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MENTAL HEALTH IN DETENTION
Written evidence submitted by Medical Justice to the Shaw Review
1. Summary: In the last 3 years there have been 6 court cases where the High Court has ruled the
detention of a detainee with mental disorders ‘inhuman and degrading’. Detention is harmful to the
health of detainees but the effects on those with mental disorders is especially harmful. Medical
Justice (MJ) is concerned that current Home Office policy and practice fails to take into consideration
the deleterious effect of detention on the mental health of detainees and the significant risk of
deterioration. MJ is concerned by the systemic failure to identify mental disorders in IRCs; the lack of
timely assessment; the failure to establish appropriate treatment plans and the failure of associated
safeguards such as Rule 35. MJ believes that detention mitigates against the successful treatment of
mental illness.
2. Background: Every year, 30,000 people are held in Immigration Removal Centres (IRCs) and other
facilities across the UK. MJ believes that:
-

IRCs, and the conditions of detention, are so detrimental to the health and wellbeing of those
detained that the only way to remedy this situation is to close the IRCs.

-

all detainees must have access to NHS equivalent treatment.

-

vulnerable detainees should not be detained.

3. About Medical Justice: Medical Justice is the only organisation in the UK to send independent
volunteer doctors in to all the IRCs across the UK. The doctors document detainees' scars of torture
and challenge instances of medical mistreatment. We see more than 600 cases each year and have
gathered a sizeable, unique and growing medical evidence base. Evidence from our casework is the
platform for our research into systemic failures in healthcare provision, the harm caused to detainees
by these shortcomings, as well as the toxic effect of immigration detention itself. We and others use
our research to secure lasting change to the detention regime through policy work, strategic litigation
and by raising awareness of the conditions inside places of immigration detention.
4. Shortcomings in services: There are serious shortcomings in detainees access to services within
detention e.g. lack of access to legal advice (BID briefing[7]), failures of safeguarding mechanisms (see
MJ briefing on Rule 35[8]) and general healthcare (see MJ briefing on healthcare[9]). This submission will
focus on the shortcomings in mental health provision in IRCs. Research from across the world shows
that migrants, due to pre and post migration stressors, have high rates of mental disorders [10, 11].
Despite this increased need, the provisions for mental health care in IRCs is less than that offered in
the community. In addition, research demonstrates that detention is harmful to the health of
detainees and is particularly detrimental to those suffering from mental disorders[12], sometimes to the
point of requiring hospitalisation. Despite guidelines stating that those “suffering from serious mental
illness which cannot be satisfactorily managed within detention” [13] should only be considered suitable
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for detention in very exceptional circumstances individuals with unmanaged mental health issues are
still detained.
5. Failure to identify vulnerable detainees with mental disorders: This is in part due to an inadequate
screening processes.
5.1 Asylum Screening: In fast-track cases, mental disorders could potentially be identified during the
Home Office Screening interview where the basic details of an asylum claim are recorded. In nonfast track cases, the Home Office will frequently already hold information about the detainee’s
circumstances including any mental health problems. Where there is an indication in existing
records that an individual may suffer from a mental health issue, this should be explored prior to
a decision to detain. Justice Ouseley ruled in [Detention Action v SSHD] that because of
“deficiencies in the screening process (…) the process inherently cannot identify all the claims
which are in fact unsuitable for detention or a quick decision”[14:§112].
5.2 IRC health screening: Mental disorders could be identified during the health screening at the IRC
where all detainees should be seen by a nurse within 2 hours of arrival and be offered an
appointment with a GP within 24 (Rule 34[15]) . However, these health screenings are often short,
conducted without the help of an interpreter, may take place in the middle of the night following
long and exhausting transportation, and the distinctions between custodial and health staff is
often unclear to the detainee. These conditions are not conducive to the disclosure of sensitive
information such as mental health issues. There is no routine screening questions for PTSD
despite this being a high risk poulation. Lastly, mental health issues could be reported through a
Rule 35 report at any point during detention – the shortcomings in the Rule 35 process have been
discussed in detail in a separate briefing[8]. HMIP “found that detainees’ mental health needs were
under-identified, and staff described the inpatients department as a ‘forgotten world’. There had
been no mental health needs assessment, no staff training in mental health awareness and there
was no counselling service, despite increasing numbers of detainees with high anxiety and lowlevel depression.”[16 p.67]
5.3 Lack of training: HMIP inspection of Yarl’s Wood found that “staff had no specific training in
recognising and managing the particular vulnerability of the female population”[17 p.13] and “health
services staff had not been trained in the recognition of torture or trauma”[17 p.16]. Lacking proper
training in the identification of mental health issues custodial and healthcare staff often fail to
correctly identify mental illness and instead ascribe symptoms to behavioural issues – recording
strange, unusual or bizarre behaviour in case files without questioning whether there may be
underlying mental health issues accounting for such behaviour. In the Coroner’s inquest into the
death of Brian Dalrymple in detention one member of staff said she felt underequipped to deal
with such a vulnerable population whilst “two officers said that they were not concerned about
people in Harmondsworth “muttering to themselves”, because a lot of people in Harmondsworth
did that. It was accepted in questioning that might mean all those people were exhibiting signs of
mental illness.”[18]. IRC providers often outsource GP services or rely on locum doctors who may
not have received specialist training in recognising signs of trauma or torture and the inquest
found that “medical practitioners may be employed at Harmondsworth IRC without knowledge
necessary to that role.”[19]
5.4 Culture of disbelief: A prevailing ‘culture of disbelief’[20, 21] means that staff often ascribe behaviour
indicative of mental disorders to intentionally disruptive or manipulative behaviour by
detainees[22]. Such behaviour is managed through disciplinary sanctions such as removing the
detainee from association and segregating them under rule 40 or rule 42 of the Detention
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Rules[23], despite the well-documented negative impact separation has on the physical and mental
health of individuals detained in these conditions[24].
6.

Lack of communication: Lack of communication between healthcare, custodial staff and Home Office
caseworkers means that relevant information may be missing from assessments or decisions about
continued detention.
6.1 Between Custodial and Healthcare staff: The inquest into the death of Brian Dalrymple found that
“relevant and signiﬁcant observations recorded by detention centre staff and others are not
actively brought to the attention of relevant healthcare staff”[19] In addition, there is a lack of
clarity between the role of custodial and health staff in the management of mental health issues
for detainees – e.g. self-harm and suicide is the responsibility of the Assessment Care in
Detention Teamwork (ACDT)[25] which is operated by custodial staff rather than healthcare staff.
There is also additional evidence that ACDT does not catch all those at risk and that the process
itself is seen as invasive and damaging to its intended audience[26] Healthcare staff often do not
partake in the ACDT process and, thus, cannot make the connection between self-harm/suicidal
intentions and other symptoms.
6.2 Between Home Office and Health Providers: If the GP concludes that continued detention would
be detrimental to the health of a detainee they should complete a Rule 35 report to alert the
Home Office caseworker to this fact. However, there is common misconception that Rule 35
reports are only for victims of torture. Therefore, Rule 35 reports are often not complleted for
those whose health is injurously affected by detention, instead alternative forms, such as IS91
part C, are used. However, these alternative forms are not shared with the Home Office case
worker and do not lead to a mandatory review of detention[8]. In addition, very few Rule 35
reports result in the release of the detainee despite clinical evidence and the HMIP notes that
“there was no system to seek the opinion of an independent medical specialist and in some cases
[Home Office] caseworkers, with no declared medical qualification, appeared to be making their
own clinical judgements”[27 p.19]

7. Consequences of failure to identify mental disorder: In the last 3 years there have been 6 separate
court rulings finding that detainees suffering from mental disorders where subjected to “inhuman and
degrading treatment” in IRCs in breach of Article 3 of the European Convention on Human Rights.
Several of these were Medical Justice clients, including the most recent case of a women [MD v SSHD]
who entered the UK with a valid visa, who had no history of mental illness before her detention, but
subsequently became suicidal and psychotic during 17 months of detention[28].
7.1 The recent verdict of the jury in the inquest into the death of Brian Dalrymple at Colnbrook IRC
was that the death was “contributed to by neglect”. The inquest demonstrated that a failure to
diagnose underlying mental health issues and delayed psychiatric assessment contributed to Mr
Dalrymple’s eventual death from natural causes whilst held in segregation.
7.2 The Article 3 cases and deaths in detention are the extreme end of the spectrum, however, the
shortcomings in mental health provisions in detention affects thousands of detainees every year.
These failures come at a great cost to individuals and the detriment of their mental and physical
health. Many continue to struggle with these issues long after they are released from detention
with associated health costs and loss of productivity. There is an additional cost to society which
can be seen in the increasing Home Office expenditure on compensation payments for periods of
‘unlawful detention’.
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8. Failure to establish appropriate treatment plans for mental disorders: In August 2010 there was a
subtle change in wording of the Enforcement Instruction and Guidance (chapter 55.10)[13] policy on
detention of those with mental health issues. From stating that persons with mental illness would
“normally be considered suitable for detention in only very exceptional circumstances” (version 9) the
wording now reads “those suffering from serious mental illness which cannot be satisfactorily
managed within detention” (version 10)[13]. While it was accepted that the original policy also included
an implicit threshold of severity and for the detainee to be negatively affected by the combination of
detention and his/her mental illness, the change in wording does reflect a change in Home Office
practice over the last 5 years, from a presumption against the detention of individuals with mental
health problems, to a presumption that most mental illness can be satisfactorily managed in
detention. This has led to severely mentally ill detainees being detained and allowed to deteriorate
until they become unmanageable. The inadequacies in mnetl ealth provision means that individuals
can deteriorate very severely, without a meaningful review of their detention taking place. One client
with known mental health issues that were considered manageable by the IRC was kept in detention
and allowed to deteriorate to the point of almost dying before being transferred back to a psychiatric
hospital.
8.1 The current wording hinges on key phrases such as ‘serious mental illness’ and ‘satisfactorily
managed’. The Royal College of Psychiatrists Working Group on Asylum Seekers position paper on
detention of people with mental disorders[29] examines each of these in detail and argues that:
8.1.1

in modern therapeutic models hospitalisation would only be recommended in extreme
cases and there is a moral imperative (recognised in the Mental Health Act[30] and Mental
Capacity Act[31]) that treatment should take place in the least restrictive environment
possible. The Royal College of Psychiatrists therefore considers it “inappropriate to define
seriousness of mental illness on the basis of need for admission” instead they recommend
defining ‘person suffering from serious mental illness’ as “a person with a mental
disorder that significantly impairs their ability to engage constructively in society, to care
for him/herself and /or to work. We believe it is likely that any person with mental disorder
would deteriorate to a level of ‘serious mental illness’ in the conditions of detention, which
would also be associated with an increased level of emotional suffering.”[29 p.6]

8.1.2

‘Satisfactory Management’: The Operating Standards 2003 states that “All detainees must
have available to them the same range and quality of services as the general public
receives from the National Health Service.” [32 p.34]The NHS places great emphasis on parity
of esteem, giving equal importance to mental and physical conditions. Despite high rates
of mental disorders among detainees[10, 11] – in particular anxiety, depression, self-harm
and PTSD - the provision of mental health services in detention is inferior to that in the
community. Current NHS metal health service is focused not just on the treatment of
symptoms of mental disorder but on the recovery, relapse prevention and the successful
reintegration in society of sufferers[29]. None of these conditions can be easily fulfilled in
the immigration detention setting which is characterised by fear and uncertainty[33] and
has been shown to have a deleterious effect on mental health and recovery rates [12]. It
can never be appropriate to utilise detention as an alternative or equivalent to hospital
as detention is not a therapeutic environment. Rather, it adds another layer of stressors:
loss of liberty, uncertainty over deportation, unpredictable events, social isolation, fear
of abuse by staff, riots, forceful removal, hunger strikes, self-harm, the indefinite period
of detention, a culture of disbelief, and the absence of specialist psychiatric service. “The
very fact of detention (which, unlike imprisonment, has no punitive or retributive function)
mitigates against successful treatment of mental illness”[29 p.6]
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9. Accessing treatment: Even when a detainee’s mental disorder is identified there is often an
unacceptable delay, sometimes months, before the detainee is properly assessed by a psychiatrist. In
addition, when a detainee has been assessed by a qualified psychiatrist, either an IRC consultant or an
independent psychiatrist, who concludes that continued detention is detrimental to the mental
health of the detainee this does not necessarily result in release from detention. In practice,
detention often continues in spite of several psychiatric reports recommending treatment outside of
the detention setting, demonstrating that the burden of evidence required to secure access to
treatment through release can be staggering. The current arrangements for authorising detention are
inappropriate as Home Office caseworkers overrule clinical judgements without providing adequate
evidence of very exceptional circumstances. One of the ways in which detainees with serious mental
disorders receive treatment while detained, is for them to be transferred to a hospital under Section
48 of the Mental Health Act. Detainees should not be allowed to deteriorate to the point of requiring
hospitalisation before being released from detention, and when discharged from hospital it is
imperative that they are not returned to detention, unless there are very exceptional circumstances,
as in many cases this environment will have contributed to their mental deterioration in the first
place. Hospitalisation suggests a serious mental illness which cannot be satisfactorily managed in
detention, and therefore release needs to be considered as it is preferably for detainees to be
released to the care of a home treatment team or be admitted under Section 2 if necessary.
10. Indefinite Detention: MJ believes, in line with academic research[34], that all immigration detention is
harmful to the health of detainees, however, indefinite detention is particularily harmful[34]. Lack of
insight into progress of their case and likely length of detention means that even detainees that are
held for a relatively short period of time suffer the devastating psychological effects[35] and the wider
human cost[36] of indefinite detention. MJ recommends that all IRCs are closed due to the widespread
harm they cause but, as long as immigration detention continues to be used, there should be a time
limit on the period of detention.
11. Alternative to detention: Detainees with mental disorders should not be detained but, as an
alternative, released from detention unless there are very exceptional circumstances so that they can
access mental health services in the community. This would improve the recovery rates, aid in
reintegration into society and cut the cost to the public purse.

Medical Justice, May 2015

MENTAL HEALTH IN DETENTION - Written evidence submitted by Medical Justice to the APPG on Immigration Detention

5

REFERENCES
1.

HO, Home Office Annual Report and Accounts 2010-2011,
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/120048/annual-report201011.pdf. 2010.

2.

HO, Home Office Annual Report and Accounts 2011-2012,
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/143619/annual-report-201112.pdf. 2011.

3.

HO, Home Office Annual Report and Accounts 2012-2013,
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/210660/Annual_Report_and_Acc
ounts_FINAL_updated_logo.pdf. 2012.

4.

HO, Home Office Annual Report and Accounts 2013-2014,
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/321446/ARA_web_enabled_18_J
une.pdf. 2013.

5.

BCRL, Bingham Centre for the Rule of Law, IMMIGRATION DETENTION AND THE RULE OF LAW. NATIONAL REPORT:
UNITED KINGDOM, Alexis Cooke, http://www.biicl.org/files/6568_uk_-_final_bc_edit.pdf. 2013.

6.

House of Lords Hansard, ‘Written Answers - HL3794’, (29th of November 2010), Column WA410,
"Immigration:Detainees", http://www.publications.parliament.uk/pa/ld201011/ldhansrd/text/101129w0001.htm.
2010.

7.

BID, Access to legal advice in IRCs. Written evidence submitted by Bail for Immigration Detainees to the APPG on
Immigration Detention. 2014.

8.

MJ, RULE 35 SAFEGUARD IN DETENTION. Written evidence submitted by Medical Justice to the APPG on
Immigration Detention. 2014.

9.

MJ, GENERAL HEALTHCARE FAILINGS IN DETENTION. Written evidence submitted by Medical Justice to the APPG on
Immigration Detention. 2014.

10.

Sinnerbrink I, et al., Compounding of premigration trauma and postmigration stress in asylum seekers J Psych,
1997. 131: p. 463-70.

11.

Porter M and Haslam N, Predisplacement and postdisplacement factors associated with mental health of refugees
and internally displaced persons. A meta-analysis. . JAMA, 2005. 294(602-12).

12.

Robjant K, Hassan R, and Katona C, Mental health implications of detaining asylum seekers: systematic review. Br J
Psychiatry, 2009. 194(4): p. 306-12.

13.

HO, Home Office Enforcement Instructions and Guidance. Version 10 (June 2014 update).
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/307995/Chapter55.pdf. 2014.

14.

Detention Action v Secretary of State for the Home Department, [2014] EWHC 2245 (Admin), United Kingdom: High
Court (England and Wales), 9 July 2014, available at: http://www.refworld.org/docid/53bd255a4.html [accessed 13
August 2014].

15.

HO, Detention Centre Rules. http://www.legislation.gov.uk/uksi/2001/238/made. 2001.

16.

HMIP, HM Chief Inspector of Prisons for England and Wales Annual Report 2012–13.
http://www.justice.gov.uk/downloads/publications/corporate-reports/hmi-prisons/hm-inspectorate-prisonsannual-report-2012-13.pdf. 2013.

17.

HMIP, Report on an unannounced inspection of Yarl’s Wood Immigration Removal Centre by HM Chief Inspector of
Prisons, (17–28 June 2013 & 30 Sept – 1 Oct 2013),
http://www.justice.gov.uk/downloads/publications/inspectorate-reports/hmipris/immigration-removal-centreinspections/yarls-wood/Yarls-Wood-2013.pdf. 2013.

18.

Jones & Allen Hodge. “Inquest into US citizen’s death in immigration custody finds neglect” (accessed 22/07/2014),
http://www.hja.net/news/press-releases/civil-liberties/inquest-us-citizen%E2%80%99s-death-immigration-custodyfinds-neglect. 2014.

19.

WLCC, REGULATION 28: REPORT TO PREVENT FUTURE DEATHS. West London Coroner's court. Inquest Touching the
Death of Brian Christopher Dalrymple. 18 September 2014. 2014.

20.

Souter J, A Culture of Disbelief or Denial? Critiquing Refugee Status Determination in the United Kingdom. Oxford
Monitor of Forced Migration, 2011. 1(1): p. 48-59.

MENTAL HEALTH IN DETENTION - Written evidence submitted by Medical Justice to the APPG on Immigration Detention

6

21.

RSC, The culture of disbelief. An ethnographic approach to understanding an under-theorised concept in the UK
asylum system. WORKING PAPER SERIES NO. 102. Refugee Studies Centre, Oxford Department of International
Development, University of Oxford. http://www.rsc.ox.ac.uk/files/publications/working-paper-series/wp102culture-of-disbelief-2014.pdf 2014.

22.

Mark Townsend, Serco whistleblower's Yarl's Wood sex claim. The Guardian Monday 24th of May 2014.
http://www.theguardian.com/uk-news/2014/may/24/serco-whistleblower-yarls-wood-pressure-immigration
(accessed 08/09/2014). 2014.

23.

AVID and BID, Positive duty of care? The mental health crisis in immigration detention. A briefing paper by the
Mental Health in Immigration Detention Project. http://www.biduk.org/download.php?id=204. 2012.

24.

NIJC and PHP, Invisible in Isolation. The use of segragtion and solitary confientment in Immigration Detention.
National Immigratn Jusitce Centre & Physicians for Human Rights.
https://s3.amazonaws.com/PHR_Reports/Invisible-in-Isolation-Sep2012-detention.pdf. 2012.

25.

HO, Detention Services Order 6/2008. Assessment Care in Detention and Teamwork. Home Office.
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/257720/assessment-care-indetention.pdf. 2008.

26.

Bosworth M and Kellezi B, Quality of Life in Detention: Results from MQLD Questionnaire Data Collected in IRC
Yarl’s Wood, IRC Tinsley House, and IRC Brook House, August 2010 - June 2011. Centre for Criminology, University
of Oxford, http://bordercriminologies.law.ox.ac.uk/wp-content/uploads/2013/09/finalmqld.pdf. 2012.

27.

HMIP, Inquiry into the quality of healthcare at Yarl's Wood Immigration Removal Centre (20-24 February 2006) by
HM Chief Inspector of Prisons. http://www.justice.gov.uk/downloads/publications/inspectoratereports/hmipris/immigration-removal-centre-inspections/yarls-wood/yarls_wood_inquiry_final-rps.pdf. 2006.

28.

MD, R (On the Application Of) v Secretary of State for the Home Department [2014] EWHC 2249 (Admin) (08 July
2014). 2014.

29.

RCPsych, The Royal College of Psychiatrists “Position Statement on detention of people with mental disorders in
Immigration Removal Centres”,
http://www.rcpsych.ac.uk/pdf/Satisfactory%20Treatment%20in%20Detention%20document%20March%202014%
20edit.pdf. 2013.

30.

Mental Health At 2007, http://www.legislation.gov.uk/ukpga/2007/12/contents. 2007.

31.

Mental Capacity Act, http://www.legislation.gov.uk/ukpga/2005/9/contents. 2005.

32.

HO, Detention Services Operating Standards Manual for Immigration Service Removal Centres.
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/257352/operatingstandards_ma
nual.pdf. 2002.

33.

Griffiths M, Living with Uncertainty: Indefinite Immigration Detention. Journal of Legal Anthropology, 2013. 1(3): p.
263-286.

34.

Keller AS, et al., Mental health of detained asylum seekers. Lancet, 2003. 362: p. 1721-3.

35.

PRT, Unjust deserts (on the impact of indefinite detention. Prison Reform Trust.
http://www.prisonreformtrust.org.uk/uploads/documents/unjustdesertsfinal.pdf. 2007.

36.

LDSG, “Detained lives. the real cost of indefinite immigration detention”, London Detainee Support Group.
http://detentionaction.org.uk/wordpress/wp-content/uploads/2011/10/Detained-Lives-report1.pdf. 2009.

MENTAL HEALTH IN DETENTION - Written evidence submitted by Medical Justice to the APPG on Immigration Detention

7

