
Introduction 

Introduction 

Brook House is an immigration removal centre (IRC) situated near Gatwick Airport. Brook House 
and a neighbouring IRC, Tinsley House, are both operated by G4S and are collectively known as 
Gatwick IRC. At the time of this inspection, Tinsley House was closed for refurbishment and some of 
the detainees, and most of the staff, had been temporarily moved to Brook House. The last 
inspection was in May 2013. The centre holds adult male detainees, and at the time of this inspection 
there were just under 400 being held there. 

As with all immigration removal centres, the major challenge for the staff was to manage the 
frustration felt by many of the detainees at the length of their detention and the uncertainty 
surrounding their future. We found that the average length of detention at Brook House had 
increased substantially from 28 days to 48 days. Surprisingly, there did not appear to have been any 
analysis or investigation as to why this had happened. In the absence of such analysis, it was hard to 
see how detention periods could be systematically reduced and the inevitably negative outcomes for 
detainees mitigated. As we point out in the section of this report dealing with casework, in addition 
to the overall concern about the length of detention, there were also some serious delays apparent 
in some individual cases. 

Aside from the delays in casework, our major concern was about the physical environment in which 
detainees were held. The residential units very closely resembled the conditions found in prisons, 
and these were exacerbated by poor ventilation and unsatisfactory sanitary facilities. 

This report makes a number of detailed recommendations about the treatment of detainees and the 
conditions in which they are held. I would add a cautionary note on an issue that is not the subject of 
a specific recommendation but has the potential to adversely affect the conditions in which some 
detainees are held: the proposal to bring into use the third bed which has been installed in 60 of the 
two-person cells. Many staff and detainees were of the view that this would lead to a decline in living 
standards. This is a view shared by inspectors. 

Overall, this was an encouraging inspection. The centre had improved upon the standards we found 
at the last inspection, and on this occasion was assessed as 'reasonably good' in all four of our healthy 
establishment tests. This also marks excellent progress from the standards we were seeing at Brook 
House when it first opened. There is no doubt in my mind that the standards now being observed at 
the centre are the result of a great deal of hard work by the management and staff. They should be 
congratulated on their efforts and I hope are encouraged by this report to maintain and build upon 
the clear improvements they have made. 

Peter Clarke CVO OBE QPM January 2017 
HM Chief Inspector of Prisons 
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Section I . Safety 

1.16 Systems and practices for identifying violence were good and all records of incidents were 
examined to ensure they were logged and investigated. Excellent monitoring and analysis of a 
wide range of data took place at the monthly safer community meeting and action was taken 
to address identified trends, hotspots or issues. Younger detainees had been found to be 
more disruptive than others and a spike in violence and use of force earlier in the year had 
been thoroughly investigated and action taken to manage and resolve the issues. 

1.17 A violence reduction strategy and action plan were in place. There was good consultation 
with detainees about safety at safer community meetings and through an annual survey and 
exit surveys. 

Recommendation 

1.18 The management of perpetrators of violence and bullying should include 
monitoring and challenge of poor behaviour. 

Good practice 

1.19 Excellent monitoring and analysis of a wide range of data at the monthly safer community meetings 
incorporated bullying and violence reduction, suicide and self-harm and diversity data. It was clear 
that action was taken to address any identified trends, hotspots or issues. 

Self-harm and suicide prevention 

Expected outcomes: 
The centre provides a safe and secure environment that reduces the risk of self-harm 
and suicide. Detainees are identified at an early stage and given the necessary support. 
All staff are aware of and alert to vulnerability issues, are appropriately trained and have 
access to proper equipment and support. 

1.20 There was a well developed strategy to manage detainees at risk of self-harm and detailed 
discussions took place on suicide and self-harm at the safer community meetings. 

1.21 In our survey, 43% of detainees said they had arrived at Brook House feeling suicidal or 
depressed. There had been fewer incidents of self-harm than at the previous inspection, with 
46 incidents recorded. All incidents of self-harm were well investigated and any required 
actions communicated quickly to staff. There was a continuous improvement plan in place 
and collection and analysis of data were excellent. 

1.22 During the previous six months, 193 ACDT6 documents had been opened and 12 were open 
at the start of the inspection. While the quality of some ACDT documents was good, staff 
often failed to identify trigger points for self-harm and too many written entries by staff 
focused on observation rather than interactions with detainees. Management checks were 
comprehensive and had identified these issues. Post-closure interviews were carried out 
within seven days. 

1.23 During the previous six months, 96 detainees had been under constant supervision. We 
examined a sample of 20 which appeared justified in the circumstances. Detainees under 
constant supervision were now able to move around the centre and participate in activities, 

6 Assessment, care in detention and teamwork case management of detainees at risk of suicide and self-harm. 

Brook House Immigration Removal Centre 21 

HMIP000613_0023 



Section I. Safety 

an improvement since our last inspection. The constant supervision cells were in a poor 
state and were an unsuitable environment for detainees in crisis. There was no care suite 
and no Listener? or Befriender scheme at the time of our inspection. The local Samaritans 
group attended the centre every two weeks to provide support to detainees. 

1.24 ACDT reviews were very informative. They were carried out by multidisciplinary teams at a 
frequency determined by individual need. Consideration was given to appropriate 
interventions for each detainee and the timing and level of observation required. The centre 
was required by the Home Office to use the ACDT process to monitor detainees not 
assessed as at risk of self-harm who were eating food not provided by the centre. This was 
inappropriate. Detainees refusing food were managed well by staff and written records 
showed that they were sensitive to individuals' feelings while making every effort to ensure 
that they ate some food from the servery, cultural kitchen or shop. 

Recommendations 

1.25 The ACDT process should be reserved for detainees assessed as at risk of self-
harm, and should not be used to monitor those who do not eat food provided by 
the centre. ACDT documents should identify specific triggers and daily entries 
should reflect interactions with detainees in crisis. 

1.26 The constant supervision cells should be refurbished and cleaned to provide a 
more suitable environment for detainees in crisis. 

1.27 A care suite for detainees at risk of self-harm should be established. (Repeated 
recommendation 1.42) 

Safeguarding (protection of adults at risk) 

Expected outcomes: 
The centre promotes the welfare of all detainees, particularly adults at risk, and 
protects them from all kinds of harm and neglect.8

1.28 Home Office guidance on adults at risk in detention had been introduced two months 
previously. There was no central log to facilitate oversight of the treatment of detainees 
whom the Home Office had identified as at risk and the centre did not know the number or 
identity of these detainees. At our request, the Home Office produced a report from 
electronic records which showed that 58, or 14% of the population, had been identified to 
be at risk; the report did not show the level of assessed risk and the Home Office could not 
readily identify the names of detainees considered to be at most risk.9

1.29 Good structures were in place to manage detainees at risk in detention, such as supported 
living plans and, to some extent, the weekly multidisciplinary 'detainee of interest' meetings 
(see paragraph 1.47). However, few detainees assessed by the Home Office to be at risk 

7 Prisoners trained by the Samaritans to provide confidential emotional support to fellow prisoners 
8 We define an adult at risk as a person aged 18 years or over, 'who is or may be in need of community care services by 

reason of mental or other disability, age or illness; and who is or may be unable to take care of him or herself, or unable 
to protect him or herself against significant harm or exploitation'. 'No secrets' definition (Department of Health 2000). 
However, we have considered practice in light of the Home Office's own and broader definition of an adult at risk, as set 
out in its new policy. 

9 Under the Adults at Risk in Detention guidance, risk is assessed at three levels. The Home Office will assess the detainee 
at level 3 if evidence suggests that detention is likely to lead to a risk of significant harm or detriment to the individual as 
corroborated by relevant professional evidence. 
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Section I . Safety 

were discussed at these meetings and only nine detainees, mostly with mobility restrictions, 
had supported living plans. We looked at five recent cases, none of which had been discussed 
at the 'detainees of interest' meeting or had a supported living plan. There was evidence of 
an inadequate response to changing risks. One detainee was assessed at the lowest level of 
risk and the level was not raised when he was placed on constant watch as a result of 
imminent risk of self-harm, nor when a doctor subsequently reported that detention was 
having an adverse effect on his mental health. 

1.30 Despite the long average cumulative length of detention (see paragraph 1.68), no regular 
health care checks were carried out to determine the impact of detention on the mental 
health of detainees. Combined with the lack of general oversight, this meant that there were 
no effective arrangements to monitor vulnerability over time. 

1.31 Health care staff had been trained in the Home Office guidance on adults at risk in detention. 
We were told that the Home Office contact team had also been trained, but not all those 
we spoke to recalled receiving such training. No custodial staff had been trained in the 
guidance. 

1.32 A local safeguarding strategy had been approved by the local safeguarding adults board and 
appropriate referral arrangements were in place. New staff received basic awareness training 
on adult safeguarding during induction. At the time of the inspection, detainee custody 
managers received training in trafficking and modern slavery. 

Recommendation 

1.33 All staff should have effective training in the adults at risk guidance. There should 
be effective multidisciplinary oversight of detainees in this group. Their 
vulnerability should be monitored carefully and developments communicated 
promptly to Home Office case workers. 

Safeguarding children 

Expected outcomes: 
The centre promotes the welfare of children and protects them from all kinds of harm 
and neglect. 

1.34 There was an appropriate policy on safeguarding children and links with the local 
safeguarding children board. All new staff received safeguarding children training during 
induction. In addition, some ad hoc training had been provided. Detainee custody managers 
had recently been trained in child abuse and neglect. 

1.35 There had been 15 age dispute cases during the previous year, compared with four at the 
previous inspection. Individual care plans had been put in place promptly. Two detainees 
found to be adults by a chief immigration officer (CIO) assessment were later assessed by 
social services to be children. One had been detained for about a month and the other for 
about two months. There had been no multi-agency review of the failure to safeguard these 
children and there were no arrangements in place to quality assure CIO assessments. 
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Section I. Safety 

Records were completed to a good standard. A manager reviewed all incidents to learn and 
disseminate lessons. 

1.53 Video footage revealed mixed practice. Managers briefed officers in detail before planned use 
of force. We observed officers using verbal de-escalation effectively, but some incidents took 
too long to resolve once force had been initiated. In one incident a detainee refused to 
comply with his removal and lay passively in his bed. Concerted efforts were made by staff to 
encourage compliance. These were unsuccessful but he remained passive throughout. 
Despite this, staff unnecessarily used a shield to restrain him. He was then escorted under 
restraint to the separation unit. He was wearing underpants and a T-shirt until he reached 
the unit and it was unclear why staff did not try to put trousers on him or encourage him to 
dress before going to the unit. 

1.54 All the video footage of scheduled removals that we reviewed showed Tascor escorts using 
waist restraint belts, suggesting that the belts were not used as a last resort. During our 
inspection, a detainee refused to transfer to prison. Four Tascor escorts took 12 minutes to 
apply the waist restraint belt in a chaotic use of force. 

1.55 The six-cell care and separation unit had been used 180 times in the previous six months, 
compared with 247 at the previous inspection. Managers worked hard to move complex and 
challenging detainees from the unit quickly. 

1.56 The regime for separated detainees remained poor. They were held without televisions, 
radios, books or other means of distraction. The unit was austere with dirty toilets, cells that 
required painting and not enough furniture. All detainees could shower and were offered 
outside exercise. A chaplain visited every day. 

1.57 Managers reviewed separation records thoroughly and disseminated learning. E wing was no 
longer run as a pre-departure unit but instead held a complex population whose needs were 
met reasonably well. The ratio of staff to detainees was appropriately high. Detainees were 
not unnecessarily restricted to the unit and could access relevant services. 

Recommendations 

1.58 All use of force should be necessary, proportionate and competently applied. 

1.59 Detainees in the separation unit should be held in clean and fully furnished cells, 
and they should be able to access a full regime. 

Legal rights 

Expected outcomes: 
Detainees are fully aware of and understand their detention, following their arrival at 
the centre and on release. Detainees are supported by the centre staff to exercise their 
legal rights freely. 

1.60 In our survey, two-thirds of detainees told us they had a solicitor but only a third of those 
had received a legal visit. Access to weekly legal aid advice surgeries had improved since the 
last inspection. However, at the time of the inspection, the next available routine 
appointment was in nine days, which was too long, particularly for detainees who did not 
have a legal representative and whose Home Office induction was also delayed (see 
paragraph 1.69). Appointments were appropriately held back for emergencies, such as last 
minute removals. 
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Section I. Safety 

taken five months to make an initial decision on a detainee's claim and in one of these cases a 
further nine months for a substantive appeal to be listed, to take place 14 months after the 
asylum claim. The other case was listed for a preliminary hearing to take place 16 months 
after the detainee claimed asylum. 

1.70 During the previous six months, health care records indicated 78 Rule 35 12 reports had been 
submitted. Responses were late in about 20% of these cases, generally by a day. A third of 
reports had led directly to the release of the detainee, more than we usually see. 

1.71 We reviewed reports in 10 cases, four of which had led directly to the release of the 
detainee. All were written by a doctor, typed and contained body maps. Although very brief, 
most contained clear, helpful findings on scarring, but did not provide an adequate safeguard 
for detainees with post-traumatic stress disorder (PTSD). No formal assessment of PTSD 
had been carried out in any case. In two cases, symptoms were described as suggestive of 
PTSD. In five others, symptoms such as poor sleep, anxiety and flashbacks were noted 
without reference to a possible diagnosis of PTSD. 

1.72 Other concerns arose from our review of Rule 35 cases. In one case, the Home Office 
concluded there was no evidence that further detention would have a harmful effect on the 
detainee's health, despite the doctor's view to the contrary. In another case, the doctor 
found scarring consistent with the torture described, but the caseworker, without 
explanation, did not accept this as independent evidence of torture. 

1.73 In three cases the Home Office accepted the doctor's assessment that there was evidence 
the individual had been tortured, but nonetheless maintained detention under its adults at 
risk in detention guidance. In one case, detention was maintained because of the detainee's 
poor immigration history and in another without explanation of the exceptional reasons. In 
the third case, detention was maintained because of imminent removal to a third country. 
The Rule 35 report was rejected in a further case at least partly as a result of the narrower 
definition of torture used by the Home Office, despite the detainee's history of mental illness 
and symptoms of PTSD. This history was not addressed adequately in the response to the 
Rule 35 report. 

1.74 In our survey, only 19% of detainees said it was easy to see the centre immigration staff, 
compared with 27% in other IRCs. Home Office records showed that about 825 interviews 
were conducted each month. Despite this, there was a backlog of 20 induction interviews, 
with detainees held in the centre for up to six days for an interview. There was also a 
backlog of 40 monthly detention progress reports to detainees. Most reports were served in 
person, but otherwise communication was largely through responses to the request system, 
rather than face to face. 

1.75 The Home Office contact team was about to pilot a new case working model to improve the 
accessibility of immigration staff. Staffing levels were being increased significantly to facilitate 
this. 

1.76 In induction interviews that we observed, officers used jargon which might not be 
understood by detainees and not all detainees were fully advised of their bail rights. Most 
interviews were brief, but an officer spent much more time with a detainee who appeared to 
have learning difficulties. Interpreting was used when required. Bail summaries were often 
received late from Home Office case working teams and were not served on the detainee in 
sufficient time before the hearing. 

12 Requires notification to the Home Office if a detainee's health is likely to be injuriously affected by detention, including if 
they may have been the victim of torture. 
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Section 2. Respect 

Faith and religious activity 

Expected outcomes: 
All detainees are able to practise their religion fully and in safety. The faith team plays a 
full part in the life of the centre and contributes to detainees' overall care, support and 
release plans. 

2.20 In our survey, 80% of detainees felt that their religious beliefs were respected. A large 
chaplaincy team from Tinsley House and Brook House was delivering an excellent service. 
All major faiths were catered for, and there were also Chinese Buddhist, Russian Orthodox, 
Polish Catholic and Rastafarian ministers. 

2.21 There was a very united spirit in this diverse team. The worship spaces were accessible to all 
detainees and well used. There was a full daily programme of religious activities and classes. 
There was now ample space for Muslim prayers since the visits hall had been brought into 
use, and excellent ablutions facilities in the mosque. 

2.22 Festivals were celebrated well, with contributions from the catering department. Chaplains 
gave significant support to detainees who did not speak English: the managing chaplain spoke 
six languages and the team could speak 15 languages between them. Some faith channels 
were available on in-cell television. 

2.23 Members of the chaplaincy were visible around the centre and attended ACDT reviews 
when they knew the detainee. 

Complaints 

Expected outcomes: 
Effective complaints procedures are in place for detainees, which are easy to access and 
use and provide timely responses. 

2.24 During the previous six months, detainees had submitted about 13 complaints a month, 
slightly fewer than at our 2013 inspection. G4S and the Home Office investigated complaints 
about their respective functions thoroughly and replies were polite and well written. G4S 
upheld about 12% of complaints. The issues generating the most complaints were unfair 
treatment and property. 

2.25 Managers reviewed a sample of the G4S replies. Detainees whose complaints were not 
upheld were given a leaflet on how to complain to the Prisons and Probation Ombudsman. 
Managers made good efforts to contact detainees who had left the centre, including those 
removed from the UK without a forwarding address. A detailed complaints report was 
circulated to senior managers each month. There was no longer evidence of detainees being 
encouraged to withdraw complaints and investigation outcomes were accurately recorded. 
Complaint forms and boxes were prominent on the residential units, but not all detainees 
were aware that forms were freely available in different languages. 
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Section 2. Respect 

remedies were available from the canteen, including creams and lozenges. Detainee custody 
officers could administer paracetamol to detainees, following consultation with a health 
professional, who logged the administration on SystmOne. This worked well. 

2.53 A quarterly medicines and therapeutics committee meeting reviewed standard operating 
procedures and the prescribing formulary. There was no pharmacist at the meetings which 
lacked technical advice. Out-of-date reference books were available in several rooms, which 
was inappropriate. 

Recommendations 

2.54 A professional pharmacist should be present on site to audit and quality assure 
services, provide advice to detainees, and advise the medicines and therapeutics 
committee. 

2.55 Medicines administration and collection queues should be supervised. The 
medicines room hatch and controlled drugs cabinet should be made secure. 

Dentistry 

2.56 G4SM contracted East Surrey Hospital to provide dentistry services. These included a 
visiting dentist to assess detainees in need and dedicated treatment clinics at the hospital at 
weekends. The arrangements worked well. 

Delivery of care (mental health) 

2.57 More than half the detainee custody officers had received mental health awareness training 
as part of staff induction, which was commendable. However, the training of some 
established staff was out of date. 

2.58 G4SM mental health nurses provided primary and secondary mental health support and 
contracted Sussex Partnership NHS Foundation Trust to provide weekly psychiatric and 
occupational therapy sessions. The occupational therapist offered a good range of group 
emotional well-being activities and the Samaritans ran a valuable fortnightly visiting service, as 
well as crisis telephone line support. A nurse from the primary care team was about to start 
sleep clinics. The services offered a broad approach to detainees' emotional and mental 
health needs. 

2.59 Detainees received an initial mental health screening during reception and were then 
referred for assessment through triage or by detainee custody officers. Urgent referrals 
were generally seen within 24 hours and routine referrals within three days, which was 
reasonable. There were about 45 referrals a month and, at the time of the inspection, the 
team was supporting 35 detainees with varying levels of need. Few detainees had severe 
mental illnesses and they were receiving appropriate treatment. There was a symptomatic 
approach to post-traumatic stress disorder which was appropriate given the unpredictable 
and short stay of detainees (over three-quarters left within two months). 

2.60 During 2016 to date, two patients had been transferred to hospital under the Mental Health 
Act, after waiting seven days and 28 days. The latter was too long, although we were 
informed that transfers were usually expeditious. 
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