
Serco Business 

BROOK HOUSE INQUIRY 

First Witness Statement of Shane Farrell 

I provide this statement in response to a request under Rule 9 of the Inquiry Rules 2006 

dated 3 November 2021. 

Shane FARRELL, of L. DPA  will say: 

Introduction 

1. I have previously completed a questionnaire to the Brook House Inquiry ("the 

Inquiry") in response to an initial request under Rule 9 of the Inquiry Rules 

2006. I provide tbis witness statement in response to a further request for 

information dated 3 November 2021. 

Background 

2. Before I started employment al Gatwick Immigration Removal Centre ("IRC") 

I worked as a cleaner at an NHS mental health hospital. I would also serve the 

residents food. 

3. I started working at Gatwick IRC in 2011 as a Detainee Custody Officer 

("DCO") based at Tinsley House. I worked at Tinsley until approximately 

November 2016. Towards the end of my time at Tinsley House, I was seconded 

to a management role. 

4. I originally moved to Brook House because Tinsley House was being 

refurbished. I was offered a permanent position at Brook House as a Detainee 

Custody Manager ("DCM") in or around November 2016. 

5. I may have covered a couple of shifts at Brook House prior to November 2016, 

I cannot. recall. 

Trainink 

6. I have qualifications in First Aid and Control and Restraint ("C&R"). Both of 

these are required to become accredited as a DCO. 
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7. My first C&R course date was 7 March 2011. 

8. I completed refresher training on the following dates: 

• 22/08/12 

• 09/01/13 

• 03/02/14 

• 16/12/14 

• 21/10/15 

• 03/06/16 

• 05/04/17 

• 18/01/18 

• 16/01/19 

• 20/11/19 

• 14/10/20 

9. T am also trained in Advanced C&R and ACDT ("Assessment Care in Detention 
and Teamwork"). 

10. Between 1. April 2017 and 31 August 2017 ("the Relevant Period"), I did not 
have the advanced training. I am advanced trained now. 

11. I cannot recall the exact dates of my advanced training but the initial training 
was done over one week and then there are two-day refreshers annually. 

12. I cannot remember how long my Initial Training Course ("ITC") was as it was 
over 10 years ago. I think I started in February 2011 and after completing my 

trailing I was positioned at Tinsley House. 

13. Due to the fact my initial training was so long ago, I cannot remember exactly 
what was covered, but I do recall that we received training on safeguarding, first 
aid, C&R, escorting duties and searching. I remember that I did the initial 
training at Brook House in the training room above the gatehouse. I recall that 
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the trainers were G4S members of staff, one DCM and one DCO who were 

based at Tinsley House. At the end of the initial training we were told which 

centre we would be working in. It was not necessarily the case that we could 

choose ourselves, it was wherever the greater need for staff was. 

14. Brook House and Tinsley House had completely different set ups and are 

completely different environments. Tinsley House does not have individuals 

who have served time for serious offences. It is/was uncommon to have any 

difficult or violent individuals residing at Tinsley House. Brook House is a more 

secure centre. Individuals at Tinsley House have minimal risk history, whereas 

the individuals at Brook House could have a history of violence_ The individuals 

in Tinsley House would communicate well with staff, you would always hear 

"good morning sir" and it was very polite. At Brook House the individuals have 

a different way of talking to each other, I would describe it as 'gang like', and 

some of the residents are very confrontational. 

15. The training for working at Brook House was no different to working at Tinsley 

House as the DCOs receive the same initial training and moved to either centre. 

There was no additional training to work at Brook House despite the differences 

between the two centres. 1.n my opinion, the training that was delivered did not 

prepare you for what you had to deal with when working at Brook House. 

16. 1 also completed cellular vehicle training on 31 July 2020. This training is 

relevant if you have an individual who arrives from a prison. The individuals 

may sometimes be transported from a cell van in a small confined space. We 

now have to go on to the van to remove the individual rather than the contractor 

doing this, if required we would also have to place the resident in the cell van. 

This is a recent change. 

17. 1 think it would be beneficial to have more training on mental health. We see 

many residents wbo might be withdrawing from drugs and alcohol and it would 

be good to learn bow these individuals might behave and how to respond to it. 

Culture at Brook House, 

18. My primary role at Brook House was to manage Detainee Reception. 

19. In terms of the values of. G4S and its staff, there was an obvious culture that 

everyone wanted to look after the individuals that came to the centre through 

processes such as hooking them in, sending them to the induction wing (13 

Wing), and also to sending them 013 to other establishments or release. The 

people that I worked with at the time were caring, professional and respectful. 
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20. At the Relevant Time, the wings were stressful because of the sheer volumes of 
residents on the wings compared to the number of staff members. Staff wanted 
to do the best they could but they did not necessarily have the tools to do it 
properly, and I think this is particularly to do with Brook House being short 

staffed. Nevertheless, I did not have any concerns about the general protection 
of those who were detained at Brook House. 

21. With regards to the management and leadership culture at Brook House, I recall 
that some of the Senior Management Team ("SMT") were approachable and 
would help staff, and some were less so. For example, there were occasions 
where I would go to a member of the SMT with an issue to try and pass it up 
the chain but they would say "just deal with it" and were not very helpful 
cannot remember specifics of when this happened. At my level, we tried our 

best to help people. 

Staff Behaviour 

22. I do not recall experiencing, witnessing or being aware of homophobic, 
misogynistic or racist attitudes and behaviours amongst staff, either between 
staff members or to residents. 

23. I do not recall experiencing, witnessing or being aware of staff bringing drugs 
into Brook House for use by individuals although there would always be 
rumours and staff would pass comment saying things like "it's got to be getting 
in somehow". 

24. We had a process in place to stop items like drugs being brought into the centre 
including x-raying property, at least monthly searches in the centre, searches of 
staff, and searches of rooms. We now also use an itemiser to pick up any drugs 
entering the centre through the post. We have had dogs in a couple of times but 
I cannot remember whether this would have happened at the Relevant Time or 
whether this has only happened later. 

25. I do not recall experiencing, witnessing or being aware of bullying by any other 
member of staff at Brook House. During the Relevant Period, I did not have to 

deal with any complaints regarding staff being bullied at the time. 

Induction Poliov 

26. On arrival to the centre, staff on reception would ask the individual a series of 
questions which were part of the reception paperwork. Details included next of 

kin, personal needs and whether the individual had any depend ants in the UK. 
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27.. The officer would also ask a series of safeguarding questions relating to suicide 

and self-harm. If it was deemed that an individual required additional support 

in this area then the ACDT process would be followed. 

28. The ACDT process at induction stage worked the same as it would on any other 

unit. During questions, if a resident mentioned that they had thought of self-

harming then an ACDT would be opened. The person who opened the ACDT 

was required to complete page 3 which detailed the concern. The ACDT would 

be passed on to the reception manage who would complete an immediate action 

plan. 

29. The ACDT differs from the risk assessment which is called a 'Room Share Risk 

Assessment' ("RSR.A"). This was also carried out in detainee reception. 

Risk Assessments 

30. A Room Share Risk Assessment was completed for every individual who 

entered the building. If someone came to the centre from another establishment 

they should have had a RSRA in their file. But every one that arrived at Brook 

House should have had a new RSRA completed. 

Liaison with healthcare 

31. On the arrival of a new resident, Healthcare would be called to be notified. They 

would come down before the individual was moved on to the induction unit in 

order to carry out an assessment. This applied to everyone who came in. 

Liaison with the security team 

32. On the arrival of a resident from prison, we would inform the security team and 

the resident's file would be collected by a member of staff. 

33. The security team would also be notified if the resident had any inappropriate 

items and had access to the resident's movement history. 

34. 1 cannot remember any specific occasions when residents experienced delays 

during the induction process, but I am aware that this occasionally happened. 

This may have been due to staff shortages or the sheer volume of residents 

dropped off at the same time. 

Staffint Levels 
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35. In my opinion, staffing levels were not always sufficient across the centre 
including in reception. 

36. If there was not enough staff on shift then the induction process would be slower 
at reception because the lack of staff meant that it took longer to admit 
individuals. If individuals were kept in the waiting room for too long then there 
was a risk of them becoming frustrated which resulted in staff having to tend to 

individuals to de-escalate the situation which caused further delay. I do not 
remember any specific occasions when this happened but I am aware that it did. 

37. At the Relevant Time I recall that there would usually be two DCOs on a wing, 
maximum three. I do not believe that two DCOs was enough staff to look after 
a full wing of over 100 people. There was not enough time to help and support 
the individual needs of the residents. 

38. Staff shortages would impact how the centre functioned. For example, the 
DCOs would not be able to get all of their tasks done. This would consequently 
lead to residents becoming frustrated that the DCOs were unable to help at 
times. This frustration could sometimes manifest in aggressive behaviour. For 
instance, I have been assaulted by a resident, I have witnessed a resident pick 
up a fax machine and throw it, and I have witnessed verbal aggression and 
assaults on other staff members and also on other residents. I am unable to be 
more specific about these incidents as they were so long ago. 

39. Another effect of the shortage of staff was that we were all constantly exhausted 
and stressed. The sheer volume of residents on the wings with so little staff 
meant that you could not give residents the attention they may need. There were 
so many residents but there was not enough time in the day to get the day to day 
tasks done, never mind being able to go over and above for the residents. 

40. In particular, DCMs were short staffed and often one DCM would have to run 
between two wings or more at a time. In this situation, as a manager, you could 

only do what you can but sometimes your best is not good enough. 

Treatment of Detained Individuals 

41. Since being taken over by Serco, I do not have access to the records 
documenting any incidents I was involved in as they were kept by G4S so I am 
unable to indicate how frequently I was involved in incidents involving the use 
of force or control and restraint techniques during the Relevant Period. Given 
the length of time since then I am unable to remember. However, I recall these 
sort of incidents being more frequent than usual during the Relevant Period. 
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42. I do recall an incident where a resident was in the discharge toilet and refused 
to be transferred. He was adamant that he was not going to go and then he put a 
jumper or something similar, around his neck and was going to drop his weight 
down to form a ligature point. We as staff attempted to de-escalate the situation 

but when it became apparent that we were getting nowhere with him, we decided 
to go in and gain control to prevent loss of/risk to life. 

43. I was also involved in an incident where I used use of force/C&R in a classroom 
when I entered and there was a resident who was not happy with what had 
happened in the class room, I believe this was an argument with another resident 
and was getting agitated and was about to chase after the other resident, this is 
when he was restrained to prevent him from chasing the individual and 
assaulting them, two members of staff had control of his arms all ready, I then 

took control of the head to protect the resident and the officers as he was actively 
resistant as seen in the footage ICENCOV1031-V2017060600011 00-35-02-
OOMP4 and Disk 55 06June 20171526.MP4. During C&R you always need 3 
officers. 

44. As a DCM, I always try and de-escalate the situation; the use of force is always 
a last resort and I have only ever used it as a last resort. 1 would always try and 
talk to the individuals and try to talk them round before doing anything else. No 
one enjoys using force. We come to work to help individuals. 

45. In my opinion, the use of force and C&R is sometimes necessary in an 
environment such as Brook House. I stand by the occasions when I have used 
these techniques and would not change anything I have done, especially when 
it prevents a risk to someone's life. 

46. I try to treat every individual the same, however, I would be more careful around 
certain individuals if I knew that they had a tendency to be violent. This would 
be the case whether the individual was a Time Served Foreign National 
Offender ("TSFNO") or non-TSFNO, as some non-offenders could be violent 
as well. 

47. Personally, I do not think that TSFNC) and non-TSFNOs should be detained 

together. The TSFNOs can scare the non-TSFNOs and it seems unfair to me. 
However, this is a decision that is made way above my job role and it is my 
understanding that it is determined by the Home Office. 

48. I do not recall having any concerns about the abuse of detained persons by staff 
whilst working at Brook House. 
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49. I recall that I had concerns about the abuse of detained persons by other detained 
persons, either verbally or physically however, I cannot recall specific incidents. 
They would have been placed on an anti-bullying document but. I cannot 
remember what they were called at the time. 

Vulnerable Residents 

50. Healthcare would manage people with mental health problems. Registered 
Mental Health Nurse ("RMN") appointments may result in a referral to a 
psychiatrist. We also have doctors who can prescribe medication where 
necessary. 

51. If I personally had concerns over an individual, I might refer them to the RMN 
myself if someone else had not already done it, or I may note that an ACDT 
needed reviewing but generally the RMN would always present as well. 

52. Healthcare would run clinics in the morning and nurses would do a triage so that 
if someone had real concerns over a resident, they could go straight to the RMN 
or straight to the G.P. It is usually the case that you do not know where some of 
the residents have come from or what they have been through and so there is no 
real training, as far as I am aware, that could prepare you for this. We as staff 
just cared for them as best as we could. 

Involvement in Incidents 

53. recall two incidents that stand out to me in particular; one in which a resident 
that was restrained in the classroom and the second was the resident that was 
restrained in reception toilet area 

54. Although I am unable to recall the names of the residents, 1 now know that the 
incidents I refer to involved DI538 and D687. 

55. Despite the fact that I believe that the assault was after the Relevant Period, I 
make reference to this incident to bring into context that sometimes staff would 
be vulnerable to assaults. 

Use of Force 

31 Juk 2017 

56. I was involved in a use of force incident against D2734 on 31 July 2017. I 
completed the Use of Force report in this instance (CJS005637). 
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57. I believe that the way I have completed the form reflects my involvement 

appropriate at the time of the incident. I completed the form to the best of my 

knowledge. 

58. From reviewing the documents, I understand that G4S recorded the incident on 

their spreadsheet as caused by "1'? Protect nurser' (CJS000893, Tab "BH 

DCF 2 (10F LOG, Cell K97-101) which differs to the reason provided by me at 

the time "to prevent a detainee from assaulting another detainee" (C1S00563 7, 

Pg. 2-3). I do not know why the G4S spreadsheet differed from what I recorded. 

The spreadsheet was completed by Oscar 1 although 1 do not know who this 

was at the time. It would not be my responsibility to complete the document. 

59. During the Inquiry, 1 have been made aware that the "Report of Injury" F213 

form is missing in relation to this incident. I do not know why the form is 

missing. I notified healthcare at the time of the incident and it was healthcare's 

responsibility to complete the form. I cannot confirm whether or not the form 

was completed. 

6 June 2017

60. 1 was involved in a use of force incident against 131538 on 6 June 2017. See 

form at CJS005615. 

61. The Incident Reporting Officer during this incident was DCM Nick London. 

62. Usually, the Incident Reporting Officer would be a supervisor, the person who 

initiates the use of force. 

63. During the incident, I used a head support to support the detainee and protect 

the other officers that were present. The detainee was rocking around and being 

actively resistant. The incident was recorded on CCTV, which I have since 

reviewed in light of the Inquiry (Disk 55 063une2017 1526.mp4). 

64. Head support requires taking control of the head as opposed to using force as 

such. In my opinion, taking control of the individual's head was proportionate 

in the situation and I deemed it reasonable at the time. 

65. The account I gave in the Use of Force report was accurate and I maintain what. 

I said in my account (see Pg. 11-13). I believe it was necessary to take control 

of the resident's head for his own safety and those involved. In my opinion, the 

force that I used was proportionate and reasonable. 
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66. I have been made aware that the injury sustained to the detainee was not noted 

on the F213 form and the form was incomplete. However, I am unable to explain 

why the injury was not noted on the F213 form because I was not responsible 

for completing the form. Healthcare were responsible for completing the forms. 

67..1. only remember the use of force incidents referred to above because they aired 

on the Panorama programme on television otherwise I am unlikely to have had 

any recollection. As part of the Inquiry's request, I reviewed the Panorama 

footage relating to the incident involving 1)1538 (see KENCOV1031 - 

V2017060600011 00-35 — 02-00.mp4). 1 try not to hold on to incidents because 

I would not be able to function properly going forward. When incidents take 

place they are not only traumatic for the resident but also for members of staff 

because we are put into a situation that is dangerous to us. 

Complaints Process 

68. In terms of the complaints process, residents have access to complaint forms 

where they can put a complaint in, and the Home Office pick it up and action it 

as they see fit. lf any actions were seen to be possible acts of gross misconduct, 

the complaint would get flagged to management to be dealt with accordingly 

through investigations etc. Under Serco, we also have a 'speak up' policy for 

reporting concerns. 

69. I do not recall investigating complaints made by D1167 (HOM002782 
HOM002696) regarding a failure to provide medication, failure to provide 

breakfast, failure to provide a duvet and staff rudeness and Dl240 regarding a 

lack of provision of a pillow, lack of provision of painkillers and refusal of 

access to a phone (HOM002773, HOM002774). 

70. However, the process for investigating complaints has not changed from 2017 

until now. 

71. Normally complaints are issued by the Complaints Department to the Head of 

Area and then the complaint is issued to a DCM to complete. 

72. Once a complaint has been issued to us, we have to read it and bullet point any 

key aspects such as identifying those involved and speaking to them if we felt 

we needed to or other witnesses. We may also have to look at CCTV footage so 

we would have to put a request in to view it. 

73. I would then identify any witnesses to the incident. When speaking to someone 

about an incident I would take notes and write a summary of the discussion we 
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had. The resident would have to sign it to confirm they are happy with what had 

been recorded. 

74. Once a review of the evidence has been carried out, the member of staff dealing 

with the complaint is responsible for deciding whether the complaint is upheld, 

partially upheld or unsubstantiated. Once a decision has been reached, the result 

is signed off by the issuing manager, and the outcome is sent to the complainant 

in a response letter. 

75. I do not recall being given any training or guidance in relation to carrying out 

internal investigations. I picked up what to do along the way and would ask my 

colleagues for guidance. Training would have been useful. We still have not 

received any training on internal investigations into complaints. 

PSU In vestittation 

76. I recall that I have been questioned a couple of times by the PSU. I do not know 

the dates of the investigation(s) due to being TOPED over to Serco, and no 

records were passed on from 04S to Serco that I am aware of. A lot of us (i.e. 

staffmcrnbers) asked G4S if we could keep our use of force reports but we were 

told nothing could be taken over to Serco by G4S. I think a lot of staff members 

were frustrated about this because it is helpful to have a record of these should 

any allegations be made, or questions such as these. 

77. My first investigation was due to the incident that happened in detainee 
receptions toilet area this aired on the Panorama program with resident D687 

(HOM002725). 

78. One of the incidents has been described previously in my statement, in which a 

resident did not want to be transferred and tried to tie a ligature around his neck 

while in the detainee reception area toilets. After the Panorama, the individual 

put in a complaint alleging that he had been assaulted and that we caused him 

to have a broken rib. .I was invited to an interview where I gave my version of 

events of what happened, and I said that I personally had not witnessed anything 

untoward. The complaint was No Further Actioned ('INFA'd") by the PSU and 

no further action was taken against myself or any of the other staff members 

involved in the incident, as far as I am aware 

79. I do not remember having any concerns about the force used during the incident. 

The force was proportionate, reasonable and necessary. 
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80. During the relevant period, there was a limited amount of working body cameras 

available to staff as they had only recently been introduced and many of the 

cameras were damaged. 

81. Back then, cameras were damaged quite frequently and sometimes they would 

not turn on however during the transition between G4S and Serco, the body 

cameras have been improved and the use of them is now far better than it was. 

Previously, only managers wore body cameras but after a period of time, G4S 

introduced more body cameras which enabled more staff to wear them. 

82. Since Serco has taken over, body cameras are now worn by all staff as a 

requirement and they are activated more regularly. 

83. Although I was wearing a body camera strap at the time of the incident, l do not 

recall wearing a body camera. However, I would like to think that if I was 

wearing a body camera, I would have turned it on. 

84. I do not recall being reminded of the G4S policy on body cameras or any 

information regarding the cameras being monitored. As far as I am aware, there 

was no policy at the time. 

85. Although I requested an update or feedback in relation to the findings of the 

investigation, I did not hear back. Generally, staff are under the impression that 

if we do not hear back regarding an investigation then there was N FA taken. It 

was not until I got to mad my PSU investigation that there were 

recommendations from this investigation that I was not made aware of. I was 

only made aware of this after the evidence the enquiry team provided me and 

was allowed to see the report. 

86. The second time I was interviewed by the PSU was last year I believe. A resident 

complained that they had been mistreated, but there was no specific allegation 

as to what the alleged mistreatment was, I was interviewed and was later told 

that this had been NFA'd by the PSU, and no further action was taken. 

87. Other than being investigated above, I personally have not had any complaints 

against me to the best of my knowledge. 

Disciplinary. and Grievance Process 

88. 1 have not been investigated or disciplined, nor have I been involved in 

investigations or disciplinaries regarding other staff members. 

The Panorama Programme 
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89. I appear on the Panorama programme but my face is pixelated. I remember 

seeing the programme on the day it came out. 

90. In the programme, managers at the time wore a white shirt and officers wore a 

blue shirt. 

91. ] was involved with a use of force incident in a classroom and another use of 

force incident in the detainee reception waiting room toilet (as mentioned 

above). 

92. I believe that the classroom incident is shown. at around 3 minutes 57 into the 

programme, and the reception toilet incident at around 38 minutes 23 seconds 

into the programme. I cannot recall which arm I was holding. I do not believe 

that the incidents were on the same day. 

93. I think that the programme had a massive negative impact on staff morale and 

the Inquiry brings back all of those negative emotions which is lowering the 

morale of existing staff members who still remain at Brook House now. 

94. We, the staff, were aware that the programme was coming out only through a 

brief note from G4S. We were not told much at all. There were a lot of questions 

about what it would look like. Before the programme came out, there was a lot 

of trust between staff w:hich is crucial to the running of the centre. The airing of 

the programme resulting in this trust disappearing and it became quite a toxic 

environment. I do not think that the trust we had prior to the panorama 

programme airing has returned to the levels it once was, even now. 

95. Some of the footage shown on the programme was shocking to see. I personally 

had never seen anything like it whilst working at Brook House and I was 

disgusted by some of the behaviours shown, particularly the derogatory 

comments and the strangling. I did not expect this type of behaviour from 

anyone at the centre. 

96. I remember working with the following people, but may have worked with 

others but don't recall: 

• N Ring 

• S Webb 

• C Donnelly 
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• I) Murphy 

• J Connolly 

• D Webb 

• C Fraser 

• C Frances 

• S Bassoud 

• S Sayers 

• R Bromley 

• D Small 

• Y Paschali 

• D Lake 

• B Fagbo 

• J Buss 

97, If I worked with the others, I do not remember. I would like to highlight that 

some of the people I have listed above, I recall working with at some point but 

I did not have much contact with them for instance, S Webb, J Connolly, D 

Webb, C Fraser, C Frances, S Bassaoud, S Sayers, R Bromley, D Small, Y 

Paschall, D Lake, B Fagbo or J Buss. 

98. In relation to all of the above individuals, I did not have concerns about their 

views or behaviours as none were brought to light when I did work with them. 

I do not recall any derogatory, offensive or insensitive remarks made by these 

individuals. I did not witness any incidents of verbal abuse by these individuals. 

I did not witness any incidents of physical abuse by these individuals. 

99. Following the programme, there was some change for example, the recruitment 

process commenced and G4S started to employ more staff. I vaguely recall that 

body cameras started to be used more but I am not certain of this. 
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CondudinA Remarks 

100. In my opinion, in order to improve individual health, safety and welfare at Brook 

House, it would be beneficial to have more training in dealing with people with 

mental health problems. 

101. It would also be useful to have more support available to managers. Managers 

are faced with a lot of expectation from SMTs and their own staff members. We 

are almost sandwiched in between. 

• 
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. 

Name
Signature 

Date 

Shane Farrell 

Signature 

q/0//20i2.. 
env.vere....w*n 
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