they operated in, ie, transporting

23     people on aircraft and in-country escorts as well.

24 Q.  What about in relation to detainees who are mentally

25     ill?  Would that be part of the change to the C&R model
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1     of physical restraint, or would this be a part of

2     the other element of the model you're talking about?

3 A.  I think, as I mentioned earlier, the increase in mental

4     health within the prison population, it's definitely

5     something that has to be considered and has to be

6     implemented at some point.  How quickly that will take

7     place, I can't comment on at the moment.  But it's

8     certainly something that needs to be built in along with

9     the relevant techniques with people suffering from

10     mental illness.

11 Q.  If there is to be a redesign, would you agree that it

12     would be useful to have clinical expertise and input

13     from those who specialise in mental health issues in

14     immigration detention?

15 A.  Yes.  All of the restraint techniques and the new

16     training manual that's in development has a cross-agency

17     and multi-disciplinary kind of panel working along it.

18     So it's people looking at it from various different

19     factors, and mental health would be one of those.

20     I would advocate for that, yes.

21 MS TOWNSHEND:  Thank you, Mr Collier.  Chair, I think this

22     is an appropriate time to break for our afternoon break,

23     please.  It has just gone 3.10 pm, but shall we say

24     3.30 pm?

25 (3.14 pm)
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1                       (A short break)

2 (3.30 pm)

3 MS TOWNSHEND:  Mr Collier, we are now on to the final topic,

4     which is monitoring and oversight, although it is

5     a larger -- a rather large one.  We will touch on six

6     specific issues which you have identified in your three

7     reports relating to monitoring and oversight, and they

8     are, firstly, the lack of presence of management, which

9     we have already touched on; the failure to activate

10     body-worn camera footage and the failure to film;

11     thirdly, the failure to report inappropriate behaviour;

12     fourthly, poor report writing skills; fifthly, the

13     quality of the debriefs; and, finally, the lack of

14     governance.  In fact, those are all topics that we have

15     covered to some extent so far.

16         If I can start with the lack of presence of

17     management at use of force incidents, particularly the

18     duty manager.  In your first report, pages 159 to 160,

19     at paragraph 668, you said that the lack of managers,

20     particularly over DCM level -- the lack of management of

21     use of force incidents encourages impunity.  What did

22     you mean by that?

23 A.  I think what happens is, the DCMs are almost left to

24     their own devices and they're not getting any guidance

25     at the same time.  I think what it also means is a more
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1     senior manager can look, maybe with a broader vision of

2     what's going on, rather than just focusing on the actual

3     use of force incident, they are thinking about other

4     factors as well.  So I think what it does, it gives that

5     greater level of assurance that the whole situation is

6     being managed rather than just focusing on the use of

7     force.  That applies more to some of the unplanned

8     incidents that were -- I witnessed or that I saw footage

9     of.  A lot of them were incidents that sort of came out

10     of nowhere and staff responded, and there was no senior

11     manager presence there to help and give guidance on

12     that.  Again, it goes back to the earlier point about

13     situations like where detainees access the netting.

14     It's something there that you think a senior manager

15     there could say, "Right, this is what we are going to do

16     now" and then set up a structure from there.

17 Q.  What about the absence of a duty manager?  Are you

18     including that person as a --

19 A.  That's principally the person that I mean, yes.  So in

20     a prison equivalent, it would be the duty governor.

21 Q.  Secondly, I want to ask you about the failure to

22     activate body-worn camera and film relevant aspects of

23     use of force.  In your first report, paragraph 669, your

24     conclusions, you refer to numerous examples where

25     there's no body-worn footage available.  Please can you
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1     explain the importance of the use of body-worn camera

2     footage in relation to use of force incidents?

3 A.  So during use of force incidents for me, again, it is

4     a two-fold approach.  It is -- as much as it is for the

5     people actually involved in the use of force, it is more

6     for the people that respond or are in the area.  Often,

7     when you see the footage or you review the footage of

8     someone actually involved, it can appear somewhat

9     chaotic and also the camera flicks to the position that

10     the person that's recording it is in, so, for instance,

11     if they are trying to control an arm, all you're going

12     to see is that arm, you're not seeing the whole vision.

13     Where the real failure and where the omission was at

14     Brook House at the time was that sort of culture where

15     people when they responded to automatically activate

16     their body cameras so that they could get a wider

17     picture of what was going on, and that gives far better

18     evidence and enhances the review process at that time.

19         Again, for me, a lot of the time, it was the DCM

20     grades who, unfortunately, were the ones who were the

21     main culprits.

22 Q.  What you mean -- do you mean that they were not

23     activating their --

24 A.  Not activating it.  There was certainly footage where

25     I would see two, maybe three, DCMs and there would be

Page 158

1     just one bit of either CCTV camera footage but nothing

2     from body cams.

3 Q.  You have made a recommendation in this respect,

4     recommendation 5, which is in your first report at

5     pages 150 to 151, paragraphs 647 to 649, that there

6     should be a policy or operating procedure produced for

7     body-worn use and activation alongside use of a handheld

8     device if PSI04/17 is not adopted.  I ask, please,

9     Zaynab, to bring up that PSI, <NOM000002>.  This is the

10     PSI that was around at the time of the relevant period,

11     effectively 20 March 2017, just before the relevant

12     period.  We see that in the middle of the page.  And for

13     action by NOMS Immigration Removal Centres, that's

14     ticked.  So I assume that means that's the applicable

15     policy for IRCs?

16 A.  Yes.

17 Q.  If we turn, please, to page 23, looking at 5.1,

18     scrolling up, please, to 5.2, this is about spontaneous

19     use of force.  The guidance here is that it should be

20     used where force is likely or where force is being

21     applied.  Where unexpected, it should be switched on as

22     soon as possible and an explanation should be given in

23     the statement for delay.  Scrolling down to 5.7, planned

24     use of force:

25         "The member of staff planning this type of physical
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1     intervention must prioritise the use of their handheld

2     video cameras where [applicable] and not rely solely on

3     body-worn camera footage."

4         In terms of practice now, in your experience of

5     prisons, are handheld or body-worn cameras favoured?

6 A.  For planned, it's still handheld.  Body-worn cameras

7     aren't routinely used for planned interventions unless

8     there is an issue with obtaining a handheld device.

9 Q.  Zaynab, please can you put that down and put up a new

10     document, which is <SER000170>.  This is Serco's use of

11     force standard operating procedure, which is issued

12     there, 27 April 2020, so that's, I understand, the

13     current one in force.  If we please go to page 2, we can

14     see 2.0, "Body-worn video cameras":

15         "All staff working in detainee locations are

16     provided with body-worn video cameras as part of

17     standard uniform.  In any instance where a member of

18     staff is responding to an incident or finds it necessary

19     to use force of any kind, the body-worn video camera

20     must be activated without exception.  Full instructions

21     in the correct withdrawal, use and return of BWVCs are

22     detailed within the Serco Immigration Security Strategy,

23     which is found on the staff intranet home page."

24         If we turn to pages 8 and 9 of the same document,

25     please, this contains detail about video recordings of
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1     the use of force incidents under the heading "Video

2     recording of use of force incidents".  It says:

3         "It is the policy of Gatwick IRCs and PDA that all

4     planned incidents ... and a potential or actual use of

5     force will be recorded using a handheld video recorder.

6     All spontaneous use of force incidents will be recorded

7     on personal issue body-worn video cameras in combination

8     with establishment CCTV."

9         There is mention of recording to include briefing,

10     debrief, negotiation and use of force and healthcare

11     assessment.  We can take that down.  There is another

12     document which I won't bring up, but this is the Serco

13     immigration security strategy which was mentioned within

14     the document we have just seen at 2.4.  This is at

15     <SER000054> pages 4 to 11.  This repeats the standard

16     operating procedure and also states the retention

17     periods.  Is this the policy and operating procedure as

18     you envisaged?  Is this adequate, in your view?

19 A.  It's certainly an improvement.  There's also --

20     obviously, I haven't seen the full policy or procedure.

21     I think the other big part that needs to be in there is

22     about what action is taken against staff who don't

23     activate body-worn cameras.  So if you are reviewing

24     footage and you see someone in attendance or somebody

25     who is involved who hasn't activated it, it's what the
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1     process is for that.  It's not always necessarily going

2     to be -- there could be justifiable reasons why they

3     haven't, but there should be a process within that which

4     I would expect to see as part of the overall procedures

5     document.

6 Q.  In your recommendation 8, which is in your first report

7     at page 153, paragraph 652, you have said that body-worn

8     camera footage, handheld and CCTV evidence is to be

9     available during investigations or complaints.

10     Mr Hewer's witness statement at <SER000451> page 14,

11     paragraph 64, says that material is reviewed and, where

12     there are concerns concerning a use of force incident,

13     this is met -- those concerns are met.  The Serco

14     immigration security strategy, which was the

15     <SER000054>, page 9, says that the standard retention

16     for body-worn footage is 120 days.  Is that sufficient,

17     in your view?

18 A.  I think if that's the automatic retention period, yes.

19     But, obviously, any time that any incident of note has

20     taken place, that should be preserved indefinitely.

21 Q.  I want to go through one example with you about the

22     failure to film an incident rather than a failure to

23     switch on the body-worn footage.  It is incident 129/17

24     and it is concerning D52.  In your first report, you

25     describe the incident like this -- this is at page 88,
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1     paragraphs 351 and 352.  You say:

2         "[The detained person] refused to move from the

3     interview in the visits area.  He had made previous

4     threats against staff and was therefore being relocated

5     to Eden wing.  After attempts at persuading him to move,

6     DCM Aldis instructed staff to restrain the detained

7     person in order for the move to Eden wing."

8         Paragraph 352:

9         "During the restraint, a member of staff was bitten

10     and needed medical attention.  Once control was gained,

11     handcuffs were applied and restraints were released and

12     the detained person was relocated to CSU."

13         We know from paragraph 355 of your first report that

14     DCO Marshall applied a thumb lock as a pain-inducing

15     technique and you find:

16         "No footage to test how long the PIT were applied.

17     I am unable to make any further opinion."

18         This relates, I should say, to whether no more force

19     was used than necessary.

20 A.  Yes.

21 Q.  You comment on the lack of body-worn footage at

22     paragraph 386 of your first report and you say:

23         "All efforts appear to have been made for a peaceful

24     resolution so I am satisfied the decision to use force

25     was the last option available."
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1         Then, at paragraph 67, you say you find that it was

2     "necessary and proportionate to the threat."

3         However, in your third report, having viewed some of

4     the footage, you say this at paragraphs 20 to 30, which

5     I will summarise: due to the new body-worn footage being

6     available, your opinion has changed, and that the new

7     footage clearly shows that, at the point force was

8     initiated, which was around 7 minutes 3, it was not the

9     last resort and use of force was not necessary.  In

10     terms of your conclusion on that, you say in your third

11     report, page 7, paragraph 24:

12         "When force is initiated, it was not when all

13     reasonable efforts had been made and there was no reason

14     for force at that stage.  D52 was agitated but at no

15     time did he offer a threat towards the staff or did he

16     indicate he would not move provided they reached an

17     agreement he could go and collect his belongings.  More

18     effort should have been made ... for a resolution and if

19     necessary allow D52 time to consider the instructions.

20     Due to the time of day, there was no ... resolution

21     strategy.  At no time did D52 offer any violence to

22     staff or was there any sign of staff being at risk of

23     harm.  The period of discussion is approximately

24     6 minutes 30 seconds, due to the circumstances I would

25     have expected a longer period to try to find a mutually
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1     amicable solution to the issues raised by D52."

2         At paragraph 26, you raise concerns about the

3     operation of the camera, and that's what I want to focus

4     on, although, of course, what we have seen there about

5     the last resort is something that's fed in and we have

6     spoken about throughout your evidence today.

7 A.  Yes.  It was another clear example of inadequate

8     engagement.  There was, on the face of it, a very simple

9     solution to this whole incident, which was to escort D52

10     to his room to collect his belongings, or at least stay

11     there while staff assisted him to collect his

12     belongings.  That would have, on the face of it, been

13     a simple solution.  It was mutually agreed by both

14     parties, which would have avoided force being used.

15 Q.  Does it concern you that your opinion had to change

16     dramatically from the first report to your third report

17     due to the existence now of footage?

18 A.  The footage, and I think what enhanced that was actually

19     that D52 was actually sat down at the time.  So he was

20     sat down at a table when the staff used force on him.

21     So to use the risk of harm at that stage is very, very

22     difficult to justify -- well, impossible to justify, in

23     my conclusion.  The fact he was offering no threat to

24     anyone.  He was just angry that he couldn't go and

25     collect his possessions to take with him on transfer.
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1 Q.  Does it concern you that this only came out because you

2     were able to view the footage?

3 A.  Yes.  I wouldn't have been able to make that -- come to

4     that conclusion without the footage, as my conclusion

5     before has now been proved wrong, because I now have

6     additional evidence that proves otherwise.

7 Q.  Please could we play in closed session UOF 129.17

8     BWC.MOV.  We'll go into closed session now.

9                      IN CLOSED SESSION

10 MS TOWNSHEND:  Can we play from the beginning?

11                        (Video played)

12 MS TOWNSHEND:  Can we fast forward to 6 minutes?

13                        (Video played)

14 MS TOWNSHEND:  Can we just see again, please, at

15     6 minutes 30, just for 5 or 10 seconds?

16                        (Video played)

17 MS TOWNSHEND:  Stop there, please.  We see that the camera

18     is -- I'm sorry, we can go into open session, please.

19                       IN OPEN SESSION

20 MS TOWNSHEND:  Mr Collier, we see there that the camera is

21     uncovered for the seven minutes or so of

22     the conversation, and then, as soon as the restraint

23     starts, it's covered by a hand and then we can't see

24     anything.  When the hand is uncovered, he's on the floor

25     and under control, once it's uncovered.  Do you have any

Page 166

1     view on why the camera might have been covered?

2 A.  At first, when I viewed this footage -- in fact,

3     I viewed it several times.  At first, I considered that

4     maybe the camera operator was somebody who got involved

5     in the restraint.  But when you see the footage when it

6     goes back on to D52 while he's being restrained, you can

7     see that the person that was in operation of the camera

8     wasn't part of the restraint.  So that eliminated that

9     theory, if you like.

10         The only thing I can think of was that someone has

11     deliberately covered the camera.  That's the only

12     conclusion I can draw at that stage.

13 Q.  Does that concern you?

14 A.  Massively, yes.  One, it doesn't -- it goes against

15     everything that the use of body-worn video camera stands

16     for: to gather evidence, to give a factual sight of

17     what's actually happening, the events as they are

18     happening.  So it's almost as though it's obstructing

19     that process.

20 Q.  Just to confirm, this was evidence that was disclosed

21     latterly by G4S in the latest tranche of evidence?

22 A.  Yes, it was, yes.

23 Q.  I want to ask you about the -- since we have seen that

24     footage, because there are many facets to each of

25     the footage that we have seen and each of the incidents
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1     about pain-inducing technique.  You said in your first

2     report that you couldn't comment on the pain-inducing

3     technique due to the lack of body-worn footage.  We hear

4     there, I think, from 7 minutes 10 to 7 minutes 50, about

5     approximately 40 seconds, the detained person screaming.

6     Obviously we don't know if this was when the

7     pain-inducing technique was being applied, whether it

8     was being applied for the whole time.  Are you able to

9     comment, having seen the footage now, whether the

10     pain-inducing technique was applied correctly?

11 A.  No, I can't, because there's no footage available to

12     see.

13 Q.  I want to move on now to the third topic within

14     monitoring and oversight, and that's failure to report

15     inappropriate behaviour.  In your first report,

16     pages 159 to 160, at paragraphs 668 and 670 in your

17     conclusions, you say that you are concerned that it's

18     only through covert camera action -- I will start again.

19     You are concerned that only through covert camera

20     footage that action against staff has resulted.

21     Numerous examples of unprofessional behaviour which did

22     not go reported and in some instances seem to have been

23     encouraged; that staff who failed to report wrongdoing

24     or inappropriate behaviour must also be challenged to

25     ensure that detainees are treated with dignity and
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1     respect.  You have made your recommendation in this

2     respect, recommendation 9, which is in your first

3     report, pages 153 to 154, paragraphs 653 and 654, and

4     you suggested that a way of combating this staff

5     wrongdoing and not reporting of wrongdoing is to provide

6     posters, staff leaflets, staff yearly performance

7     reviews, and so on.  Do you mean in terms of

8     a whistleblowing type of technique or are you talking

9     about other --

10 A.  Just reporting any wrongdoing.  It's every person

11     working in a custodial environment's responsibility to

12     report any wrongdoing.  I think it's something that

13     needs to be embedded from the very start of someone's

14     employment, so it's through the initial training course,

15     but it's also something that should be passed on

16     regularly through staff performance meetings that should

17     be re-emphasised to staff through that, but, again,

18     putting the posters, putting, you know, the video loops,

19     whatever, about wrongdoing across the centre so

20     everybody is aware of it and everyone is conversant with

21     it, but, most importantly, everyone has got faith with

22     it, that they have got faith that, one, they can remain

23     anonymous, they will be protected, they won't be

24     victimised.  I think that is as important because,

25     unless you have got that, then you have got no chance,
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1     in my view, of creating that culture where people will

2     report wrongdoing without fear of retribution.

3 Q.  We know from the evidence that we have heard in this

4     inquiry that there were posters that were up around

5     Brook House encouraging whistleblowing, but that they

6     had "snitch" and "grass" scrawled over them.  We know

7     that that wasn't sufficient to stop abuse taking place

8     at Brook House.  What do you think to the suggestion, as

9     Professor Bosworth has suggested, that more of

10     a cultural change is necessary; it is not just about

11     posters on walls, encouragement of staff to explain

12     wrongdoing?

13 A.  No, and I think that goes back to the review of --

14     certainly of use of force incidents, but it's got to

15     extend further than that.  It's got to be built into

16     everyday activities, everyday working, so that people --

17     as I say, everyone has to -- I don't even want to use

18     the term "buy into it" because it should be just what

19     people default to anyway.  It should be, you know, not

20     the normal process.  I'm concerned about things like

21     posters being sort of vandalised, for want of a better

22     word.  There's extensive CCTV around the centre.  So

23     once that had been done, I would question why somebody

24     didn't pick that up and look at the CCTV and see -- and

25     find the culprits, because I think there's -- you know,
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1     that, again, is unacceptable, isn't it?  You can't

2     expect professional people to be acting in such a way.

3 Q.  I want to come on to the fourth subtopic of poor report

4     writing skills.  It is something you mentioned at the

5     beginning of your evidence.  In your first report,

6     page 152, paragraph 651, you said the overall standard

7     of post-incident statements is poor in most cases due to

8     a lack of detail of the events prior to, during and

9     after the use of force was applied.  Essentially, that's

10     the whole incident, isn't it?

11 A.  Yes.  A lot of people tend to sort of just report on

12     once they arrive or -- so it is a little bit of

13     background information.  So it could be, for example, if

14     someone has had a prior engagement that day with

15     a detainee to put that in there, the content of that,

16     because that then kind of is a bit of background setting

17     for the incident that took place.

18 Q.  A good example, perhaps, of the poor report writing

19     skills, and one you have identified in your third

20     report, is that of 110/17.  You said at paragraph 84 of

21     your third report:

22         "Several of the incident reports I read do not

23     accurately reflect the additional footage now

24     available."

25         You use, for instance, 110/17:
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1         "... DCO Paschali indicated difficulty opening

2     a cell door but the footage indicates otherwise, also,

3     why DCO Paschali entered the room without checking first

4     or summoning others.  This is a management failing and

5     does not provide reassurances that incidents involving

6     force are being correctly recorded, which in turn brings

7     into question the legality for using force."

8         What was it that particularly concerned you about

9     Mr Paschali's failure to reflect what had actually

10     happened in his report writing?

11 A.  If I go through the whole incident, first of all, as

12     I said in the report, you could see that there was no

13     difficulty opening the door.  If he had have encountered

14     difficulty opening the door, my expectation is that he

15     wouldn't have opened the -- he would have secured the

16     door and then summoned assistance.  The fact that he's

17     gone into a room and used force on someone with nobody

18     else in attendance raises concerns.  If he was alerted

19     to that room because of either the noise or activity

20     within there, I wouldn't expect someone to go in on

21     their own and certainly not go in without checking

22     first, because that's kind of engrained in every

23     custodial officer's role, is to look inside the room

24     first before ever entering.

25 Q.  You said in your third report, paragraph 84:
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1         "Within recommendation 7 of my first report

2     I highlight the necessity for use of force reports to be

3     scrutinised by managers.  Several of the initial reports

4     I read do not accurately reflect the ... footage ...

5     available ..."

6         Is there any other comment that you'd like to make,

7     in terms of how important it is for the report writing

8     to be accurate?

9 A.  I think the only way staff can be advised -- or you get

10     the improvement is for reports to be scrutinised by

11     managers and then the staff challenged if they fail to

12     record all the events or to record their actions or to

13     record any interaction that took place, or if there's

14     any falsifying or diversion between what's seen on

15     footage and what's recorded.  There may be genuine

16     reasons.  Sometimes people can't accurately reflect

17     everything that went on.  But that should be found out

18     through a process of scrutiny rather than what's

19     happened in this incident.  It's only through this

20     inquiry that we have actually highlighted that issue.

21 Q.  This, again, I assume, highlights the importance of

22     the body-worn camera footage as well?

23 A.  Yes.

24 Q.  You have made a recommendation in that respect,

25     recommendation 7, which is at page 152 of your first
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1     report, paragraph 651, where you have said:

2         "Line managers, assisted by the use of force

3     instructor, [should] carry out random quality assurance

4     checks on completed use of force statements ...

5     Additional training be provided where necessary and to

6     enhance understanding [and] issue all staff a pocket

7     guide on how to effectively structure a report,

8     including essential content before, during and after the

9     incident, and any personal emotions experienced [during]

10     the incident."

11         In terms of current practice, we know from

12     Mr Hewer's witness statement that there is a reference

13     to report writing, and he says that staff are aware that

14     they have the right to add to their reports rather than

15     amend them.  However, neither security strategy nor the

16     operating procedure mentions this.  Of course we can ask

17     him when he gives evidence.  Do you agree with Mr Hewer

18     that staff could -- should add and not amend?

19 A.  Yes, that's part of report writing, that if any other

20     information comes to light or someone can recollect

21     anything that has happened that they didn't initially.

22     One of the issues that I do have, and it became apparent

23     when I visited Brook House recently, was the fact that

24     I was unaware that the timescale for report writing was

25     24 hours, which is different to the Prison Service's
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1     model, which is 72 hours, and I think that carries some

2     weight behind why the report standard is relatively

3     poor, which I have to be honest with.  Because I don't

4     think staff are given sufficient time.  If you think, if

5     someone's finished a late shift and then coming in the

6     next day, trying to get their report in then, it's very

7     difficult for them to complete it to the level and the

8     standard that we require.

9 Q.  So would you recommend the time limit to be 72 hours as

10     opposed to 24 hours?

11 A.  Personally, I would definitely go for 72 hours, to

12     remain consistent.  But if we were sort of bargaining

13     over it, I'd settle for 48 hours, but, yes, 72 hours

14     would be ideal.

15 Q.  Why the later time rather than the 24 hours?  Because

16     there's just simply not enough time in order to --

17 A.  Not enough time.

18 Q.  -- provide enough detail?

19 A.  And I think, as well, people -- the longer people get,

20     the more they can reflect on and more comes to mind.  So

21     I think it allows that period to remember things better,

22     rather than immediately post incident where sometimes

23     the emotions are still running very high at that stage

24     and the thought process isn't maybe as accurate as it

25     could be.
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1 Q.  I want to move on to the penultimate topic, the fifth

2     topic, quality of debrief and to use the specific

3     example of incident D137.  This is the incident with

4     D390 and D1851.

5         In your third report, at paragraphs 14 to 17,

6     page 5, this is another one where additional footage has

7     been looked at.  You say the additional footage covers

8     a very quick debrief, which is essentially asking if he

9     had any injuries.  All confirmed that they didn't.  He

10     did not address whether there were any wider issues or

11     concerns from staff or feedback from DCM on performance,

12     whether they were good or bad.  The emphasis needs to be

13     for a bespoke package for the DCM group, which is your

14     recommendation 1, on managing incidents, including how

15     to conduct a debrief, what it is set out to achieve and

16     how to take any learning from it.  An effective debrief

17     not only covers welfare issues, but also training needs

18     and learning.

19         Is there anything else that a debrief should cover,

20     apart from those topics?

21 A.  It should identify good practice, it should always

22     identify good efforts from staff, and use that as

23     examples for -- both in training and also rewarding

24     staff.

25         But I think sometimes we have got to be very sort of
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1     critical as well, self-critical, about whether the

2     performance of either the DCM -- there were times where

3     the actions of the DCM and the management of incidents

4     from the DCM was poor, and we have already highlighted

5     that, and I think, again, we go back to that culture

6     that needs to be built in, that, if staff feel that,

7     they should feel be -- feel they can say that during

8     a debrief, again, without any kind of comeback on that.

9         So it's more about it being a learning process

10     and -- rather than just -- most times, and I think I use

11     the phrase, it was, again, that, "Has anyone got any

12     injuries?", and that was about the extent of it, which

13     is clearly not what the debrief is all about.

14 Q.  Did you see on any of the debriefs that you watched for

15     this inquiry at any point there to be any

16     recommendations given, any suggestions for improvement,

17     additional training needs, and so on?

18 A.  I didn't see it on any of the debriefs.  I also didn't

19     see it on any of the post-incident reviews by

20     Steve Webb.

21 Q.  Do you think it is possible that, out of the 109

22     incidents which occurred in Brook House, that there

23     weren't any training needs or --

24 A.  There were many in the 43 incidents I reviewed and, as

25     I said earlier, it didn't need someone even of an expert
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1     eye to identify some areas that improvement was needed.

2 Q.  I want to move, then, to the final subtopic, which is

3     lack of good governance.  I want to use an example of

4     D191, which is on 24 April 2017.  In your first report,

5     at paragraph 179, page 47, you found that there were

6     several failings in managing the incident, specifically

7     by not summoning assistance, having healthcare in

8     attendance, activating body worn footage, lack of

9     support when moving on the stairs, lack of senior

10     managers, and you say that, "whilst not altering my

11     opinion on the use of force, it failed to follow the

12     procedures set out in PSO 1600 for an unplanned

13     incident".

14         This was an incident in which Dave Webb was one of

15     the DCOs involved, and then Dave Webb also was the one

16     to review it.

17 A.  Yes.

18 Q.  You have said that is a problem in your report at 180:

19         "Dave Webb cannot review incidents he was involved

20     in."

21         Why is that?

22 A.  It lacks any credibility.  It sort of puts the whole

23     process under scrutiny for being kind of -- you know,

24     someone who is involved just shouldn't be involved in

25     that review process.  It should be independent.  It

Page 178

1     should be somebody who's got impartiality, and if you're

2     involved yourself, it's almost as though you're

3     reviewing your own homework, so to speak, isn't it?

4     It's just not acceptable.

5 Q.  And there is a conflict of interest?

6 A.  Massively, yes.

7 Q.  Please can we have a look at the review for that

8     incident, <CJS000902>, page 3.  We can see there the

9     date, which is 17 July, the incident having taken place,

10     just to remind you, on 24 April.  Although the incident

11     of the date -- there is no box for the date of

12     the incident.

13         If we look down the page, we can see at the bottom

14     in the outcome of the review:

15         "Further investigation required: no.

16         "Letters of commendation required: no.

17         "Lessons learned and further training: no.

18         "No further action required: no."

19         That's signed "Steve Webb, DCM/C&R instructor".  You

20     have mentioned various criticisms of that incident, and

21     that was having looked at the body-worn footage.  How

22     confident can you be that Steve Webb had viewed that

23     footage?

24 A.  Well, if he had done and still came to that conclusion,

25     then, again, that's a massive failing and it would
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1     question his ability to effectively review footage and

2     understand the use of force that he is an instructor in.

3 Q.  Should he have identified there points for learning in

4     perhaps the "comments" box --

5 A.  Yes.

6 Q.  -- from the ones you have identified?

7 A.  Yes, along with several others -- well, a vast majority

8     of other ones as well.

9 Q.  In that pack of 30 incidents, the <CJS000902>, pages 1

10     to 30, they are one review each page, there are no

11     comments or lessons learned in the 30 incidents

12     reviewed, which were reviewed over a two-day period.  Do

13     you agree that there's likely to have actually been no

14     learning from any of them?

15 A.  There must have been some learning.  You can always take

16     learning out of any incident, so to say, out of that

17     amount of incidents, there was no learning from any of

18     them, is -- no, I can't agree with that.

19 Q.  You have described in your first report, paragraph 27,

20     that the incident review system in place at the time

21     amounted to no more than a tick-box exercise.  What did

22     you mean by that?

23 A.  I think what we have just seen is a classic example: the

24     boxes are ticked and nothing else added.  So it's as

25     though they just go through it, make sure there's
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1     nothing -- you know, they tick all the boxes, as in all

2     the use of force statements are there, the F213 has been

3     completed, no injuries to staff, no injuries to

4     detainee, and that seems to be the amount of the review.

5 Q.  In live evidence, Mr Webb agreed that it was a tick-box

6     exercise, and that no meeting took place, that it was

7     just him on his own doing a paper-based exercise on his

8     days off.

9 A.  Okay.

10 Q.  What do you think about the delay in reviewing these

11     incidents?  So we know that, for example, the D191

12     incident took place on 24 April, yet it wasn't reviewed

13     until almost three months later, on 17 July 2017.  Do

14     you see any problems with this delay?

15 A.  The major problem is, if there's been any inappropriate

16     action by staff, it's gone unaddressed, so it's

17     something that needs to be picked up early.

18         The other thing is, if there is a failing by

19     a member of staff through incompetence in technique or

20     using techniques that put the detainees in danger,

21     through -- you know, through incompetence, that's not

22     being addressed.  The risk is, if it hasn't been picked

23     up early, there's a chance of it being repeated, with

24     possibly more consequences.

25 Q.  What also about the fact that perhaps memories would
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1     fade during that time, if indeed it needed to be

2     investigated on a higher level?

3 A.  Well, if it did, the staff involved will only be able to

4     go back on their use of force statement, which I'd

5     already identified were, in general, not to a very good

6     standard.

7 Q.  So those levels of scrutiny which were failing were

8     compounded?

9 A.  Yes.

10 Q.  This takes us to your recommendation 3, which is in your

11     first report, pages 148 to 149, and it is paragraphs 642

12     to 644.  You say that there should be a multi-agency use

13     of force committee, as directed in PSI 30/2015, chaired

14     by the director and it should meet quarterly and should

15     include a detained person representative.  In addition,

16     as soon as possible after every incident, a review

17     should be conducted by a suitable manager, to ensure

18     emergency action is taken.  All documentation should be

19     collated, including footage, and then safely stored.

20         We are told by Mr Hewer that use of force committees

21     have now been established.  It is chaired by the

22     assistant director of security and attended by senior

23     management, use of force coordinator and other key

24     stakeholders, including the IMB.  However, it is not

25     clear, on the inquiry's analysis, whether or not
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1     a detainee representative should be included.  Why was

2     it that you felt that a detainee representative should

3     be included?

4 A.  I think it provides transparency.  I think it allows the

5     detainee group to have knowledge of how incidents are

6     reviewed: that if force is used against them, that it is

7     properly scrutinised; that if there is any inappropriate

8     actions or anything that's come out of it, then it's

9     being addressed at the correct level.

10 Q.  Mr Hewer says that the committee meets monthly and

11     reviews trends and agrees actions for a review of use of

12     force further, this is in the standard operating

13     procedure, <SER000170>, pages 22 to 23.  They say they

14     do this by reviewing one use of force form from the

15     previous month.  He also says that a senior manager now

16     oversees all planned use of force debriefs, although

17     there is no explanation as to why it's not extended to

18     unplanned.

19         He says that every use of force is reviewed within

20     24 hours by assistant director of security and use of

21     force coordinator.  This includes use of force reports,

22     footage, risk assessments, details of injuries

23     sustained, and that authority representatives and IMB

24     members are also invited to attend.  How does that

25     information affect what you would recommend?
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1 A.  I think it's a step forward.  I question if you're

2     identifying specifically who carries out that review in

3     24 hours, because they're not always going to be

4     available within 24 hours of each incident.  I think

5     reviewing one incident from a month is insufficient for

6     a panel.  I think it should be more than that.  And,

7     also, there should always be the caveat that, if any

8     incident has raised any serious concerns, ie, it's

9     resulted in an injury to a member of staff, to one of

10     the detained persons, or there's been major issues

11     arising from that incident, there should be that

12     emergency kind of gathering afterwards to review them

13     incidents.

14 Q.  Overall, taking account of what we have just looked at,

15     just in the monitoring and oversight section of your

16     evidence, we have seen a lack of presence of management,

17     the failure to activate body-worn camera and the failure

18     to film, possibly even deliberately, failure to report

19     inappropriate behaviour, poor report writing skills,

20     lack of quality of a debrief and a lack of governance.

21     Is it fair to say that the quality of monitoring and

22     governance of use of force at Brook House in this

23     relevant period was poor?

24 A.  In my opinion, it's very poor, and it's something that

25     I'm sort of disappointed with from the instructor level,
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1     that it wasn't better managed, and, yeah, as a -- the

2     operator, knowing the operator, I'm surprised that they

3     have allowed that to go on, to be honest.

4 Q.  Could it have let bad practices flourish and go

5     unchecked?

6 A.  Yes, anything that doesn't get proper scrutiny and

7     governance has that capability for, you know, as I say,

8     trends, behaviours, and even opinions of some staff.  We

9     have already identified that the general consensus of

10     opinion was that all planned incidents have to be in

11     PPE, whereas actually a review committee would have

12     picked that up.  So there's lots of areas that's led to

13     the position that we are in now.

14 MS TOWNSHEND:  Thank you, Mr Collier.  Those are all the

15     questions I have for you.

16         Chair, do you have any questions?

17 THE CHAIR:  Thank you, Ms Townshend.

18                   Questions from THE CHAIR

19 THE CHAIR:  Thank you very much, Mr Collier.  I do have

20     a couple of questions for you.  Do please just answer

21     them to the best of your ability, so if you feel that

22     they are outside your area of expertise, then please do

23     just say.

24         We have heard some evidence from former members of

25     staff about their perceptions of being used repeatedly
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1     for use of force, and the negative impact that that had

2     on them.  Is there anything that you can tell me about

3     that as an issue, based on your experience?  Is there

4     good practice?

5 A.  I think one of the footage we saw earlier, where there

6     was a member of staff that was struggling at that stage,

7     I think if you have a core group that you -- are your

8     go-to group, so to speak, if they are not on duty or

9     a situation arises -- because, obviously, the centre is

10     in operation 24 hours a day, use of force could take

11     place at any time day or night, you're not always going

12     to have that capability there.

13         , for me, it's definitely something that needs to be

14     addressed, that if you have them small groups -- because

15     what you can also do is get that sort of clique-type

16     thing within the group, that, you know, sometimes they

17     operate in their own way; whereas if you have more sort

18     of variance in staff being involved, then you will get

19     a more mixed group there that will have different

20     attitudes and will stop some of them attitudes and

21     behaviours sort of fostering between the group.

22 THE CHAIR:  Thank you.  That's very helpful.  We also heard

23     some evidence from a former member of staff about the

24     use of what he termed a mirroring technique, whereby

25     using somebody's -- using, in this instance, a
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1     detainee's language back at them, and he characterised

2     that as something that's in the training, a legitimate

3     technique.  We are talking in this instance about the

4     use of swearing.  Have you got any observations about --

5     is there training on that?  Do you have a view on the

6     appropriateness of swearing during --

7 A.  The way you have just described it is something I've not

8     heard before.  So I'm unaware of what it actually meant.

9     You have obviously described it for me, but it's not

10     something I'd consider -- and it's certainly not

11     something I would say is applicable or certainly

12     relevant, because when you're engaging with someone,

13     what you are trying to do is, you are trying to calm

14     someone down, certainly in the use of force situation.

15     So anything that's going to inflame the situation by,

16     you know, inflammatory language, references,

17     terminology, it can all have a detrimental effect on

18     your management of that, and also the perception of

19     the person that you're dealing with about you.

20         So what you are trying to do is personify that

21     characteristic of somebody who is in control of

22     the situation, that's willing to engage, that doesn't

23     resort to swearing, bad language.  So I think, you know,

24     that technique is certainly nothing that's in the

25     training.  It's not something that I've been aware of.
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1 THE CHAIR:  Thank you very much.  And then my final

2     question: when you have been reviewing these incidents,

3     and also more broadly in your experience I'd be

4     interested to kind of hear your views and perspectives,

5     can you tell me anything about attempts to de-escalate

6     and communicate with people in a language other than

7     English?  Did you encounter any interpreters?  Did you

8     encounter anything that would -- where a language has

9     been translated.

10 A.  Not in any of the incidents I reviewed.  My personal

11     experience from a prison -- if we have someone for whom

12     English isn't their first language, efforts can be made

13     to bring in somebody; certainly for a planned

14     intervention, if it is there.  That's not always

15     possible, but it's certainly something that wasn't

16     evident there, which, when you base it on the fact of,

17     it is an immigration removal centre, the nationality

18     count is quite high, I would imagine, of different

19     nationalities in the centre, it is something that,

20     again, should have been a consideration.  But, as I say,

21     it is not always possible, but I think there there

22     should have been provisions for that to be provided.

23 THE CHAIR:  That's very helpful.  Thank you very much.  It

24     has been a long day and I've been very grateful for your

25     evidence.
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1 A.  All right.  Thank you.

2 THE CHAIR:  Thank you, Mr Collier.

3                    (The witness withdrew)

4 THE CHAIR:  Thank you, Ms Townshend.

5 MS TOWNSHEND:  Thank you, chair.  Tomorrow morning we will

6     hear from Gordon Brocklington.

7 THE CHAIR:  Thank you, 10.00 am.

8 (4.30 pm)

9                (The hearing was adjourned to

10            Thursday, 31 March 2022 at 10.00 am)

11

12

13                          I N D E X

14

15 MR JONATHAN STEPHEN COLLIER ..........................2

16           (affirmed)

17

18        Examination by MS TOWNSHEND ...................2

19

20        Questions from THE CHAIR ....................185

21

22

23

24

25
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