
BROOK HOUSE INQUIRY 

FIRST WITNESS STATEMENT OF SANDRA CALVER 

I provide this statement in response to a request under Rule 9 of the Inquiry Rules 2006 dated 28 
September 2021. 

Any references to G4S Health Services (UK) Limited in this statement have been abbreviated to "G4S". 

I, Sandra Calver, of DPA II say as follows: 

Background 

1. My full name is Sandra Calver and my date of birth is [ DPA 

2. I qualified as a Registered General Nurse ("RGN") in 1986. I worked at Bromley hospital for 1 
year, and then worked in Australia before returning to work at Addenbrookes hospital in 
Cambridge for 16 years. During this time, I covered roles in Cardiology, hematology, acute 
medical admissions and then progressed to surgical night sister covering 10 wards. In April 
2004, I moved with my family to West Sussex and started work as a night nurse practitioner. 
In November 2004, I started work as a night nurse at Tinsley House immigration removal centre 
employed by Saxonbrook medical. At that time we were a team of four nurses. 

3. In 2009, Brook House Immigration Removal Centre ("Brook House") was opened. Our team 
expanded to cover both sites and I became the Deputy Nurse Manager covering both sites. In 
2011, the healthcare team also covered the new site, Cedars Pre-Departure accommodation 
for families in Pease Pottage. In 2012, G4S Health Services ("G4S") took over the healthcare 
contract for Tinsley House and Brook House. I transferred over to work for G4S and became 
the clinical lead. I was also the registered Care Quality Commission manager for both sites. In 
2016, G4S took over Yarlswood Immigration Removal Centre and I was given role of Head of 
Healthcare, Head of IRCs covering Tinsley House, Brook House, Yarlswood, in Bedford. In 
2017, Cedars pre departure accommodation closed and the family unit was transferred back to 
Tinsley House. In 2019, the healthcare contract ended at Yarlswood and I returned to be based 
at Gatwick to cover both Brook and Tinsley House IRC. 

4. In addition to the roles I have described above, I have also been the Safeguarding Lead (trained 
to Level 4 standard) across our secure estate within G4S Health. I started and continue to chair 
an Immigration Removal Centre ("IRC") forum for all healthcare managers, commissioners and 
Home Office representatives across all the IRCs in the country, which meets quarterly. I worked 
Monday to Friday each week and from 2016 until 2019, I spent two days each week at 
Yarlswood IRC and the rest of the week at Brook House IRC. I didn't have set days at each 
IRC, my schedule was flexible depending on what was needed and staff were always aware of 
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where I was and knew they could contact me by telephone or email if I was not on site. I am 
also the Care Quaility Commission( CQC) registered manager for the site and have been since 
2013 when G4S first registered the sites 

5. The healthcare contract at the Gatwick IRCs transferred over to Practice Plus Group on 1 
September 2021 and my employment transferred over to them at that stage. 

Application Process 

6. When I joined G4S, I was already working at Tinsley House. G4S took over the healthcare 
contract and my employment transferred over to them. I wanted to learn more about world 
health and enjoyed the fast moving environment. 

7. I didn't undertake a formal recruitment process for my current role. My original role at Tinsley 
House was for a different company and my role has evolved over time as the sites have 
expanded. I undertake the recruitment for all the current staff and have standard interview 
questions we ask for each role. 

Culture 

8. The Healthcare team tried their best to create a caring compassionate culture at Brook House 
and to give the detainees what they required. However, sometimes the detainee's expectations 
were not practicable and they wanted treatment immediately and not have to wait for referrals 
or waiting lists. The care given within the department was very good and we all aimed to be the 
patient's advocate. The importance of treating residents with dignity and respect has always 
been a very important part of the job and this is reinforced regularly at team meetings. Having 
worked in the healthcare department, I do not believe there to have been any change to the 
culture for our patients as we have always tried to give the best healthcare possible. 

9. The staff morale within the healthcare department varied at times depending on many factors 
both during 2017 and before or after that period. The healthcare team has always been very 
close and looks out for each other. Factors which have caused morale to dip have been if we 
have had any specific challenging detainees, if we have had to run clinics without any officer 
support and then end up having to deal with verbal abuse from detainees. High numbers of one 
nationality within the centre can also cause a higher incident rate and noise level within the 
centre. Also, some charter flights can be more demanding than others for example the Time 
Served Foreign National Offender "TSFNO" flights were more likely to be enforced returns 
rather than voluntary returns meaning often use of force ("UOF") had to be used. 

10. My office is based in the middle of the healthcare unit. In 2017, I was out on the wings and 
carrying out nursing duties regularly so I had direct experience of the attitudes of detention and 
healthcare staff towards individuals who were detained at Brook House in 2017. The 
importance of treating residents with dignity and respect is a standing item on my agenda for 
team meetings and I regularly remind my team about this, as it is so important. I don't 
remember seeing any interactions with residents that gave me any cause for concern. There 
might be the occasional officer who didn't treat a resident with the appropriate level of respect. 
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If I witnessed anything, like that, I either spoke to them directly or would speak to their manager 
but this was not a common occurrence. 

11. In terms of how the values of G4S and / or G4S Health Services and the culture in Brook House 
impacted upon how residents were treated generally or in relation to physical or mental health 
issues, vulnerable individuals or those with substance misuse problems, I didn't think there 
were any particular concerns. As I have said above, we spoke during staff meetings about 
respect and dignity. If I had any concerns, I would have dealt with it there and then. I had no 
disciplinaries going on during April to August 2017 for any of my staff. There was nothing I saw 
from the wing staff that gave me any concerns. In 2017, I provided training to all new officers in 
their induction, which started off covering infectious diseases and expanded to include the role 
of healthcare so the detention staff understood what the healthcare team did and why. I still 
provide this training today. I have attached a copy of the slide show presentation I use to deliver 
the training. The training has evolved over time as circumstances change. The first version is 
an older version that I used when I was at G4S (SC1) and the other version is an updated 
version that I now use in my current role at PPG (SC2). 

12. I was not aware of any healthcare staff raising issues about the treatment of residents, whether 
informally or formally. Any concerns that had been raised would have come through to me as 
the manager. If I had been made aware of any concerns, I would have investigated those 
concerns fully and spoken to all individuals involved. 

Oversight 

13. I have been asked to set out my understanding of the role of various external bodies, their 
involvement at Brook House and the nature of any interaction or communication I had with 
them. I will take each one in turn: 

I. The Independent Monitoring Board ("IMB"); They are the patients' advocate. We have 
and have always had a good relationship with the IMB at Brook House. They come to the 
centre every week and speak to us every time they are in for a visit. They attend our quality 
meetings and we share all of our quality slides with them. 

ii. The Gatwick Detainees Welfare Group ("GDWG"); GDWG are external visitors who 
come in for any residents who do not have family support. We have quite a lot of contact with 
them. At times there have been some challenging situations where they have asked for 
medical information and push us to treat residents, however we cannot provide that 
information as it is confidential and treatment is decided by medically qualified staff. 

iii. Medical Justice; They are a team who are there to support the patients with 
independent medical advice or health issues. They sometimes obtain reports from external 
medical practitioners Medical legal reports (MLR) and advocate for the patients if treatment 
is needed. I have worked with Medical Justice on a Rule 35 project, which I had to step away 
from following the Panorama programme. This was a project with the Faculty of Forensic and 
Legal Medicine and was all about torture and Rule 35. I've attached a copy of their review 
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entitled "Quality Standards for healthcare professionals working with victims of torture in 
detention", which can be found online (SC3). I don't have access to any other documentation 
or emails relating to that project as I no longer work for G4S. 

iv. Bail for Immigration Detainees (BID) are a Charity who support residents who are 
eligible for release but need bail. The wing officers arrange for them to speak to BID who 
help them organise the paperwork and deal with the necessary arrangements. 

v. And other external organisations - We work with the NHS quite a lot. We subcontract 
to Elysium healthcare, who provide a psychologist who runs groups in the centre. We also 
have external providers for dentists and opticians and we have our pharmacist from Boots. 
We have close contact with Public health services (PHS) in case of any outbreak infections 
within the centres 

General Training 

14. I was a very experienced RGN when Brook House opened and had completed all of my 
technical professional training for that role. This includes continuous professional development, 
which is very much self-directed learning. I had also been running Tinsley House before Brook 
House was opened. Before Brook House opened, we did a lot of touring of the site and ran 
scenarios on site. There is no hard and fast training on how a centre runs. A lot of the training 
is built up through years of experience. I have completed a foundation management-training 
course with G4S, which covered several different areas including financial information, 
grievance and disciplinary procedures. We used to have an induction booklet, which has 
evolved over the years, and we now also have Serco training that staff have to undertake. There 
is some mandatory training that has to be completed and is done online. We also have other 
courses such as mental health first aid and if there are particular nurses who want to do other 
training that is relevant to the role, for example diabetes training, then there is no reason why 
we can't arrange this. I have done Safeguarding level 4 training. We receive training from many 
different providers, a mixture of training from G4S and external providers. I have undertaken 
Torture awareness training also which was run by the Home Office and NHSE. 

15. I felt that the training I received did adequately prepare me for my role at Brook House. So 
much of knowing how to do the job is built on experience of being there and for me as I had 
started working at Tinsley house, the role has evolved over the years. 

16. In my role, training management training including for example disciplinary processes and 
personal training for staffing issues is necessary in order to fulfil my role. 

17. In terms of improvements that could be made, everyone would love more training but you learn 
most on the job and it's important to work out the niche training that is most relevant to the day 
to day issues we deal with at the centre. There is some training that is essential to the job, such 
as Rule 35 training, that is provided by the Home Office and NHSE. This is done very 
infrequently and it would be beneficial if that was more widely available. Training ahead of any 
policy changes would also enable us to work more effectively via Home Office 
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18. I have attended numerous training courses during my time with G4S. The training is ongoing 
on a rolling basis and covers everything I need for my role. I have attended many training 
courses provided by G4S over the years. 

19. The violence reduction strategy is a custodial document. As a manager I was aware of it but it 
wasn't a document we used in healthcare and we did not have an equivalent healthcare policy 
as this is not something that healthcare would be involved in, we just provided healthcare. I 
didn't have any C&R training. We were due to have personal protection training, but there were 
a lot of issues regarding availability of training sessions. It was very limited how many staff we 
could get onto the personal protection training. 

20. The Suicide Prevention and Self-harm Management (CJS006380) and Drug and Alcohol 
strategy are both policies that are 'owned' by the custodial team. Healthcare did have input into 
both of those policies and the Drug and Alcohol strategy was produced following a joint working 
party between the custodial and healthcare teams. We were also involved in all the reviews for 
that policy. As healthcare had input into both of those policies we did not need to have our own 
equivalent policy. The Safeguarding Policy (CJS006379) is a custodial document, but we did 
have our own healthcare Safeguarding Policy. The Guidance for staff managing detainees on 
Constant Observations (CJS006378); Introduction to Safer Custody, Gatwick IRC's Caring for 
Detainees at Risk (CJS000052); and Enhanced Mental Health Training, Gatwick IRCs Caring 
for Detainees at Risk (CJS000020) are all custodial documents to support the officers. 
Healthcare would not be involved in providing constant observations as we do periodic checks 
of the detainee so we did not have our own equivalent healthcare policy. Similarly we did not 
have our own policy for Safer Custody as that is for officers only and we have fully qualified 
RMNs who are trained to a higher level than the Enhanced Mental Health training document so 
we did not need our own policy. The Management of Adults at Risk in Immigration Detention 
(CJS000731), is a Home Office document I think. We did not have our own equivalent policy. 

21. I had ACDT training in 2007 when it was first brought in, which was a five day course and had 
some refreshers. They were run by the custodial team and were very ad hoc. We did run 
through ACDT for all new starters as part of their induction. 

22. It was very difficult to get access to the Rule 35 training as it was provided by the Home Office 
and NHS England. Some Rule 35 training was run in January 2017, but I wasn't able to attend 
it as I was on holiday. The training was actually designated for GPs as they're the ones who 
are actually doing the reports. It's not for all nurses. I personally did have some training on Rule 

35 often this was part of other courses and not a standalone course, for example it was part of 
Enhanced Torture Awareness training. 

Staff Induction 

23. The Gatwick IRCs and Cedars Welcome Pack (CJS006391) was our document. I didn't have 

an induction as I was already working at Brook House, I had been there from 2004 when it was 

just Tinsley House and so I had seen the opening of Cedars and Brook House. 
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24. It was more learning on the job for me rather than an induction process. The opening of Brook 
House was very good as we were able to go around the Centre before any residents came in 
and we did a lot of planning before there were any residents on site. This included working with 
officers as well. 

25. There were no particular problems with the staff induction process. Sometimes we had quite 
new members of staff inducting new starters but this was because of the turnover of staff and 
was unavoidable. 

26. Having a designated person to orientate staff would be great as an improvement, but the team 
is not big enough to have a training team. 

Management of healthcare staff 

27. During April to August 2017, the healthcare team comprised: 

Sandra Calver Head of Healthcare 

Clinical leads: 

Chrissie Williams, Brook House 

Joanne Bass, Tinsley House 

Practice managers: 

Michael Wells, Brook House 

Jacintha Dix, Tinsley House 

Registered General Nurses 
(RGNs) 

Nine RGNs 

Four bank RGNs 

Registered Mental Health 
Nurses (RMNs) 

Five RMNs 

Other nursing staff 

Pharmacy technician 

Learning disability nurse 

Seven healthcare assistants 
(HCAs) 

Five bank HCAs 

Two administrators (one post vacate during the Relevant Period) 

28. The RGNs, RMNs, pharmacy technician, learning disability nurse and HCAs worked across 
both sites. However, during the Relevant Period Tinsley House was closed from October 2016 
until May 2017 for refurbishment, so all of the staff came over to Brook House during that period. 
Various members of staff worked part time and the bank staff might work one or two shifts each 
month or several shifts in a month, depending on the need at the time and their own personal 
requirements. 

29. The Clinical Leads and Practice Managers reported into me as their direct line manager. The 
clinical leads looked after the senior nurses and the senior nurses look after the RGNs and 
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bank staff. The bank staff only work a few days a week or month so the management 
responsibility for those members of staff was not onerous. 

30. The agency staff are looked after by the agency and would raise any issues on site during their 
shift with either the Clinical Lead or myself 

31. For virtually all staff in the healthcare team I am their line manager on their contract of 
employment; however in practice this works differently. 

32. The clinical leads (Chrissie Williams and Joanne Buss) and practice managers (Michael Wells 
and Jacinta Dix) reported into me as their direct line manager. Michael Wells' and Jacintha Dix 
management was split, so they reported in to me for the site specific part of their role and to a 
non-clinical manager (Off site) for the other part of their role. 

33. There is always a healthcare manager on call 24 hours a day. In 2017, I was working two days 
a week at Yarlswood IRC and 3 days a week at Brook House. Staff would know when I would 
be at Brook House and they could contact me by telephone or email if I was off site. On the 
days I was at Brook House, I had an office in the middle of the healthcare unit and was also out 
on the wings working with the team if assistance was required. Staff would often approach me 
with questions and I never felt there was any issue with staff contacting me. I had a good 
working relationship with my team and we all worked collaboratively to provide the best care to 
the residents. My line manager, Maxine York, was the Regional Clinical Governance manager 
and I had daily contact with her via telephone and email and face-to-face meetings as and when 
needed. I felt supported by my team and the senior managers. 

34. My direct manager Maxine York visited the centre as and when needed and as I have said 
above, I had almost daily contact with her on the telephone. She did not have immigration 
experience but she did have secure experience. She was my line manager for the whole of 
April to August 2017 and carried out my appraisals. I had a good working relationship with her 
and had no problems. 

35. My experience of working with other healthcare staff is that generally the team all worked very 
well together and were a close-knit team. Healthcare have always worked as a team as 
opposed to individuals working separately. I absolutely felt I could rely on the team to carry out 
their jobs and to support me in my role. 

36. During April to August 2017, the Clinical Leads carried out the clinical supervision of healthcare 
staff and they would then feed any issues back to me. 

37. My role was more managerial in 2017, but any clinical supervision that I needed for the nursing 
duties I carried out was provided by Maxine York. We discussed any clinical supervision as 
part of our regular, almost daily, contact. 

38. I didn't experience any problems with my line management or clinical supervision. 

39. I have been asked what could be improved around the management of healthcare staff. The 
only thing I can think of is that more in depth management could be provided if senior managers 
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did not have to cover quite so many areas they would then have more time to visit the sites in 
person 

Disciplinary and grievance processes 

40. During April to August 2017, we had one disciplinary, which was actually a probationary review 
for a member of staff, Chris Paynter. He failed his probationary review and his employment 
was terminated due to: 

Inappropriate language with Staff 

Inappropriate language with Detainees 

Security related incidents 

Complaints from partner organisations, including the Centre Deputy Director and 
Interim Head of Security 

Falling asleep during a training course 

41. I was not involved in any grievances during the Relevant Period. 

Staffing 

42. Healthcare at Brook House has never been fully staffed with permanent staff since 2012. 
Gatwick is a difficult location to recruit into as nurses can get more money working a few miles 
away in the London area. Because of this, we rely on agency staff, but they are effectively 
permanent agency staff. All healthcare staff have to be experienced in secure settings and have 
the necessary security clearance to work at Brook House, so we could not have a different 
agency nurse each day. We have a group of agency staff that worked constantly in Brook 
House. It was fairly static; we did not have a huge transition and by haying a mixture of 
permanent and permanent agency staff we were able to work to our profile i.e. healthcare was 
fully staffed. 

43. In my opinion, there were always sufficient staffing resources in the healthcare team to enable 
us to provide adequate healthcare services to residents. I never had any reason to raise lack 
of resource as an issue as we had a fully staffed team even if partially covered by agency staff. 
We have not had to cancel any clinics due to lack of resources at any time 

44. The proportion of permanent healthcare staff to agency staff between April to August 2017 
equates to a total of 827 shifts covered by contracted staff and 201 covered by agency, so 
19.5% of shifts were covered by agency staff. This breaks down as follows: 

Month Number of shifts covered by agency staff Percentage of shifts 
covered by agency 
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April 2017 Nil - 186 shifts covered by contracted staff. No agency 
used as Tinsley House remained shut for refurbishment 
and able to transfer staff 

May 2017 Tinsley house reopened 21st May - 197 shifts covered by 
contracted staff. 

8 shifts covered by agency 

4% 

June 2017 162 shifts covered by contracted staff 

49 shifts covered by agency 

23% 

July 2017 132 shifts covered by contracted staff 

66 covered by agency 

33% 

August 2017 150 shifts covered by contracted staff 

78 covered by agency staff 

34% 

45. All of the agency staff were regular agency staff and were experienced at working in secure 
environments. They all had to have the necessary security clearance to work at Brook House. 

46. All agency staff had their basic technical qualifications and this would be checked by the agency 
before they came to Brook House. They would spend at least one shift shadowing an 
experienced member of staff before they worked a shift so they could familiarise themselves 
with the processes and systems in place at Brook House. The team are close knit and support 
each other including the agency staff. 

47. Using agency staff enabled us to have the right number of staff in the healthcare team and to 
provide the full range of healthcare services to the residents. 

48. We did not have any staffing shortages as we were able to use experienced regular agency 
staff, so there was no issue regarding this, which impacted on our ability to provide adequate 
care and treatment to the residents. The level of staffing resource did not create delays with 
the provision of healthcare services. 

49. I'm not aware of any staffing shortages that impacted on healthcare staff either in terms of 
morale or safety. Staff preferred for it to be their own staff rather than agency all the time, but 
using the same agency staff ensured continuity and consistency. 

50. In terms of staffing levels of the detention staff, my impression is that at times they were 
understaffed. Sometimes there were only one or two officers on a wing of 120 residents and if 
they had a noisy wing that would be hard on staff. At times, there could be additional pressures 
on the detention staff. For example if we had an emergency escort when a resident needed to 
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go to hospital a detention officer would have to go with them, or if a member of the healthcare 
team needed to see a resident on the wing they would be escorted by a member of the detention 
staff. 

51. The detention staff staffed the activity team. From what I saw, they seemed to have quite a low 
number of staff for the activity team. It was not always easy to see if the officer was on activities 
on wing roster 

Relationship between Healthcare and Detention Staff 

52. I have been asked to provide information about my experience of working with detention staff 
in particular types of scenarios. I have addressed each of these scenarios separately below: 

a. Day to day working with the detention team in relation to the welfare of detained persons - I 
attended the senior managers staff meeting first thing in the morning, which was a multi-
disciplinary meeting usually also attended by the Home Office, IMB and could include anyone 
from other departments in the Centre. Any issues or any incidents that were going on were 
raised at this point. Detainee engagement meetings and involvement in ACDT, Rule 40 and 
Rule 42 reviews also ensured that there was good communication between the different parts 
of the centre and that we would know if there were issues going on in any areas. 

b. Effectiveness of involvement of the detention team in use of force incidents - A member of 
healthcare, usually one of the RGNs rather than an RMN, always attended any use of force 
incident to ensure the physical safety of the resident. If this was pre-planned then we would go 
as part of the team from the beginning and we would have been involved in the planning 
meeting for that incident, and if it was a spontaneous incident we would be called and attend 
as quickly as possible. We were always there as part of the team. 

c. Communication with detention staff about any individuals with ongoing medical needs -
Communication with detention staff about ongoing medical needs was generally good. Some 
of the detention staff sometimes wanted to know more information than we were able to give 
as they did not understand that it was confidential (termed medical in confidence information). 

d. Attitude of detention staff towards detained persons (provide any specific examples you are 
able to recall) - From my experience, generally the attitude of detention staff towards residents 
was good and there were some really caring staff at the centre. I did not see anything I was 
concerned about. If I had seen anything that caused me concern, I would speak to the person 
individually at the time or their line manager to raise any issues. I had a good working 
relationship with the detention managers and we would openly discuss any problems. 

53. I didn't experience any problems with the relationship between healthcare and detention staff. 
There were times when there was pressure on resources for example if we did have a few 
residents going out on bed watches, which meant a detention officer had to be with them. The 
only problem I can recall is that there was not always an officer available to accompany us to 
do the night-time medication round, which could be a big challenge. In 2017, an officer was 
not always available and this did cause some concern for staff. 
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54. Healthcare staff did feel that they were not always given support by detention officers 
particularly around the night-time medication round and this did cause staff some concerns. 

55. Healthcare staff were still able to fulfil their roles even though detention staff were not always 
available or if there might be some push back against a request for a need for a member of 
detention staff (for example escort duties), however at times this may have caused some 
frustration or feeling that the healthcare team were not fully supported by the detention staff. 

56. In my opinion, improved communication and understanding of what the healthcare and 
detention teams do would result in a more supportive, efficient working environment. For 
example if the detention officers understand what medical in confidence means, this would 
remove a source of potential friction. 

Relationship with Home Office 

57. We have a good rapport with the Home Office on site at Brook House. As a team, we have 
daily contact with the Home Office. They want to know what we are doing and why and we 
have to send data to them on various days. They notify us about all the releases. In 2017, the 
focus was very much on ensuring that residents were fit and well to travel. This has now 
changed and the focus now is more about compliance and the movement of patients. 

58. The only problem that we really have with the relationship between healthcare staff and the 
Home Office is the pressure to get information back to the Home Office at very short notice. 
For example, if information is required from the GP with an hours notice and the GP is running 
a clinic we cannot simply close the clinic to provide that information as the residents health 
needs come first. 

59. The situation I have described above sometimes resulted in staff feeling pressured to give 
information to the Home Office. A staff member might get in touch with me to intervene in these 
situations, which I would do. 

60. The impact of this on the ability of the healthcare team to provide adequate healthcare services 
to residents is that time could be spent on writing fitness to fly letters instead of seeing patients 
to treat them for health problems. In my view, communication and understanding of each others 
role could be improved between healthcare and the Home Office so the relationship would run 
more efficiently. 

Reception I Healthcare Screening I Induction 

61. The Detainee Reception & Departures (CJS006045) and Detainee Admissions and Departures 
Brook House IRC (CJS006046) are custodial documents not healthcare documents. All 
detainees underwent a healthcare screening on arrival at the Centre. The screening was done 
within 2 hours of arrival. There could be an occasional set of extenuating circumstances if 
something exceptional was happening in the Centre, for example an emergency. 

62. Screenings were done 24/7, both day and night in two reception rooms in the reception area. 
One of the rooms was always available for receptions. Generally a trained nurse would do the 
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screening (either an RGN or RMN), if a HCA did the screening then they have to have it signed 
off by a trained nurse and they would have been trained by an RGN or RMN in how to do the 
screening. 

63. Language Line was available if translation was needed and we were a big user of that service 
for inductions as well. There was a welcome to healthcare leaflet in various languages. The 
leaflet told individuals how to access us and gave information about the triage clinics, 
medication times, how to complain how, to compliment so general information about healthcare. 

64. We had SystemOne so if the person came from a previous custodial setting we could access 
those notes. If they had come from the street we would ask them to sign a consent form and 
we would request their records from their GP if they had one and would then scan the notes 
onto the system. The consent would be obtained by the nurse and our admin assistant would 
request the notes. 

65. Everyone is risk assessed to see if it is suitable and safe for them to have medication in their 
possession. We check it's labelled for them and if there is any doubt as to whether the 
medication is theirs it would be put for GP to review the following day. The risk assessment 
looks at the risk of suicide or compliance with the medication and the actual medication itself. 
Some medications are not suitable for in possession as they are highly tradeable. The risk 
assessment is part of the screening. 

66. If an individual arrived on medication but without it in their possession, the GP would see them 
within 24 hours, then that medication would be ordered. If it is urgent we do have Boots open 
5.00 — 22.00 and the GP can order a prescription. We do have a very small stock of some 
essential medication, generally things like insulin. 

67. Any diagnosed physical or mental health condition would be picked up on the screening and 
the individual would then see the GP within 24 hours and any follow ups would take place from 
then. The person would be referred to the RMN team straightaway. 

68. The screening also checks for vulnerabilities. All of these issues are looked at and are raised 
this through to the officers as well if the person needed any support. We would put an SLP in 
place at that point. 

69. If someone had a substance misuse issue we have two rooms if the person is unstable or is 
detoxing and they would go to E wing to one of the detox rooms. Again they would see the GP 
the following day to start the detox programme and they would ensure they go on appropriate 
medication. This is all part of the screening. Everyone is assessed for substance misuse and 
alcohol withdrawal. A drugs test would be done before any medication was given. 

70. If there was a risk of self-harm or suicide a nurse will open an ACDT immediately if they consider 
someone to be at risk and will alert the officers. The person wouldn't be taken out of the 
reception area until the custodial manager assessed them to ensure they go to the appropriate 
place. 
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71. For the first night or nights the detainees would go to one wing, it used to be B wing, for first 
night induction. Healthcare can be called at any time by officers but we also had the open 
triage clinic they could come to. As part of their orientation they were told where healthcare is 
by the officers. After the induction we have the open triage clinics every morning 7 days a 
week, for 2 hours every day that anyone can attend. They can also put in a request to see 
healthcare and we will make an appointment. We respond to emergencies at any time of the 
day or night. 

72. The only time it could differ is if something was going on in the centre. If there was a lockdown 
then healthcare would walk around the wings regularly to check all of the detainees were ok 
but this was a really rare occurrence. 

Healthcare Facilities and Equipment 

73. The healthcare unit comprises two rooms in reception for new arrivals, which is where the initial 
healthcare screening assessments are done. We also used to use those rooms for opticians 
and dentists appointments as well. We then have the main clinic in the healthcare unit on the 
middle floor, which includes two consulting rooms, one for the Doctors and one for the nurses, 
an office where I would be based along with the practice manager and the administrator, and a 
pharmacy. The mental health team are just around the corner in an office. We also used the 
visits room for group talking therapy sessions. 

74. I consider that we had the physical resources to deal with the health conditions residents 
presented with. We do not have any inpatient facilities so we are unable to look after any person 
requiring closer observation for medical issues. Also we are not equipped for providing any 
social care nor are we commissioned to provide this. If a resident presented with an acute 
problem we would refer them out to hospital if required. 

75. We had the equipment we needed to deal with the majority of the health conditions presented 
by residents. We had couches and phlebotomy equipment that we needed for example. The 
majority of residents have managed their medical conditions their selves so we need to continue 
this but with the support of healthcare to ensure they are getting the appropriate access to 
treatment and advice 

76. There are some problems with the physical environment in the healthcare unit regarding the 
provision of healthcare to residents. In particular, we don't have a toilet within the healthcare 
area, so if we need samples the resident has to go off the unit and bring it back. There also isn't 
a sluice within healthcare. We only have one office for Head of Healthcare, the Practice 
Manager and admin, so we don't have a separate one to one room to take staff to and there is 
no staff room just for healthcare, staff have to share what is on site. Finally, the lift access is 
very limited. Staff can bring residents who have mobility issues up to us in the lift but we can 
only just get a stretcher in the lift. If we had further consulting rooms we could also run further 
clinics 
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77. I'm not aware of any problems with the equipment regarding the provision of healthcare to 
residents. Any person requiring any walking aids would be assessed by the local MSK 
department and given to them. 

78. In terms of improvements, the points I have listed above would be an improvement to the 
healthcare unit. It would also be nice to have resource rooms to do teaching up and to have 
our own staff memo board. We don't have space for that at present. 

Access to Healthcare 

79. Primary healthcare services provided at Brook House include access to a GP who is on site 
seven days a week; physical health nurses (RGNs), opticians, and dentists. We also provide 
phlebotomy, health promotion, triage ensuring any acute and emergency cases during the day 
are dealt with and arranging ongoing care via hospital or for when they leave. 

80. Mental health services are also available provided by our RMNs in the first instance. They will 
see any resident presenting with mental health issues and carry out an assessment. If the 
resident then needs to a see a psychiatrist, an appointment is arranged with the psychiatrist 
who is on site once a week. They also provide talking therapy groups, psychology groups. 
They are involved in ACDT reviews and any of the Rule 40 or Rule 42 reviews for people who 
have been removed from association. 

81. Residents can access healthcare services in several different ways. Firstly, every resident 
undergoes an initial health screening with an RGN when they arrive at Brook House. The RGN 
can make any necessary referrals as a result of that assessment, including to see the mental 
health team, for a Supported Living Plan to be put in place or for any other support the person 
needs. Everyone also has to be seen by the GP within 24 hours of arrival at Brook House. The 
GP is on site 7 days a week and usually works at Tinsley house in the morning and Brook 
House in the afternoon. We also have an open triage clinic for two hours in the morning, seven 
days a week when anybody who has any concerns can come into Healthcare every morning 
without an appointment. They will be seen by RGN in the first instance, and they will carry out 
an assessment to establish what the issue is and what treatment, if any is required. The 
resident could be referred on to the GP, mental health nurse, sent to hospital, or referred for 
appointments to be made with opticians, dentists, specialist hospital units. 

82. Residents can self-refer to primary healthcare or to see the RMNs or they can be referred by 
any member of staff, for example a detention officer, the chaplain or other supporting 
organisations such as the IMB. 

83. The main problem with residents accessing healthcare is the quantity of people coming through 
to the open clinic sessions. We then also have situations where each resident wants to be seen 
first and they won't take their time in the queue. The other common problem is doctors' 

appointments clashing with solicitors' appointments or visits. 
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84. In my experience, residents very rarely experienced delays in being able to access healthcare. 
We would only close a clinic if there was an incident going on in the centre, which needed the 
healthcare staff for example. 

85. The main issue that could be improved is to work on residents understanding of the healthcare 
process and the fact that they may have to wait in turn to be seen. 

Detained Persons 

86. The most significant health problems experienced by the residents at Brook House, particularly 
during 2017, related to stress. There was a lot of low-level mental health issues stemming from 
stress and the residents really needed support to give them the coping skills they needed. Very 
few residents had received any medical input before. There were a lot of stomach issues for 
example relating to a change of diet, headaches and lack of sleep. This was all due to being 
in detention. 

87. The challenges faced by the healthcare team in managing those health conditions is trying to 
understand the conditions and how we can help them. This was combined with the resident's 
lack of understanding of the condition and how treatment should be provided as often the 
resident's expectations for treatment would be very different to how treatment is provided in the 
UK in accordance with the NICE national guidelines. 

Interpreters 

88. In 2017, we used the Bigword interpreter service at Brook House. Interpreters provide a 
telephone support service and can be used by the healthcare team. Interpreters were generally 
readily available when needed. The service is always provided by telephone. We were the 
largest user of the interpreters in the Centre. The main problem in obtaining interpreters for 
residents was finding an interpreter for the correct dialect for that particular country. 

89. The challenges around using an interpreter at times could make it difficult to get the patients' 
understanding, so the healthcare team would do as much as they can to work around this to 
support the patient. 

Supported Living Plan ("SLP") 

90. SLPs were shared to us during one of our meetings and I introduced them into the Centre. An 
SLP is a care plan for everybody to use showing all of the support needs for that person, not 
just their medical care needs. This could include where the resident is placed on the wing for 
example a ground floor room, to whether they need to be helped in the event of a fire, to alerting 
wing staff that the person is epileptic and a fit may not be indicative of something else or 
someone has limited mobility or vision. 

91. A resident would have an SLP if they had any support needs at all, medical or non-medical. 
Healthcare staff assess the need for an SLP as part of the initial health screening on arrival at 
Brook House. An SLP would also be put in place to cover any short-term support needs, for 
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example if someone broke their leg. Once the support need is no longer required, the SLP can 
be closed or if it is a permanent support need, the SLP remains open. 

Complaints 

92. If a resident had a complaint about healthcare, they would complete the Home Office 
complaints form, a DCF9. The form is put into a confidential box, which would be opened by 
the Home Office. There is a box on each wing. The Home Office would then send the 
complaints to us and we would investigate and answer the patient. We would also act on any 
verbal complaints. 

93. Individual complaints were investigated by the clinical lead and they would get statements from 
any other relevant parties to the complaint i.e. GP or pharmacy. The complaint response would 
be reviewed by myself and then a copy would be sent direct back to the detainee. We would 
keep a copy on file along with any investigation records. All complaints were kept on a log and 
shared at our quality meetings with our NHSE commissioners to look at any trends and/or 
learning lessons from them. If any staff are involved in a complaint, we would investigate this 
fully. PSU would follow it through and give us feedback if required. 

E Wing 

94. The E Wing Policy (CJS006043) is a custodial policy. There are two constant watch rooms on 
E wing where you could have people on constant watch for ACDT and two detox rooms. Any 
infection control would also take place on E wing, so if people have TB and are not isolating. 
People who could be difficult for removals would also be put onto E wing so they were in a 
smaller area to make the removal easier for flights. 

95. E wing was a smaller area where you could manage the patient better. We could provide closer 
observations and it was easier to provide more support if needed as there were 13 rooms with 
more staff than on a normal wing. 

96. We would visit a minimum of once a day including GP going down to the wing as well. People 
on E wing generally had restricted movement around the centre so we would go and see them. 
If they were on constant observations or detox we would see them more frequently. We also 
take medication to E wing. 

97. The Removal from Association (CJS006040) and Temporary Confinement (CJS006041) 
policies are custodial documents. I think someone who be moved to CSU to maintain order in 
the centre. 

98. We would visit the detainee and had to do an initial check that they were suitable to be on CSU 
and we document this as it is part of the Rule 40/42 paperwork. They are reviewed daily and 
healthcare attend the Rule 40/42 reviews as part of the MDT. 
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Medication 

99. The process for the management of medication for a resident who had been prescribed 

medication that could remain in their possession was that during the admission screening 
process on arrival the RGN would include a screening for in possession medication. This 
involves carrying out a risk assessment to ensure it is appropriate for the resident to keep the 
medication with them. This includes assessing whether there are any suicidal risks, what the 
medication is, whether the resident has a full understanding of the medication. If it is deemed 
suitable for them to retain the medication in their possession then the medication is given to 
them and they sign an in possession compact, which states that they will look after the 
medication, and not share it with others and keep it in a locked area in their room. They also 
give permission for us to check they are complying with these provisions and for us to take 
away the medication if they are not compliant. The amount of medication given to each resident 

varies depending on the individual risk and the medication. Some residents would be given a 

week's supply or others might have enough for a month. 

100. If a resident was prescribed medication that they could not retain in their possession, they could 
obtain this three times a day at, 8.30-9.15, 13.30-14.15, 19.45-20.45. The resident comes up 

to healthcare to collect their medication. If they did have medication that was required four 

times a day arrangements would be made with healthcare to provide this, we would either take 

it to them if they were locked on the wing for any amount of time or they would come up to 

healthcare. We had a list of residents we expected to attend to collect medication and if they 

did not attend for a few days, they would receive a verbal reminder, then a written reminder and 
we would send a note to the GP to review the situation and to review the medication if the 

resident was not collecting it. 

101. The volume of night medications was a problem in the management of detained person's 

medication as a lot more medications taken at night are not suitable for in possession retention, 

for example a lot of drugs used for mental health issues are taken at night-time. The queue at 
night-time could be really quite challenging, as the residents would want their medication very 

quickly. We increased the time available to an hour to improve access to this. We also found 
that many detainees don't want their medication at that time as they want to go to sleep later. 

The healthcare team were not able to do individual medication appointments for everyone; this 

was the latest slot we could do before the night time lock up. 

102. Improvements have been made as we have got really good numbers of residents who are now 

able to have in possession medication and we are actively reviewing residents to ensure 

medication in possession is given as much as possible so this allows the resident autonomy of 

when to take the medication. We have discussed the issues with the GPs and they have 

reduced the numbers of sleeping medications issued since 2017, in line with the NICE 

guidelines. 
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Drug I alcohol misuse 

103. We have alcohol screening tools on our templates and substance misuse is also covered in the 
reception health screening. If they are on drugs we do a urine drugs screening test. If someone 
presents looking under the influence we do a drugs test and this forms part of the screening 
process. 

104. We provide medication for symptomatic relief. We generally didn't do maintenance doses we 
would support the detainee to detox and this was done in conjunction with the GPs. NHS 
England commissioned the Forward Trust to provide psycho social care to residents dealing 
with substance or alcohol misuse. Psycho social support would include support around 
wellbeing and coping mechanisms. Forward Trust was not commissioned by G4S and we had 
no control over them at all. 

105. We had adequate services and treatment for substance misuse I think we did improve the 
service. If someone arrived during the night and had a flight in the morning and needed their 
methadone we ensured the GP had access to a laptop so they could prescribe medication out 
of hours so the detainee had their medication rather than just symptomatic relief. I think we 
actually do very well on our substance misuse, we have very low numbers so it is easy to 
Control. 

106. Substance misuse was very low level and we were giving methadone and buprenorphine to 
detainees. There was a lot of Spice around from January 2017. It was really difficult to control 
as every batch has a different outcome. That's when we introduced paramedics into our service 
so could care for the detainees on site. We had one paramedic who started in 2017. They 
worked mostly days as part of the nursing profile. They can help with first responses and also 
did admission screenings and triage clinics which they are very good at. 

107. We were involved as part of the MDT which involved us, the GP, and Forward Trust. We were 
trying to reduce any drugs and alcohol used by the detainees and ensuring they are safely 
cared for. We would alert officers if they were still having illicit drugs when nothing had been 
prescribed. 

108. I attended several individuals as we had a lot of Spice in 2017 and had a large number of first 
responses as a result. Each person reacted differently, some were psychotic others were 
vomiting, I attended some of these emergency responses as at times it was all hands on deck. 
Sometimes we had to move the person to a place of safety for example E wing. We used to 
move them there if they had used Spice for 6 hours so we could monitor them. 

109. I didn't have any concerns about how healthcare staff managed intoxicated residents. In my 
view staff acted appropriately. Occasionally there were one or two detention staff who made 
silly comments but nothing to cause me any concern. I didn't have cause to raise any concerns. 
If I had any concerns I would have raised them with the Director, I had weekly meetings with 
the Director and would have raised any concems then. 
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Mental Health 

110. Low-level mental health issues are dealt with by the RMNs for example stress related problems. 
If a resident had a more serious mental health problem they might be managed by weekly 
psychiatric appointments / reviews and reviewing their medication. If did require sectioning we 
completed the papers and once the process of obtaining the warrant was completed they would 
then be taken to hospital. They would be reviewed by an RMN before they returned to the 
Centre to ensure it was suitable for them to return to the Centre. In extreme circumstances, we 
can get people released if we think their mental health is so seriously affected by detention. I 
can't remember if that happened during the Relevant Period. Longstanding mental health 
conditions are also managed by RMNs. The difficulty with mental health treatment in a detention 
setting is that we cannot provide long term treatment or cognitive behavioural therapy (CBT), 
as it's not safe for the resident for us to open up wounds and then leave them unhealed. This 
can be very frustrating for the practitioner. 

111. I didn't have any concerns about the appropriateness of healthcare staffs management of 
residents with mental health conditions. I think we've managed them very well. Our psychiatrist 
has come in on other days if needed and we always had a GP on site to help as well. The 
residents have far better access to mental health care than they would have in the community. 

112. I didn't have any concerns about the appropriateness of detention staff management of 
residents with mental health conditions. Often we would get an RMN referral and it was actually 
just someone who was very stressed and not a mental health issue. The understanding and 
education piece around mental health is very important to ensure the correct referrals are made. 

113. We sometimes have a few residents who are on constant watches due to suicide risk. I think 
sometimes the detention staff found the constant watches a chore if there were quite a few of 
them. We had two rooms on E wing with clear doors so the resident could be observed. If more 
than two residents were on constant watch they would sometimes need to be on their own wing. 
We also often found that detention staff could be negative to healthcare if we wanted to open 
another ACDT, but we do that for the resident's safety and would still go ahead and open the 
ACDT. Both constant watches and ACDT plans require additional detention staff so it would 
put pressure on the detention team. 

114. I didn't raise any concerns. If I had felt it was appropriate to raise a concern I would have raised 
this with the line manager of the officer or the Deputy Director if there were inappropriate 
referrals being made. 

Rule 35 reports 

115. The Detention Service Order (DSO) says that Rule 35 reports must be written by a medical 
practitioner. Therefore, GPs are the only people who can write reports at the Centre. I have 
had experience of writing Rule 35 reports, as when I first started at Tinsley House nurses were 
writing the Rule 35 reports as at that time is was allowed 
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116. Healthcare's involvement in the Rule 35 report process is that we arrange the appointments 
with the GP, who will then assess the resident and prepare the report. All residents are asked 
on arrival if they have suffered torture. If yes then they are booked in for a 45 min appointment 
with the GP. The majority say no at time and come back to us later once they have spoken to 
a solicitor. They can come to any triage clinics and request a Rule 35 appointment and they 
will be put on the list for an appointment. Once the report is written a copy is given to the 
detainee and a copy is sent to Home Office so the caseworker can assess the claim of torture. 

117. A Rule 35 report is a report saying someone has suffered torture (Rule 35(3)), has a severe or 
unstable medical condition, which means they are not suitable for detention (Rule 35(1)), or is 
severely suicidal and not suitable for detention (Rule 35(2)). Once the report has been written, 
we send that to the Home Office where it is reviewed by their caseworkers. The Home Office 
caseworkers decide the outcome of the Rule 35 report, which is either to maintain detention or 
release the resident. 

118. I've had training on Rule 35 reports as the definition of torture has changed several times, but 
as I have said above, I do not prepare Rule 35 reports. My understanding is that there is a 
template form to be completed by the GP during a face-to-face appointment with the resident. 
Rule 35 appointments are booked for 45 minutes but can take longer. The GP uses a 
translation service; this would have been Language Line in 2017, to ensure the resident 
understands fully. The GP completes body maps to mark any torture scars and the GP provides 
an opinion of whether they think the person is suitable to be maintained in detention or not at 
the end of the form. 

119. The Home Office caseworkers make the decision on Rule 35 reports. My understanding is that 
they will look at the risk to the community and the information in the report, together with 
whether the resident is likely to abscond. The also consider whether they have fast removal 
plans in place and whether they are able to remove the person to the same area that they came 
from. 

120. A face-to-face appointment with the GP is arranged for a Rule 35 assessment and the GP 
follows the process I have described at paragraph 105 above. 

121. The Home Office are responsible for ensuring compliance. They do check that we have a GP 
on site in accordance with Rule 33 and we have to send monthly figures to the Home Office to 
show that we are conducting a new arrival screening within 2 hours of arrival. I can't remember 
if we were sending monthly figures in 2017. In 2017 the Home Office was just one team on 
site, later on they had separate teams including a compliance team. I think it was a system of 
spot checks in 2017. 

122. The biggest challenge in carrying out Rule 35 assessments is the timing. According to the DSO 
we have to see the resident within 48 hours of them requesting a Rule 35 report. It wasn't 
possible to do this if we had a large number of requests as we only have a certain number of 
Rule 35 slots with the GP per day. The other challenge is the residents understanding of Rule 
35, as they often think if they have had a report written then they will be released. They often 
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challenge the healthcare team saying we have not written the report correctly and don't 
understand that it is not healthcare who make the decision about whether they will be released 
or not. Also the challenges from Solicitors requesting Rule 35 appointments for their clients 
and often the urgency if they are due on a flight 

123. In my view, writing Rule 35 reports is not really a GP role. It could be completed by a healthcare 
professional with appropriate training as they have more time they could spend with patients 
and could get a more thorough, detailed and accurate report. GPs are an expensive 
commodity and in my opinion, this is not the best use of the GP resource. 

124. I have flagged my concerns to the Home Office policy team, this has also been discussed in 
quality meetings on site and at the IRC forum, I lead as well. It is a general problem that has 
been a problem ever since Rule 35 was introduced and is not just a Gatwick problem. It remains 
an ongoing issue for all sites. 

125. In addition to changing who prepares the reports, I think there could be some improvements 
around quality control. It has also been raised in lot of HMIP reports that Tinsley House has 
better Rule 35 reports than Brook House, but both reports are written by the same GPs. For 
several years, I've raised the issue of quality audits with the Home Office policy team; however, 
this has never been put in place by the Home Office. We have developed our own quality report 
last year and shared this to the Home Office. 

ACDT and self-harm risk management 

126. Any member of staff who had any concerns, including myself, was free to open an ACDT 
document. Healthcare were involved in all ACDT reviews as well. I could attend reviews. If 
there were any concerns at any point we would raise it and notify an officer. We would open 
an ACDT document, then an assessor would assess the person to see the level of observations 
required. The detention staff were trained as assessors. 

127. Healthcare would open up a document for people who raised concerns to us. If someone's 
behaviour was concerning for example they were very quiet and withdrawn, there was a change 
in moods, or certain criteria on the ACDT document which are identified as risks, then we would 
open an ACDT document. 

128. We would monitor trends, and were involved in all ACDT reviews. An RMN or RGN or any other 
member of the healthcare team could attend the reviews depending on which healthcare 
professional was more appropriate for that person. Any medical care needed would just 
continue as normal including if the person needed to go out to hospital for treatment, that 
sometimes could be one of the triggers for mental health issues. 

129. I didn't have any concerns about how this was managed. I think we managed this really well. 
Generally the RMNs do majority of the ACDT reviews, this was appropriate as most of the 
ACDT issues are due to mental health. 
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130. I didn't have any concerns about detention staff. The people on constant watch were a 
challenge as sometimes staff can find it difficult to maintain focus, it can get boring doing 
constant watch observations so the detention staff had to be moved regularly otherwise their 
minds can wander. Officers are very good, they tend to find a officer who has a connection 
with the detainee as that way they get more information from that person and can provide more 
effective support. 

ACDT 

131. An ACDT is to protect the patient and prevent any further self-harm. An ACDT would be opened 
as soon as possible for anyone we felt was at risk. This is done immediately if there are any 
concerns about someone. The first page of the ACDT document is a first alert, we tell officers 
and they then do the assessment. The detention manager we alerted makes the initial 
judgment on how often the person needed to be observed and any other support measures to 
be put in place. If you're concerned then you would open an ACDT, it's much easier to close 
them than write a report for a Coroners Court. 

132. To open an ACDT we would raise a first alert, contact the duty detention manager, and keep 
the patient with us until the manager comes to take over to keep the person safe. The manager 
then takes over and arranges a full assessment. 

133. The persons' level of risk would indicate how often they needed to be observed. This would all 
depend on their risk levels, they could be looked after in their own environment, or moved into 
a single room or into a room with a friend. It was all based on individual risk. 

134. If someone was on constant watch they were reviewed every 24 hours in an MDT. Healthcare 
would attend the MDTs along with custodial staff, the chaplain, Home Office and any other 
relevant people. If someone is not on constant watch the frequency of the reviews will depend 
on their risk. 

135. When the team feels there is no further risk the ACDT can be closed. The detainee is then put 
on a closed for 7 day review, so they would be reviewed 7 days after the document was closed 
to ensure they are still safe. Everyone has to agree before we close it. 

136. We wouldn't challenge it if an ACDT was opened, as on assessment the assessor will check if 
the ACDT is needed. I say to my staff that if there is any doubt then open an ACDT. 

137. We attend MDT reviews and if there are any medical challenges we address those, for example 
we check if the person needs anything for example pain relief. Getting everyone available at 
same time for the reviews can be difficult particularly if there are a large number of reviews. 

138. More co-ordinated working between healthcare and detention staff is needed for example it can 
be difficult to schedule in the MDTs as officers sometimes change the times at short notice and 
that doesn't work for healthcare as we have other commitments that need to be addressed. 

139. Healthcare attend the weekly MDTs where we discuss anybody with complex issues. We 
discuss the issues and plan the care for them. 
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140. We did attend Safer Community Meetings and Adults at Risk (AAR) Meetings. Adults at risk 
was weekly and we always attended. The Safer Community meeting was monthly and we 
always had a representative there. 

141. We have our employee assistance programme and we do a hot debrief after any incident, so a 
debrief is done immediately after the event. If staff needed counselling services they could be 
referred to the EAP programme. There are leaflets at the Centre for this and the information is 
also on our boards as well.

142. For detainees there is support through our welfare team for example if someone was in the 
room when their roommate self-harmed they would automatically be checked by the officers. 

Food and Fluid Refusal 

143. Healthcare would see people who were day 1 fluid or day 2 food refusal and do a full set of 
observations including blood sugars, weight etc, and if they required to be seen by the GP they 
would refer them. We look at the reason why the person is refusing and notify the Home office 
of this. There is a lot of paperwork to complete. This is all of the Home Office documents on 
food and fluid. 

144. We would see them every day and do observations. It was difficult at times as some people 
didn't like the servery food so wouldn't be eating from the servery and would buy food from the 
shop. If they are not eating from the servery they were classed as food ad fluid refusal and we 
would get a lot of abuse at times from those people as they didn't want to be seen daily and 
woken up. The criteria has changed now. 

145. We completed the Home office documentation and recorded it all in our Systemone records as 
well. 

146. I have experienced food and fluid refusal all of the time. We often have trends as well, for 
example nationality trends or a food and fluid protest. Some people thought that if they didn't 
eat they wouldn't fly and would be released. I've had two people who have been severely 
unwell and we had to get them to hospital quickly. For the majority of people refusing food and 
fluid it is very low level. We also have to think about refeeding programmes for when people 
do start eating again, this is managed by the GP and sometimes the hospital dietician as well. 
If they have got ill enough to go to hospital already then we will also have to look at mental 
capacity too. If someone refused to go to hospital and had capacity we couldn't force them so 
we have to look at advanced directives which have to be witnessed by the Home Office. 

147. I think my only concern is actually the ones who are eating from the shop so they are not food 
refusals, but we are still having to see them daily. It's important to look at the genuine food and 
fluid refusals as they need support. We also get some people who take a meal from the servery 
and put it in the bin or give it to someone else, so it's not necessarily observed eating. 
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Use of Force 

148. If there is a planned Use of Force ("UOF") then we would have been called to the briefing 
beforehand and would be alerted to who it is and let the detention staff know if there are any 
concerns, for example if the person is asthmatic or has any injuries. If it's an unplanned UOF 
we will get there as soon as possible and we are the one team who can say hands off medical 
emergency if we feel someone is at risk. UOF can be used for the protection of themselves or 
others. 

149. We complete an injury to persons F213 form. This is completed after the UOF and is part of 
the UOF paperwork. We also complete an entry on our system one records as well. In 2017 
we went to check the detainee straight away after the UOF incident and document this. Now 
we check a couple of hours after the incident to allow adrenaline to subside. 

150. I have never had to put hands on someone. Healthcare are not permitted to do UOF as we are 
not trained to do this. I have seen UOF incidents. This can vary from a simple UOF which 
could be a hand held to walk a person somewhere or full 4 officers moving a person who is 
fighting against you. An F213 is completed for all of them, low or high level. I have not raised 
any concerns. 

The Panorama Programme 

151. I knew Callum Tulley as an officer who worked in the centre. He would occasionally cover 
healthcare on a shift. I also saw him on the wings when I went on them. 

152. I do not appear in the programme. 

153. Staff were shocked, horrified and amazed at what was seen on the Panorama programme. It 
was only thinking back it made sense why Callum always stood at the back of any use of force 
incidents, as he was filming. Staff were shocked at some of the things shown on the programme 
and didn't know those things happened. I think staff felt the filming was an invasion of privacy 
and they felt betrayed, even more so in staff room as that should be a safe private place. Whilst 
I do not condone the behaviour shown on the programme, staff do need to have a safe private 
place where they can talk to colleagues and decompress after a difficult event. Isolated 
moments of 'black humour' are often simply a way of coping with a difficult situation in what can 
be a challenging environment. 

154. We had one pharmacy technician who came back to work and left later that year, as her family 
didn't want her working in the centre. Other members of staff came into work but found it 
difficult. I think there was a slight divide between Healthcare and detention staff for a while; it 
almost became a standing comment of staff asking who is filming now? 

155. I was horrified that some particular members of staff were involved in what was seen on the 
programme, including my nurse Joanne Buss. If I'd thought she was doing wrong, I would not 
have given her promotion earlier that year to the clinical lead post. 
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156. We found that when staff were making appointments at local hospitals, the hospital staff would 
often make negative comments about Brook House and we did have nurses drop out of the 
recruitment process when they found out the job was at Brook House. 

157. Healthcare didn't get involved in age dispute cases that was for the detention team. The only 
thing healthcare would assess was whether the person was suitable for detention. 

158. We did a root cause analysis following the programme. We looked at Speak Out and that was 
given a really big push. Every staff member was given a Speak Out card, and we encouraged 
staff to speak out about anybody. This was also encouraged in our recruitment process. 
Richard Allenby is the contact on the Speak Out card. In my opinion, everyone pulled together 
from the start. We had support from senior management immediately afterwards, the NHS 
checked on wellbeing and safeguarding of patients. We had a lot of visitors immediately after 
the programme aired, but that did support staff. Counselling was available for staff if they felt 
they needed it via First Assist. That was all confidential and didn't come back to G4S at all. 
We also put in a box in healthcare for staff to put in confidential comments. 

159. It was difficult to know how to get the good news stories out to the public, which is what we 
needed to do. 

Specific Individuals 

160. I have been asked if I worked with specific individuals, and if so my working relationship and 
opinion of them in a professional capacity. 

161. I was not aware of any incidents of derogatory, offensive or insensitive remarks about residents 
nor did I witness any incidents of verbal or physical abuse. Had I done so I would have 
immediately taken steps to stop this. In relation to each of the individuals: 

a. Nathan Ring — he was one of the Custodial Managers. I was aware of him as he 
sometimes covered as Oscar 1 (the duty manager). He was a young chap and could 
be slightly immature. He liked to laugh but I had no major concerns about him. 

b. Steve Webb— I know the name but I cannot recall this person. I think he was an officer. 

c. Chris Donnelly — was a DCM and is still working as a DCM. I still have contact with 
Chris now. He is often Oscar one in the Centre. I had and have no concerns with his 
attitude. 

d. John Connolly — John was a use of force instructor and I had worked with him for a 
few years at Tinsley House and Brook House. I had found him to be a really kind 
helpful and very nice gentleman. He was always polite. When I saw the comments he 
made on the programme I was quite shocked. 

e. Charles Frances — he was an officer who worked quite a lot of the time in reception 
so I knew him from people coming into the Centre. I never had any issues with him. 
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f. Slim Bassoud — Slim is still working as an officer. He is very helpful to healthcare and 
does a lot of translating for people. He goes out of his way to help and support. I have 
no concerns about this person. 

Yan Paschall — He hadn't been with us very long. I didn't work directly with him but i 
heard others talking about him. He came from a prison background and he made his 
background known. He did appear quite forceful, but I had nothing concrete to raise 
any concerns about. 

h. Kalvin Sanders, Derek Murphy, Dave Webb, Clayton Fraser, Aaron Stokes, Mark 
Earl, Sean Sayers, Ryan Bromley, Daniel Small, Daniel Lake, Babatunde Fagbo, 
Shayne Munro / Munroe — I don't know these people. 

i. Nurse Jo Buss — Jo was one of my nurses and reported directly into me. When I first 
started work at Tinsley House in 2004, she was the clinical lead. She left for a bit, came 
back as nurse, and worked her way back up to clinical lead. I had only appointed her 
clinical lead in May 2017. I had no concerns, if anything she went above and beyond 
and spent hours with detainees Sometimes she was too caring and other work got 
forgotten. There was nothing about her personal views or behaviour that gave me any 
cause for concern at all. 

The morning after the programme had aired, Director Ben Saunders confirmed he was 
taking their staff off and advised that we did the same. Jo was immediately suspended 
the morning after the programme by myself and I escorted her off site. I wasn't involved 
in her disciplinary that was dealt with by more senior people. I made an NMC referral 
after the programme and I have had to attend the NMC hearing and go through the 
footage frame by frame and write a statement for that hearing. Jo was struck off in 
February 2021. Previously I didn't have any concerns about her at all. 

Healthcare now attend follow up of UOF meetings. Security review all of the UOF 
incidents and if there is anything relating to healthcare they bring this to our attention 
beforehand and we review this at the monthly UOF meeting so we would now see 
anything untoward. 

Suggestions for Improvements 

162. I don't think there is anything else I can think of for healthcare. I think the detainees get a very 
good service, we do look at any ways we can to protect them. Unfortunately with the churn of 
staff for healthcare and officers it can be difficult. This can cause problems as if there are lots 
of new staff residents are testing them all of the time. I do wonder there should be a minimum 
age limit of 21 for staff so we have more mature staff members. 

Any other Concerns 

163. I think the communication has got a lot better for residents, there are more documents in their 
own language. We also involve the case workers so the detainees are getting more 
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involvement and hearing what is going on with their cases, the more they know what is going 
on the less they have problems with boredom and concerns about what is going on. As 
healthcare we try and keep them involved if they have treatment going on and let them know 
they have an appointment pending so they know things are being done. I think we've improved 
on that. 

164. All directors, deputy director, and all healthcare staff would be knowledgeable about Brook 
House. 

The topics identified above are not intended to be an exhaustive list and if there are other matters 
relevant to the Inquiry on which you wish to provide evidence then you should do so. 

STATEMENT OF TRUTH 

I believe that the facts stated in this Witness Statement are true. I understand that proceedings for 
contempt of court may be brought against anyone who makes, or causes to be made, a false statement 
in a document verified by a statement of truth without an honest belief in its truth. 

I am content for this witness statement to form part of the evidence before the Brook House Inquiry 
and to be published on the Inquiry's website. 

Signed: Signature Dated: 
i 1 (2_1 

Name: 
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