
BROOK HOUSE INQUIRY 

SECOND WITNESS STATEMENT OF SANDRA CALVER 

I provide this statement in response to a request under Rule 9 of the Inquiry Rules 
2006 dated 18 January 2022. 

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

I, Sandra Calver, of : D PA 
will say as follows: 

Complaints 

1. When we receive a complaint, we carry out a full investigation. We look at who 
has been involved, examine the patient's records to see if there is anything 
relevant, and if necessary depending on each particular complaint we speak to 
other people involved, for example we would speak to the GP to get their opinion 
where appropriate and then do formal response back to the patient. I would not 
always carry out the investigation and respond to the patient. If the complaint 
related to a GP, I would send it to the lead GP to investigate, if it related to 
medication I may ask the pharmacy technician to review and investigate; if it was 
a matter relating to mental health I would ask the mental health team lead to 
investigate to get the best outcome for the patient. We have a standard template 
response and then add in the patient bespoke information following our 
investigation. 

2. I have oversight of the process so whilst someone else may investigate the 
complaint I would see it before the response is sent to the patient. If a patient 
can't read English we provide the response in English and talk it through with 
them using Bigword so they can understand what we are telling them. 

3. I have reviewed the complaint detailed in document CJS001508. I don't recall this 
particular complaint but I can see that it would be classed as unfair treatment. The 
detainee wanted assistance from a manager but they weren't available at the time. 
From the complaint record, it seems he wanted to speak to someone regarding his 
medication and the complaint was investigated. 
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4. All complaints come to me to allocate to the appropriate person to investigate and 
deal with each individual complaint. This complaint related to a clinical issue and 
it was therefore appropriate to allocate it to Chrissie Williams to deal with. 

5. In document HOM002748 there is reference to a complaint made by detainee 
D668 in which the detainee describes a member of healthcare staff. In order to try 
and identify the member of healthcare staff I referred to the staff rota and cross-
referenced this against the description we'd been given. I was not able to identify 
the member of staff from the information given by the detainee. 

6. The complaint recorded at row 264 in document CJS001558, seems to be subject 
to a PSU (professional standards unit) investigation. I don't remember the 
incident at all and I do not have any information about what the allegations against 
healthcare were. I am not aware of anybody being unconscious in the centre and 
healthcare not being called. If someone was unconscious healthcare would be 
called to attend them, they would not be brought to healthcare. I can see from the 
notes in that document that we provided the medical records to the investigation 
so that would have proven any interaction from healthcare as we record 
everything on the patient's notes. 

7. Is quite rare to uphold many complaints. The vast majority of the complaints are 
from people wanting treatment that is not appropriate to be given to them. Often 
the patient's expectations are not in line with the NICE guidelines, which are the 
guidelines we have to follow to keep people safe and ensure they receive 
appropriate medical treatment. For example, we have a lot of people asking for 
antibiotics, which are not given to them, as it is not appropriate as per the NICE 
guidelines. We also have people complaining about waiting lists. The patients 
have to fit in with the NHS waiting lists; we do not have any control over this. 
They would receive this same service in the community. Other patients expect 
medication to arrive within minutes; however, it is not available until the next day 
from the pharmacy, just as would be the case in the community. The majority of 
the complaints are because patient's expectations of health services does not match 
what they receive. We are giving them the correct treatment as per the NICE 
guidelines but this does not always match what they were requesting. 

8. After 2017, we put verbal complaints onto the complaints log in the same way we 
did for written complaints, so the patient would still get a response in the same 
way as if they had sent a written complaint. Prior to that, a verbal complaint 
would be dealt with there and then, so verbal to verbal, but if it was something, 
more serious it would still have been escalated. 

Serious Incidents 

9. I have seen a document (IMB000111) relating to a serious incident on 7 March 
2017. I believe I was there as an on call manager rather than a member of the 
healthcare team. Healthcare attend an incident as soon as we can once we have 
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been alerted to the incident. It was not common for healthcare to be the last to 
arrive at an incident. Our response time varies depending on what else is 
happening in the centre at the time the call comes in, for example this particular 
incident came in during evening medication time so there would have been two 
members of staff on duty, both doing the medication round. They would have to 
securely put away the medication and ensure that operational staff put all of the 
residents back in their rooms before they could leave to attend the incident. On 
this occasion I was in the centre so I attended to support the operational staff, I 
must have been in on call as I would not ordinarily be in the centre in the evening. 

10. I cannot recall this specific incident, but any delay in healthcare attending is likely 
to be due to the call coming in whilst healthcare staff were doing the medication 
round. 

11. In document VER000275, I have set out healthcare's role in planned use of force 
incidents. The only information I would add is that for unplanned use of force 
incidents healthcare attend as soon as possible when a response is put out. We 
would not know which detainee it was until we arrived at the incident. On arrival, 
the member of healthcare would carry out a dynamic risk assessment looking at 
all safety aspects. We may or may not know the detainee depending on whether 
they attended healthcare previously. We would then complete an F213 for all 
incidents, which records any injuries. We review the detainee immediately and 
again two hours post incident to ensure their wellbeing. If any treatment was 
needed or if there was, an ongoing medical issue healthcare would be provided as 
normal. 

12. I have seen document US000580. This document is a custodial document not a 
healthcare document, I have not seen this before. Healthcare have our own process 
to follow if there was a death in custody. We didn't have a death in custody on 
this site. My reading of the document is that they are talking about 'if a death in 
custody occurred', so its a potential incident rather than an actual incident that 
happened. 

13. The healthcare process in the event of a death in custody is that we would treat the 
patient and would leave any equipment that we had used in place. The room 
would then be sealed off and the police would attend. The person's medical 
records would be locked down and a full report would be written. We would 
complete a serious incident DIC report. I have never had to do one before so I 
would have got assistance with this. The process has not changed since 2017. 

14. I don't know why I am referred to in the entry on that document, there is reference 
to an incident at Morton Hall, which is an IRC in Lincoln. That is not a site I have 
any involvement in and I have no knowledge of the incident referred to in that 
document. We have not had a death in custody at Brook House. 
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15. In document CJS000918 the reference to "reporting" relates to serious incident 
reports being prepared, which can relate to any serious issues, This is a CJS 
document and healthcare staff historically were very low on writing those reports. 
This was an ongoing issue because healthcare staff prioritised caring for the 
patient, then completing the report on the healthcare system. We have had to 
encourage staff at meetings to write SIRs. As staff awareness of the SIRs has 
improved, the completion of the SIRs has improved. 

16. Document CJS001510 refers to an incident when a detainee attempted to coerce a 
GP to provide him with medication against his clinical judgment. I don't 
remember this particular incident, but this kind of behaviour did happen fairly 
frequently. Several detainees were ex-prisoners and they do try to condition staff 
to get stronger drugs from them. It is difficult to put frequency on this but I would 
say it happened fairly frequently. Our doctors are quite strong on medication 
prescribing, in that they will not prescribe medication unless it is clinically 
justified. Some medication is highly tradeable so we have to be very careful about 
what is prescribed and we're trying to make sure the detainees are as fit as possible 
without medication so they are ready for deportation as they may not be able to 
access medication in their destination country. 

17. I cannot comment on what action was taken in this specific case. I would expect 
that the doctor would have completed a SIR (security incident report) so security 
would be aware of the detainee's coercing behaviour and we would put alert on his 
records so all doctors were aware so the detainee could not condition one doctor 
more than another. The GPs do now have conditioning training as part of their 
security training. I can't say if that training was in place in 2017, there was a very 
different training system at that point. GPs were not employed by us, they were a 
sub-contractor. Our GPs now very much work only in prisons when they are not 
at the centre, so conditioning is very much at the forefront of their job for them. 

18. I cannot recall the incident relating to an over prescription of painkillers 
recorded in document CJS004648 and I cannot comment on the specific actions 
taken or outcomes from that investigation as I do not have access to the 
documents. I would have referred to the SIR to see what was written and then 
carried out a full investigation. This would include checking the system one 
records; checking when the medication was prescribed, by whom and whether it 
was a tradeable drug. Once I had done that, I would have talked to the person 
who gave the medication and checked the patient's risk assessment for in 
possession medication. I would have checked whether they were on an ACDT, 
looked at any previous self-harm records, what training the person who gave the 
medication had. Depending on what the investigation revealed there would have 
been an action plan in place to ensure improvements in any areas of concern. 

19. In 2017, it was rare for staff to be physically assaulted, but verbal abuse was much 
more frequent. This happened every day sometimes multiple times a day 
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particularly around medication rounds if we not giving the detainees what they 
wanted or in the timescale they wanted. 

20. If we had been notified that a detainee may be violent or aggressive a risk alert 
would be put on their records that they were not to be seen without an officer. We 
would also record this on the handover so have that extra tally. If we were not 
aware in advance, we would have to be very cautious. This is why staff needed 
personal protection training. Staff have radios and panic buttons in each room so 
they know how to raise an alert if they need to. 

21. Officers were rostered to healthcare during the daytime, and we always had one 
officer in the waiting area. If we knew, we had someone coming up from the 
wing who was known to be risk they would come with an officer. The difficulty 
was if we were out walking on the wing and a detainee approaches you then it 
could be more difficult, but detainees have free access to the centre. 

22. Document CJS005071 makes some recommendations about a detained person. It 
is not the case that the recommendations were not acted upon, the incident 
happened when the detainee came to the pharmacy technician whilst on the wing. 
The pharmacy technician came out of an office, which is why an officer was not 
with the detainee; they were just on the wing. Whilst we may have an alert on the 
person's medical records, they will not be escorted by an officer whilst walking 
around the site. 

Training 

23. Some of the Quality Comtnittee Meeting minutes and G4S Healthcare Staff 
Meeting minutes refer to staff compliance for mandatory training being low and at 
one point we were one of the worst sites for compliance. This training was not 
clinical training, it was 'housekeeping' training, so things like general health and 
safety. As a consequence, this training wasn't seen as a priority for healthcare 
staff to complete. We implemented a training board with staff names on showing 
which training was outstanding and notified staff that the training had to be 
completed. This improved within a month and we went from being a site with 
poor compliance to being the best site for compliance. We also made sure staff 
had time to complete the training courses and for a couple of the training modules 
had to organise extra sessions which took a couple of months to arrange. 

24. I don't think this affected our patients because it was not clinical training that was 
required, no clinics were cancelled and we brought in agency staff so staff had 
time to do the training required. 

25. Implementing the training board system did give the staff a bit of a shake up, they 
didn't want their names to be on the board so they did get the training completed 
really quickly. Staff received positive feedback for prioritising and completing 
the training. We did fmd some people had some issues with how to connect to the 
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training sessions, so we were able to address those issues for them and resolve any 
problems. 

26. In addition to the training board, we have online records showing our training log, 
and either Michael Wells or Jacintha Dix monitored the training to ensure people 
attended the training required. 

27. I had oversight over the learning management system so I could see who hadn't 
completed the courses, so I checked that and ensured they did complete them. 
Staff would receive a call from me if they didn't complete their training. Any 
conversations with staff detailing issues with training not being completed would 
be saved on their files. 

28. As part of the healthcare induction, staff needed to complete training on C&R. 
CJS are responsible for providing that training and at one point; they didn't have 
the correct officers to deliver that training. They then got some staff from Parc in 
to provide the C&R training, however there was an issue with inappropriate 
behaviour that then had to be resolved, so there were issues with provision of the 
C&R training by CJS that was outside of our control. 

29. This didn't particularly give rise to any problems for the detainees. It was more 
that healthcare staff weren't always fully aware of their personal protection. We 
found that the detainees could be a little more forceful to us and we were not able 
to do anything as staff weren't confident to challenge the behaviour without the 
training. Healthcare staff usually had an officer with them so they were not put in 
dangerous situations. New staff needed to have the C&R training more as they 
were not used to the environment. 

Quality of Care 

30. In document CJS007078 on page 21, I have mentioned that visiting psychiatrists 
often had no reference to G4S clinical records. They were an independent visitor 
and were not employed or organised by us. They were usually arranged by a 
solicitor and unless consent to access the medical records had been given by the 
detainee we could not allow them to access the records. The whole point of the 
visiting psychiatrists was to provide an independent review, so they would want to 
make their own assessment of the detainee. 

31. In relation to Rule 35 reports, I thought they were conducted well. My main 
concern was that only GPs were able to conduct them, which could lead to longer 
waiting times. In the past nurses could also complete these reports. Quality is 
also an issue because of a lack of training for the GPs from the Home Office. 

32. My involvement in Rule 35 Reports was more organising the appointment for the 
patient and ensuring waiting times didn't get too long. 

33. I developed my own quality audit, as I couldn't get one from quality team. I did 
also develop our own training package for Rule 35 so the nurses had an 
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understanding of how the report worked. This was developed by Jo Buss and G4S 
did not proceed with this training. The quality audit was shared with the Home 
Office and policy teams and they were very happy with it. 

34. I think increased training for GPs would be an improvement as there is no training 
for them now. This needs to be run by the Home Office. There is no ongoing 
training, new GPs are taught by outgoing GP so there are no checks and balances 
in place to make sure the reports are completed consistently. Training for nurses 
to complete Rule 35 reports would also be beneficial. 

35. In relation to clinical supervision, I don't have access to any records any longer, 
so I cannot confirm the timescales for when the supervision was poor, 
improvement was needed in 2017. Clinical supervision should be done every six 
weeks, but I know that due to having low numbers of permanent senior staff we 
didn't have the staff to do supervision. When we increased staffing, the 
supervision improved. 

36. An ACDT review takes place with the patient, manager of the wing and healthcare 
and any other important parties depending on what that particular person needs. 
For example, chaplaincy or welfare might attend. We look at their previous 
records to see how they have acted since the last review and to see how we can 
help support them to not self-harm. Healthcare always attend. Generally, an 
RMN attends but sometimes an RGN would attend if there is a physical element 
to that particular case. I wouldn't necessarily attend but would ensure staff were 
available to attend. The officers set the review times so I may need to arrange 
timings and alter clinics around this and liaise with officers if there was an issue. 

37. I have been through the comments in document CQC000001 where criticisms are 
made of healthcare immediately before April 2017 and comment as follows: 

• Quality of healthcare reduced — there is no evidence to prove what that quality 
was. There is just a feedback regarding no recent health needs assessment 
having been carried out. They are arranged by NHS England and this was 
rearranged afterwards. 

• Complaints not confidential - we ensured that we provided medical in 
confidence envelopes on each wing for detainees to put any healthcare 
complaints in, which would come directly to us. 

• DNA rates increasing — the detainees have free access to the centre. We can't 
force people to come to appointments. We often find that a detainee will 
prioritise seeing their solicitor or going to the gym rather than attending a 
healthcare appointment. 

• No professional pharmacy oversight — they now come once a week to the 
centre. 
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• Supervision of medication reviews — officers are now present during 
medication times. 

Policy and Procedure 

38. In response to the Panorama programme CJS implemented and ran a weekly 
meeting. All stakeholders at the centre attended. I attended as a participant. The 
weekly meeting was to bring us all together to drive actions forwards to improve 
the centre. Each area had their own action plan and we would discuss those action 
plans and how we were progressing at the meetings. The meetings were effective, 
they kept momentum going and made sure people didn't forget what they were 
doing. We have a lot of actions, checking in on action plans and coming up with 
new steps to be taken at each of the meetings. I can't remember any of them 
specifically now given the passage of time. 

39. I don't have any data available for any specifics but during 2017, we may have 
had a detainee that we were unable to provide appropriate care to perhaps once 
every six months. This could be a patient who may require enhanced hospital 
care, or someone who needed to be transferred due to a medical condition. 
Sometimes we may have had someone who may need a hospital bed and we don't 
have those facilities. We can only give our recommendations to the Home Office 
and the decision is up to them. I have said in the past that it may put my CQC 
registration at risk if we accepted certain detainees, but it is the Home Office who 
make the decision. This was not a common thing at all. 

40. I was instrumental in setting up the Healthcare unit at Brook house as I was the 
clinical lead when Brook opened and I worked with Saxonbrook medical who set 
up the service. I looked at the rooms and made sure we had the right equipment 
and staffing and set up clinics appropriately. 

41. There are no inpatient beds at any IRC. If inpatient care was needed the person 
would be transferred to hospital. Occasionally someone may require more care; 
however, we don't have any 1-2-1 care. There is an enhanced unit at Heathrow but 
that is not used to its full potential. It is not in our contract to provide enhanced or 
1-2-1 care. We are a primary care setting, as would be the case in the community 
we provide GP care and for anything more than that, the detainees will attend 
A&E. This didn't really cause any problems. 

42. It is difficult to say how busy the mental health nurses were without seeing their 
caseloads. They did manage to get through their work and they were not sitting 
idle. There was a steady flow of work for them. 

43. Detainees who did not turn up to their initial appointment and who had a known 
medical condition or who were on medication would be followed up. If they did 
not have a known medical condition or were not on medication we wouldn't 
follow them up as it their right to choose whether to attend the appointment or not. 
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All detainees are made aware that they can access the open triage clinic every 
morning when they first arrive at the centre. 

44. I don't have access to the records to be able to confirm the exact numbers of 
agency staff we used during April to August 2017. I believe we have previously 
shared the data confirming the numbers. All of the agency staff were regular 
agency workers and were almost part of the team. 

45. Where I have referred to "upskilling staff" in my first statement, by upskilling I 
mean getting staff on extra training to progress them for the future and giving 
them enhanced training so they become specialists in different areas. I didn't have 
the time or enough staff to be able to facilitate this. The training would be for a 
few days at a time and we didn't have the staffmg levels to do that. 

46. It is correct that we had had incidents where the Home Office have stated that we 
had to take detained persons in, even when we deemed the environment to be 
unsuitable for them. This is rare, probably yearly. It is not a common occurrence. 
I can't give a date for this, but I can confirm that we don't always have the correct 
facilities for some detainees, for example those who need social care. We don't 
provide social care and are not contracted to do so. We have had a couple of cases 
where the Home Office brought the detainees in and then organised social care for 
them. 

47. In these situations the Home Office would say that there was pressure on spaces or 
they need the patient to stay with us for one day as they are flying the following 
day, for example if they were coming from prison and couldn't be processed from 
the prison early enough in the morning to make the flight. We would always 
complete part C of the form so the Home Office were fully aware. The decision 
ultimately was made by the Home Office. 

48. I don't have the dates for the flu outbreak I've referred to, I think it could have 
been July 2017 but I can't confirm that as I do not have access to G4S records any 
longer. 

49.1 did raise an issue in security meetings that some of our visitors were not being 
searched when coming into the centre. They did increase searching and staff were 
searched as part of a random searching programme. 

50. Pages 3 to 4 of CJS007093 confirms that I have responsibility for reports 1.13 and 
1.14. This would have been reviewed by NHS England. I can't find the 
documents at all. 1 believe this was added to our health improvement plan but I 
haven't got access to that document anymore. This would have been followed up 
at quality meetings as well. 

51. I cannot remember the incident referred to at page 2 of document NHS000015 
where is states that I would investigate an incident where it seems to have taken a 
long time for a detained person to be taken to a hospital for his medication before 
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a charter flight. I would need to see the patient's medical records to be able to 
comment specifically. It could be that we had to monitor the patient for some 
reason for example if they had high blood pressure on arrival, this does sometimes 
go down due to anxiety on arrival. I can't comment on the results or action taken 
as I have not got the detail of the incident. 

Healthcare and staffing 

52. Document CJS004046 is a series of letters sent by myself and others to Jo Buss 
before April to August 2017. The letters are all giving feedback on Jo's 
performance and are sent as evidence for her NMC registration. We do this for all 
nursing staff, including good and bad feedback. Good feedback boosts staff 
morale. This is the reason all of the letters were sent. 

53. I found Jo Buss to be a conscientious worker who went above and beyond. She 
liked to sit and talk to detainees to help with their emotional and physical needs 
and provide the best care possible, hence why she was promoted following a fair 
promotion process. I was shocked to see her in the programme; I had always 
found her to be cautious and good at her job. 

54. I haven't yet seen document CJS004048, but I anticipate this relates to the fact that 
Jo Buss suffered with ; Sensitive/Irrelevant I think she had some 
time out in 2016 as she was in a lot of pain and it did affect her work. We did 
referrals to occupational health to check that she was fit to do things with her 
hands at work, for example intermediate life support. She was fit to continue with 
her job at the time she was assessed and she was having treatment. Due to the 
nature of her condition, this was kept under continual review. By 2017, her 
condition had improved, her medication had settled down and she had better 
movement in her limbs. She was not on restricted duties in 2017. 

55. I know she was worried we were trying to get her to resign, this was absolutely 
not the case and we explained to her that the occupational health referral was to 
protect her and us and the patients, and to make sure she had the support she 
needed to do her job. I think this was probably in 2016 but I can't remember 
exactly. I think I had some conversations with her about this and she will have 
spoken to Jacintha Dix as well, but I can't remember the detail as this was a long 
time ago now. 

56. In document VER000275 at page 21 I have said that I felt Jo Buss was too 
involved with her job. By this I meant that she went into each patient's care and 
tried to do over and above for them. She spent a lot of time with them trying to 
talk about their families to work out the best way to support them and provide the 
best care, sometimes more than her role would require. 

57. I cannot see any reference at page 22 of document VER000275 to me feeling that 
I had inadequate support from senior management. I actually felt I had very good 
support from senior management. 
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58. I can't think of any particular officer around that period who I felt would not 
change. We did have a few who came from prisons around that time and it was 
almost as though that was their culture. They have now left. Healthcare were not 
involved in any of their recruiting or in their management. Unless we saw a 
specific incident, we couldn't raise anything. 

59. I understand that the interviewee in DWF000001 has criticised me for not being 
on the floor and available as much as they would like. As head of healthcare my 
role is not to be on the floor, it is to lead and support those staff working on the 
floor, and to be available if they require any additional support or if they have any 
questions. I was based in the office, which is the next room to the floor. I was 
always on hand if any of the healthcare staff needed me, including being available 
on the telephone 24 hours a day. 

60. I have considered document DWF000002 regarding the recruitment process for 
staff. At page 2 paragraph 6 the interviewee has talked about recruiting. When she 
started we were only one site with a much smaller team of nurses. When we 
opened Brook we developed own training, we didn't have an induction package at 
the time. We do have induction package now and staff are given orientation shifts 
working alongside other staff when they start. 

61 Appraisals should be completed yearly, but we were often waiting for the 
company set objectives to be given to us first and until had those we couldn't relay 
the objectives down to staff so sometimes the appraisals would be delayed. We 
have pushed to ensure that we get those objectives at the start of the year and it 
did improve. 

62. Healthcare had to attend incidents in which detained persons had overdosed on 
Spice every time it happened. In January 2017, we had 21 incidents in a day; that 
was exceptional. The exact figures would all be the in the quality meeting slides 
but from memory there would be around 2 or 3 Spice incidents a day and 
healthcare would attend each one. The incidents would go in peaks and troughs as 
a new batch of Spice came into the centre. 

63. 1 was not personally involved in healthcare incidents very often as I was more in 
the managerial role not there on the floor but if we were running one incident and 
another one happened, I would go and support. It was quite rare I would attend 
maybe every two months perhaps. 

64. Jo Buss was given a promotion because at the time she applied for the clinical 
lead post she was a senior nurse and she undertook the promotion process, 
completed a presentation and was successful in all of those elements of the 
process with no concerns identified about her performance at all. She had not 
been on any management plans before and there were no concerns about her care. 
She was doing well. She was under probation when she was promoted, as 
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everyone would be so can keep reviewing how she is getting on. She was still on 
probation when Panorama screened. 

65. I have considered document DWF000010, in which the interviewee states she did 
not feel she got the support she needed from me. I recall that this nurse contacted 
me at home when I wasn't on call on a Sunday and she didn't like the response I 
gave. We resolved the issue during work time. This was during the pandemic and 
I was trying to give her the correct advice as per the Government guidelines and 
as per company policy regarding Covid. Her issues were more around Covid 
concerns around keeping her family safe. She felt working here was risking her 
taking Covid home to her mother who was very unwell at the time. It was a 
difficult situation, as I had to explain to her that we needed to give her the correct 
personal protective equipment to enable her to continue working, as she didn't fall 
personally in clinically vulnerable group to allow her to work from home. 

66. Pages 1 and 2 of DWF000014 detail a dispute between some staff members, in 
which the interviewee complains about how that was dealt with. All of the staff 
referred to by this nurse were spoken to and any concerns were always 
investigated. The member of staff who was promoted to senior was promoted 
following a fair application process. We did not have any control over whether 
that member of staff chose to share her presentation on social media. The 
interviewee in question had many issues herself. I had several occasions when she 
would be given lots of positive feedback, cry, and say, how wonderful I was and 
she would then go out and say something completely different. I did say in 
meetings that they should all play nicely as I felt they were all adults and they 
were able to work together. When this particular nurse left the morale of the 
remaining staff improved significantly. This nurse had issues with lots of 
different people. We treated all concerns seriously and investigated as 
appropriate. We would have taken appropriate steps if we found any substance to 
any concerns, but that was not the case. 

67. My personal reaction to the Panorama programme was that I was shocked and 
concerned. I think some of the editing was very clever for example staff talking in 
the staff room; staff do need to be able to let off steam in safe area away from 
detainees at the correct level in order to deal with the stresses of the job. I felt that 
Callum was very clever how he stood at the back filming but also didn't report any 
of the good parts of the care given. It was a very one-sided programme. There 
was still a lot of good work that was done and still goes on. 

68. I didn't see much of the detainees after the programme aired so I cannot comment 
On how they reacted. Our staff were very shocked, and their families were very 
concerned about where they were working. Many families didn't want them to 
work at the centre anymore. The worst part was external people for example if we 
rang to book an X-ray and people make comments about Brook House. The label 
of Brook house is still there today, which I find very sad. There is a lot of good 
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work that does go on and that is never publicised. We need to be able to move on 
from this as it has gone on for a long time. 

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 

Name: 
• 
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