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BROOK HOUSE INQUIRY 

First Witness Statement of Daniel Haughton 

I provide this statement in response to two requests under Rule 9 of the Inquiry Rules 

2006 dated 16 September 2021 (the "Initial Request") and 8 February 2022 (the 

"Further Request"). 

The below statement is accurate and true to the best of my knowledge and memory of 

the period 1 April 2017 —31 August 2017 (the "Relevant Period"). Since receiving the 

Rule 9 questions, I have had access to, and the opportunity to review, documentation 

that relates to the Relevant Period to assist me in providing detail. The documents I 

have been asked to consider are referenced within this statement. 

I, Daniel James Haughton, date of birth:. DPA y will say as follows: 

Introduction 

1. I began my career working at Tesco as a general assistant, team leader, a section 

manager and baker. In January 2009, I began a role with G4S as a Detention 

Custody Officer ("DCO") based at Brook House and attended the initial training 

course ("ITC"). Brook House was still being built at the time and therefore, much 

of the training took place at a hotel. We accepted our first detainee in March 2009. 

I originally worked in the Operations Group, before moving to the Residential 

Group. 

2. I was promoted to team leader, the equivalent of a Detention Custody Manager 

("DCM"), in September / October 2009. At the time there was limited 

management training available, but I do recall undertaking some management 
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training relating to absence, investigations handling and coaching. As a manager, 

I worked in most roles at Brook House gaining a variety of experience. 

3. As part of my role as a DCM in the Security Group, I attended several security 

intelligence training courses delivered by HMPPS (Her Majesty's Prison and 

Probation Service). I also attended a training course for Assessment Care in 

Detention and Teamwork ("ACDT") Case Management. 

4. I was seconded as an Operations Manager in February 2016. I received Silver 

Commander training in June 2016. A requirement of completing an SMT role was 

to complete incident management training from the prison service. This allowed 

me to undertake Silver Commander duties when required, for example, during an 

incident at Brook House which required the centre to go into 'command mode'. 

The training was approximately one week's duration. This was the only specific 

training I received as part of my transition from DCM to an El manager. 

5. I was later promoted to an El manager (above the DCM role, but below the Senior 

Management Team ("SMT")) in July 2016. At this time the role was changed from 

Operations Manager to Support Services. I was in this role during the Relevant 

Period. 

6. I completed a number of tasks within this role. One of those tasks would be to act 

as Duty Director ("DD") on a roster basis. There would always be a DD on duty 

and it would always be an El or D grade manager (D grade managers were 

functional heads of areas). As DD, you had operational oversight of the centre for 

that day. You would review any residents on rule 40 or 42 and their management 

plans. You would also get involved in the management of constant supervisions 

and anyone on an ACDT. You would visit all areas of the centre to make sure it 

was running effectively and quality check documents during the day. I undertook 

the DD role once per week and every 6 / 8 weekends. 
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7. In addition to the DD work that I completed, I had oversight of some managers 

who performed specific functions in the teams. My functions included third 

parties, audits and complaints, compliance, health and safety, training and staff 

detail. Third parties involved the maintenance of memorandums of understanding 

("MOU") that we had with third parties. Audits complaints and compliance had a 

manager for audits and a complaints clerk and involved the management of the 

internal audit schedule, review of external audits, updating and review of action 

plans and oversight of resident complaint procedures. We managed complaints 

from residents submitted through a DCF 9 form. Compliance also oversaw 

management information ("MI") data and assisted with Brook House's overall 

contract compliance process. Health and Safety had one member, the health and 

safety advisor, who supported the whole operation with training, risk assessments 

etc. Training had one member, the training officer who would run the ITC, annual 

refreshers, oversee the training plan, book training and look to maintain critical 

training such as first aid. I did not have oversight of control and restraint ("C&R"). 

Some of the documents I have reviewed suggest that I managed stores, but stores 

was generally looked after by another manager. I believe the oversight of C&R 

stayed within the remit of security. 

8. I completed the NEBOSH (National Examination Board in Occupational Safety 

and Health) general certificate in Occupational Health and Safety in August 2017. 

This allowed me to have an improved understanding of the function so I could 

better support the Health and Safety advisor. Following the Relevant Period, I 

completed a level 5 CMI diploma in August 2019. 

9. I transferred from G4S to Serco in May 2020, when the contract changed. I was 

made Assistant Director in September 2020 and attended all Serco essential 

training. I have also completed further training for the role which includes: 

safeguarding adults level 3, safeguarding children level 3, self-harm and suicidal 

thoughts in children and young people, female genital mutilation: recognising and 
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preventing FGM. I am currently completing a degree in Business Management 

supported by Serco. 

10. I have also received the following training: 

a) First Aid Training 

b) Safer Community Training — ACDT (this covered an introduction to mental 

health) 

c) Case Management Training — ACDT 

d) General Safeguarding Training 

e) Mental Health First Aid Champion Training (this was provided post-

Panorama) 

11. I have been asked to comment on whether document CJS0072810 summarises my 

managerial responsibility for Brook House during the Relevant Period. I was the 

Support Services Manager at the time, not the Head of Support Services as listed. 

I also did not have oversight of C&R. 

12. In addition to the above, I reviewed policies as part of my roles. Generally, if you 

were a manager within a particular area, it would be your responsibility to review 

any relevant policies. I do not recall specific timeframes, but generally policies 

should have been reviewed annually, or when there was a change in a Detention 

Service Order ("DSO"). Changes would usually address contract and compliance, 

any requirements under the new DSO and any requirements stipulated in the Home 

Office's Operating Standards. I did not receive any training on conducting these 

reviews, but I believe that any early reviews I conducted were sent to a senior 

manager for approval. All policies would then be sent to the Home Office for sign 

off. 

Application Process 
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13. I was encouraged to join G4S by a friend who had applied. His brother worked as 

a DCO in the holding room at Gatwick (when G4S had the contract for this). 

14. I did not fully understand what the role I was applying for entailed, so I called the 

recruitment team to discuss the role in the holding room at Gatwick. This was a 

room at the airport where individuals were periodically detained by immigration 

officers. The role involved looking after the welfare / property of detainees and 

providing supervision. However, when I spoke to the recruitment team, I was 

informed that they were now recruiting for a new immigration removal centre at 

Gatwick. I was sent some information by GSL who were running the centres at the 

time (GSL was subsequently purchased by G4S). 

15. In my opinion, my ITC prepared me for a role as a DCO based at Tinsley House. 

At Tinsley House, the residents were generally less problematic. There were fewer 

issues and disruptions. Brook House was built to a higher specification of security. 

When it opened, the wider immigration estate transferred problematic detainees 

there. Our ITC prepared us for dealing with compliant and respectful detainees. 

However, Brook House had time served foreign national offenders ("TSFNOs"), 

some of whom were more fractious, aggressive, violent and hostile. Therefore, in 

my opinion, my ITC was insufficient to prepare me for my role at Brook House. 

16. Since 2009, a number of improvements have been made to the ITC. During the 

Relevant Period, Santi Rodrigues-Couso and I tried to make the ITC as practical 

as possible, but this was very difficult in a classroom environment. I quite often 

liken it to learning how to drive. When you arrive at the ITC you are working with 

someone and learning the theory, whereas when you go into the centre it can be 

very daunting, much like driving on your own. Moreover, we could not place new 

joiners into the centre until they were fully cleared, which made it more difficult 

to provide practical exposure. 
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17. We were trying to adopt the training practices used in our other establishments 

who were moving to 'blended learning' and we looked into that at the time. The 

idea was to do a classroom training in the morning, for example on difficult 

conversations, and then go into the centre in the afternoon to practice those 

difficult conversations with detainees, supervised by a mentor. Unfortunately, this 

was not possible as officers could only work with detainees in the centre after they 

were cleared. 

18. The training has developed over the years and it is better than it was when I joined 

but the parameters are still the same. 

Culture 

19. The culture has changed in the centre over time. Whilst staff were generally not 

always happy with pay, conditions and hours during the Relevant Period, we 

always came together to get through the issues and do the best for residents. I did 

not experience a feeling that there were any specific culture or subculture issues. 

20. Morale was low in the lead up to the airing of Panorama. Staff were stretched but 

within contracted staffing targets on most occasions. However, people always 

came together when needed. People had gripes about various things day to day, 

but we all pulled together when there was an incident or when needed. Panorama 

completely obliterated the morale. I recall that in the days after Panorama, I was 

shown the quick actions of officers saved the life of a detainee. There was a lot of 

anger that this side of the role was not depicted in the Panorama footage. 

21. I do not think there was a blanket attitude towards residents at Brook House. 

Residents are individuals so people had differing attitudes towards different 

residents. I do not specifically recall a different approach to detainees during the 

Relevant Period or any other time. The attitudes towards detainees varied 
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depending on who you talked to. Personally, I never saw treatment that I thought 

amounted to abuse. 

22. I never had any particular concerns about how the values of G4S or its cultures 

impacted on the general protection of residents, the management of staff, or the 

protection of especially vulnerable residents. Officers tried their best to look after 

vulnerable people in challenging circumstances. Mental health treatment / care 

was limited. As officers, we were given introductory training on mental health as 

part of the ACDT training, despite dealing with some people who had been 

sectioned under the Mental Health Act. Unfortunately, I feel that Healthcare did 

not have adequate resources to deal with such residents. Overall, this was not ideal. 

However, I believe this was a resource and training issue, rather than a culture or 

values issue. The culture and values were one of concern for the detainees and 

staff. 

23. Following Panorama, mental health training improved. During the Relevant 

Period, I recall there was introduction to mental health training provided as part of 

the ACDT package. This was aimed at allowing staff to identify warning signs and 

refer these concerns, but not how to treat or care for people who were mentally 

unwell. Mental health first aid training was introduced and this was beneficial as 

it allowed us to better identify issues and spot concerning behaviour. I had greater 

awareness and was able to spot warning signs earlier. However, we are not mental 

health practitioners, so the training can only go so far. 

24. In my opinion, during the Relevant Period the SMT were not a united team and 

the leadership from the Director (Ben Saunders) at the time was not very strong. I 

raised compliance issues with him on numerous occasions and asked him to 

arrange a meeting to discuss action plans. When he attended such meetings, he 

was 'shouted down' by the SMT and little was done. Within the SMT there were 

some strong personalities and characters and Ben was also undermined by his 

deputy, Duncan. This uncertainty and lack of cohesion had a destabilising effect 
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on staff. I also felt that Ben's failings resulted in other managers becoming the 

'scapegoat' at times, for example, Steve Skiff when he became the deputy. 

25. In my opinion, it never felt like there was a clear direction. We lurched from one 

focus to another. External action plans would be a focus for a period of time and 

then internal actions would be a focus. There was never a clear plan or vision. 

26. I did not feel that there was a culture of openness and transparency within the 

SMT. If I had an issue with something that had happened in another department 

and I wanted to raise it, it would often get shouted down. The SMT were very 

defensive, so any criticisms would often be turned back around. It was not always 

the nicest environment to operate in. 

27. I think that there were concerns about how managers would be perceived if they 

had failures. Rather than admitting that they were struggling, or had a problem 

which others could have supported with, I feel that members of the SMT would 

often be inclined not to discuss it, or to say that everything was fine. When those 

members of the SMT left, for example Ben Saunders, Michelle Brown and Neil 

Davis, the environment improved. 

28. At the time, if people raised concerns about a resident, my experience was that 

they were investigated. There is likely to have been a number of complaints that 

detainees would make against DCOs. All complaints were investigated and would 

have been investigated by an appropriate person. Each officially raised complaint 

would have been responded to. 

29. Inside the IRC is a DCF9 form (a Home Office complaint form). This was 

available everywhere and in multiple languages. Any detainee could leave the 

form in a locked box on the wing. The Home Office Complaints Department would 

then triage them and decide whether the contractor or the Professional Standards 

Unit ("PSU") within the Home Office would respond. This was a process 
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independent of G4S. If issued with a complaint, we had to respond within the fixed 

time frame and the response was always shared with the resident and the Home 

Office. This process was managed under a DSO. I am not aware of any adverse 

reactions to such complaints when discussed. DCMs, DCOs and managers all dealt 

with these professionally, in my opinion. 

30. With regard to the Inquiry's question, I do not recall Ben Saunder's definition of 

high standards, or what it was he expected of staff. 

31. I have been asked to comment on a statement I made during a SMT meeting on 9 

February 2017. I believe my statement, "a great place to work might not resonate 

with staff' was a fair comment to make. At this time, I feel like I was more 

connected to staff groups than some of the other senior managers as I had been in 

the team for a year or so. Therefore, I feel I had a better understanding of feelings 

'on the ground'. Although I appreciated that it was a vision, I do not think it would 

have been well received. It was not the 'vibe' people were feeling at the time. Staff 

were stretched and were dealing with stressful events on a regular basis. I did not 

think they would have been receptive to the vision at that time. 

32. I think it is difficult to say that there was a lack of job satisfaction. I do not think 

that there were any measures to quantify people's job satisfaction. Our 

environment is very different to typical working environments. People work long 

hours and are subjected to things they would not come across in different job roles 

or walks of life. There was a high turnover of staff because ultimately people 

realised that the job was not for them or found something more suitable with better 

conditions. However, equally, lots of people stayed for a very long time. I do not 

think people were necessarily dissatisfied with the job all the time. They were just 

under the operational pressures and stresses of the role. 

33. When I made this comment, I also believe that Gatwick Airport was recruiting 

heavily for security staff doing passenger screenings. They were paying more 
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money for a role which was probably exposed to less challenging situations. We 

lost a lot staff to that, which may explain my comment. 

Oversight, Monitoring and Outside Involvement 

34. With regard to the action plan (VER000116), I cannot recall the specifics of each 

action and whether they were accepted or not. An action plan was created and 

updates were recorded on it. Regular meetings took place to review progress on 

each action. There are so many action plans that have been created and generated 

since Panorama. I cannot recall all specific actions plans and their progress. I know 

there is a tracker document on an excel spreadsheet that was created when I was 

at G4S. If I was still with them, I might still have access to that document. 

However, since moving to Serco, I no longer have access. The tracker listed all the 

actions and the progress of each one. 

35. I do not recall which actions were rejected for the reasons set out above. 

36. I do not recall any specific complaints regarding victimisation. There were 

complaints from residents about the conduct of officers. These were investigated 

in line with the complaints process, either locally by an appropriate person or 

passed to PSU, depending on the nature of the complaint. 

37. I understand the following about these bodies: 

a) The Independent Monitoring Board ("IMB") are present to monitor day-to-day 

life and ensure that proper standards of care and decency are in place. IMB acts 

as advocates for residents. I have regular contact and have a good working 

relationship with them. IMB felt comfortable challenging us on matters and I 

often sought and continue to seek their views if we are looking to change 

something within Brook House. Their input is valuable and they review matters 

from a different angle sometimes, which is helpful. 
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b) The Gatwick Detainees Welfare Group ("GDWG") provide support to residents 

and provide social visitors to residents who did not have them. I attended 

meetings with GDWG regarding the service they provided and some concerns 

that had been raised. I recall around three in total. I also had contact with some 

members via email where requests were made. I responded to these in line with 

the guidance I had been given by more senior managers. Please see below for 

further information. 

c) Medical Justice — They provided residents with independent medical advice. I 

had no contact with them. 

d) Bail for Immigration Detainees — They provided residents with advice on the 

bail process. Information was provided by the onsite welfare department. I had 

no contact with them. 

e) Other external organisations — There might have been some presence from the 

Samaritans at some meetings / reviews. However, this was infrequent. 

Physical Layout of Brook House 

38. The building looks and feels in keeping with a more modern prison. This is likely 

to have an effect on the residents within it. It is a compressed site and the regime 

space is limited, which again can have a negative effect on longer term residents. 

Residents' access to outdoor space is confined to unit courtyards. All are enclosed 

by 3 large walls with a gate at one end. They are not much bigger than 5-a-side 

football pitch, so it can feel quite claustrophobic. Most residents remain at Brook 

House for around 30 days on average. However, some stay significantly longer. 

39. In terms of suggested improvements, a covered courtyard for all weather regimes 

would be beneficial. Similarly, enclosing the open landings may make it feel less 
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like a prison but would drastically reduce visibility. This would make the centre 

feel more corridor based, such as Tinsley House. We may wish to consider the 

addition of a care suite (contained unit) for vulnerable residents, move all rooms 

to single occupancy, and / or give residents the ability to lock their own room doors 

(with a safety override). 

40. From memory, it feels like there was a relatively short period of time when we 

were using the additional 60 beds. I cannot remember the time frames they were 

in use for. Again, the impact depended on the resident involved. I recall some 

residents enjoyed the community aspect and were quite happy, whereas others 

were the opposite of this. It made the wings busier and put a greater strain on 

activities and the regime provision. As a consequence of the additional beds, we 

did secure in room firefighting equipment, which was welcome and improved 

safety in the event of a room fire. 

41. Bunkbeds were placed into ground floor rooms on wings with some on the first 

floor too. I cannot recall them being used for a long period of time. The HSE 

advisor and I raised concerns about their impact on the fire suppression system. 

This caused a delay in the beds being used until this was resolved. 

42. E-wing housed a variety of residents with a number of different vulnerabilities, for 

example, someone who might have learning difficulties who could potentially be 

a target for other residents, or someone who had a criminal offending history that 

put them at risk. E-wing kept such individuals away from the main population. It 

was also used for residents leaving the centre who may not cooperate. There were 

rooms present for constant supervision and also residents leaving rule 40 and 

returning to the general population. 

43. A resident might be moved to E-wing for a number of reasons, for example, an 

upcoming flight, for their own safety, integration from rule 40, safer community, 

vulnerability, mobility issues and incidents of self-harm. 

12 
Witness Name: Daniel James Haughton 
Statement No: One 
Exhibits: 

79391730-1 

SER000453_0012 



Serco Business 

44. E-wing is a smaller wing and is self-contained. There are 13 rooms. There were 

better resident-staff ratios, so residents had more supervision and engagement with 

officers, allowing for closer monitoring. 

45. There was no set criteria to move to E-wing. It was about managing risk. There 

was a risk assessment for it, but I cannot recall when that came in. There was no 

formal tick box exercise for moving people in or out. There was a time when a risk 

assessment and review process was in place. I cannot remember if this was the 

process during the Relevant Period or not. 

Policies and Procedures 

46. The Inquiry has referred to a number of policies in force during the Relevant 

Period. As far as I recall, the majority of these documents were not in place at the 

beginning of my employment or the version mentioned has been amended. 

47. I had an awareness of most of the documents. There would have been some version 

of these documents when I started at Brook House, but these are dated after I 

started in 2009. Some were used more than others dependent on situation and job 

role. I would use them as and when required. I was aware of them but I did not 

have intimate knowledge of all of them. I knew that I could refer to them when 

needed. 

48. Most G4S policies were fairly accurate and based on working at Brook House, but 

they could never consider every eventuality or variance. DSOs are generic for IRC 

usage and often not completely clear. They are set by the Home Office and 

reviewed at certain intervals. They are not venue specific. Policies were based on 

the DSO, so we had to put them into context for Brook House. I cannot recall 

whether the policies at Brook House considered everything that could have 
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happened, because it was based on a DSO which was generic. Day to day, I did 

not have all policies ingrained in my brain. They were used as and when needed. 

49. G4S policies were generally updated annually. I cannot recall if all were up to date 

at the time, but generally they were reviewed when needed. The Inquiry has 

directed me to a number of policies, some of which were not reviewed annually. 

At the time, there was little control on the overall review system. There was a 

register put into place to track this at the time and managers were tasked with 

compiling lists of policies and referencing where policies had been amalgamated 

into one another. On occasion, policies may not need to be updated for periods, 

for example, because there had not been a new DSO and therefore there were no 

changes required. Sometimes, minor amendments were made, but the updated 

version was sent to senior managers or the Home Office. As the version control 

and tracking was not as robust as it should have been, policies may have been 

reviewed but not formally recorded. 

Training 

50. I completed the DCO ITC, starting on 5 January 2009. It covered the requirements 

of a DCO. It was provided by team leaders from Gatwick and trainers from other 

G4S sites. We were based at a hotel for some of it, then at site for the remainder. 

51. As set out above, I do not feel that the ITC effectively prepared me for my role as 

a DCO at Brook House. Moreover, the working policies and practices for Brook 

House had not been finalised and completed whilst we were being trained. They 

changed a number of times in the first few months such as regime timetables. 

52. The DCO training was revised numerous times to improve it, as referred to above. 

In a Her Majesty's Chief Inspector of Prisons ("HMIP") report (February 2019) 

the training at Brook House was referred to as an example of 'good practice' 

following the learnings from Panorama and the work already in progress. 
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53. I would note that no amount of training can fully prepare any person for a role in 

any custodial environment. No amount of training can prepare you for the first 

time you support a person in crisis, your first time being abused by a resident, the 

first serious self-harm you attend or assaults between residents. 

54. There was little training on offer to DCMs during the Relevant Period. I believe 

that DCMs should have received general management training covering the 

transferable skills of management. For the role of DCM in a centre, DCMs should 

be afforded specific role orientated training including: safeguarding, negotiation, 

enhanced de-escalation, mental health, communications, customer service and 

enhanced inclusion. 

55. Notwithstanding the above, there was some training available. I have been taken 

to document CJS000583 which comments on a rule 40 and 42 workshop. I do not 

recall whether this was mandatory or the specifics of the course, but I expect that 

some DCMs would have attended it. This is likely to have been positive for them. 

At one point, the DSO and paperwork for rule 40 and 42 changed, so this may 

have been linked to that. 

56. In my role as Support Services Manager, I had responsibility for training. I also 

line managed the training officer. I would meet new DCOs on the ITC as part of 

that role. I would observe sessions. I would liaise with the training manager to 

discuss improvements, changes, planning for future courses etc. 

57. I have been asked to comment on document CJS000536 and specifically about the 

apprenticeships available. To my knowledge the apprenticeships were not really 

targeted at DCOs. DCOs aspiring to develop into DCMs were offered shadowing 

and mentoring with existing DCMs to achieve relevant benchmarks. I am aware 

that a number of different senior managers also conducted coaching sessions with 

DCOs. DCOs would have been encouraged in their development reviews to take 
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on responsibilities, but there was no formal process for DCOs to achieve DCM 

benchmarks. 

58. The apprenticeships were primarily designed to replace the lack of management 

training for DCMs. In my opinion, the lack of formal management training in place 

for DCMs had a greater impact on staff than the lack of a formal process for DCOs 

to achieve DMC benchmarks. This is because DCMs were effectively supervisors, 

rather than managers. They were not really managing the performance of their 

staff and consequently, they were not openly seen as managers. Whilst staff would 

receive a yearly appraisal, there was no regular effective appraisal system. That 

does not take away from the valuable work that DCMs did. They were not 

empowered to manage functions. However, their role was more supervisory in 

nature than managerial. That is certainly how I felt as a DCM and became more 

aware when I moved to the El role. 

59. As a senior manager, the only refresher training I recall receiving was training on 

C&R. This was conducted annually. 

60. Some activities staff were sent for external gym training and others learned on the 

job, such as those working in the library and the IT suite. 

61. Following Panorama a number of training programmes were introduced at Brook 

House. We used Corndel as our training provider for the Level 3 and 5 

apprenticeships. We introduced mental health first aid training for DCOs. We were 

in the process of merging into blended learning. We were launching tablets for the 

classrooms to have virtual training, as well as classroom training which allowed 

for more scenario work. We brought in cultural awareness training and looked at 

unconscious bias in people. For example, staff were given homework to do 

research about a specific nationality, so they could reflect and become more aware 

of our residents' journeys. We also brought in user lived experiences. We arranged 

for residents to meet with new joiners so they could sit down with a resident or 
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two and ask questions about how they felt being at Brook House and their 

frustrations. 

62. That was really positive at the time. The staff I have spoken to found it a positive 

experience and the older staff found that those coming in were far more prepared. 

Some of this work was underway pre-Panorama or during it, but there has also 

been a significant push since then. 

63. I have been asked to comment on why Conway Edwards' diversity training session 

was not included in the yearly refresher. The content of the yearly staff refresher 

was set to certain subjects by the contract and DSO. I do not recall diversity being 

one of them. I recall that there were other pressures at the time to put mental health 

into the refresher. I do not think that there was sufficient time in the day to put it 

into the course, but I cannot really say what the decision making process was back 

then. In any event, it is now included in the refresher. The refresher is now two 

days long with Serco, so it is much improved. 

Managerial Training 

64. I have set out a summary of the managerial training available above. As a DCM, I 

believe a full management training course would have been helpful. This would 

need to cover generic management and leadership skills found in any industry, 

alongside training specific to a custodial environment that would provide support 

in the challenging situations often encountered. 

65. I was fortunate to have had training in these skills from a previous employer, which 

assisted with line managing staff and managing conflict. 

66. As a senior manager, limited additional training was offered from G4S at the time 

outside of the training described above. There was not a lot by way of development 

for DCMs during the Relevant Period. They had targets they had to meet for the 
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role and also received specialised training in certain areas, such as ACDT case 

management and the C&R supervisor package that we developed and rolled out to 

DCMs. Certain individuals would also receive more specific training, for example, 

the health and safety advisor would have relevant qualifications and training 

managers would have been enrolled on Level 3 training courses. 

67. I have been asked to comment on document VER000272 regarding statements 

made about management training. It is correct that prior to Corndel's involvement, 

we had created an informal plan for such training. It was not a formalised process, 

but was designed to upskill and develop staff. It involved a document that 

suggested staff undertake certain actions, for example, spending time with the 

complaints coordinator and the health and safety advisor to talk through risk 

assessments and accident investigations. The idea was for them to gain experience 

and knowledge in a variety of areas. They would have a record that they had done 

it. 

68. Although we started this process, it was replaced by a more formal process from 

Corndel. 

69. I have been asked to comment on my plan to introduce a wing diary into the ITC. 

I cannot recall with certainty whether this was introduced during the Relevant 

Period but one was introduced. Wing diaries allow people to record handovers 

from the previous day, so others coming on shift can catch up with key issues and 

changes. For example, it records anyone who is vulnerable on an ACDT etc. There 

were sections for staff to record food and fluid refusals, daily checks, first aid box 

checks, SASH box checks (for self-harm) etc. It also had records of visitors to the 

wings. 

Use of Force ("UOF") Training 

70. I had annual C&R refreshers. I do not recall the specific dates of these refreshers. 

18 
Witness Name: Daniel James Haughton 
Statement No: One 
Exhibits: 

79391730-1 

SER000453_0018 



Serco Business 

71. I had no concerns with the quality of the C&R training. It was fit for purpose in 

my opinion. 

The Role of a Senior Manager 

72. My engagement with residents generally occurred when conducting the role of 

DD. When working as the DD, I would see any resident on rule 40 or 42 and any 

resident who was on a constant supervision and required a review. I would also 

see residents when walking around the building and also during incidents. 

73. Language would be the most regular barrier. I would either use a telephone 

interpreter (which were generally quite easy to obtain, although you may have to 

wait and you would need to be in a location with a phone), or a member of staff / 

another resident that spoke the same language (depending on the nature of the 

engagement). 

74. I do not recall what was in place during the Relevant Period to incentivise good 

behaviour. Paid activities were available, so residents could work for some money 

and this was based on positive behaviour. 

75. There was a period when an incentive scheme was in place, similar to that you 

would find in a prison. This was removed at some point but I cannot recall when. 

I believe it was removed by the Home Office. The scheme offered an incentive for 

residents to follow the expected behaviours, as set out in the centre's house rules. 

There were three levels - enhanced, standard and basic. Enhanced residents could 

stay on a specific wing that had some better amenities such as Sky Sports, and 

were able to participate in paid activity. Standard residents could access everything 

but paid activity or the enhanced wing. Residents would be moved to basic 

following a review with a manager and after receiving a number of behaviour 

warnings. 
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76. The standard procedure in place to prevent drugs entering Brook House included 

searching of residents, visitors and staff (this included regular searches and 

intelligence led searches), x-raying of property arriving through visits and 

monitoring of social visits to identify passes. We also had Forward Trust, who 

were part of the healthcare provision providing drug outreach. They engaged with 

residents about drug use and supported them in trying to stop. 

77. Overall, I think these measures were ineffective in stopping all drugs from entering 

the centre. There were successes in preventing passes and other attempts, but 

ultimately drugs were still available and at the time had a destablising effect on 

the centre. 

78. Residents found with drugs could be placed onto closed visits; they could be 

removed from paid activities and they could be placed onto rule 40, dependent on 

the circumstances. 

79. I engaged with staff whilst conducting my DD duties. We would discuss the day 

and any issues that had arisen. As part of my role I looked after rostering, so I 

would often engage with people regarding their working patterns. 

80. I have been asked to comment on the role I had regarding shift handover notes as 

a DD. I had little role in this. The DCMs created the notes. It was usually whoever 

was the night time DCM at the time, but the daytime DCM would also update it 

as the day went on. 

81. The notes are an overview of everything that had happened during the previous 

day and what might happen the following day. The DCMs compiled the notes and 

sent them out. The idea was to give an operational overview of the day. 

20 
Witness Name: Daniel James Haughton 

Statement No: One 
Exhibits: 

79391730-1 

SER000453_0020 



Serco Business 

82. The handover was sent out to many people, so if it had not been completed I expect 

it would have been chased. Many teams relied on it, including Healthcare and the 

Home Office. If there were errors, it would be updated and a new one was sent 

out. 

83. As a DD, I would use the notes to find out who was on ACDT or rule 40 / 42. In 

terms of updating it, I had no involvement. However, I would be noted as the DD 

on the handover to ensure everyone knew who was rostered on that day. 

Management Decisions / the Contract 

84. I recall a decision made by Ben Saunders to run staffing levels below the typical 

headcount. This was prior to an upcoming contract renewal. The upcoming 

contract had a lower number of staff than levels at the time. Therefore, Ben took 

the decision to not recruit to our target number of staff (but wanted to keep staffing 

to contractual requirements) on the basis that if G4S retained the contract, Brook 

House would not be over head count. The decision was financially beneficial, as 

all savings increased the margin. 

85. Whilst my team were able to provide the contractual staffing levels on the whole, 

it added unnecessary pressure to the operation and made the role more difficult. 

The contractual staffing level was a minimum. Running on the minimum for the 

majority of the time led to the feeling of staffing being 'tight'. Had we recruited 

more staff, there would have been many more days where we did not feel that we 

were 'scraping by'. 

86. There were a number of barriers which hindered me performing my role including: 

no clear structure (a lack of awareness of roles / responsibilities), no job 

description which meant that it was not clear what we were supposed to be doing 

and lack of support from Ben Saunders in challenging functional heads who failed 

to respond to compliance requests / action plans. 
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87. I have been asked to comment on the processes or meetings that fed into the 

removal centre monthly reports. The monthly report is part of 'Schedule G' of the 

overall Brook House contract. It is essentially a compliance report which records 

any failures we had and points with which we were issued. Document CJS004586 

is a fairly typical report. Each function within Brook House would record their 

performance and report it into the compliance team. The compliance team would 

then produce a report based on the data. I do not recall any specific meetings to 

discuss this process. The report was then sent to the SMT and then the Home 

Office. 

88. I attended weekly meetings to talk about the contract between G4S and the Home 

Office and our compliance with it. I would have been involved in conversations 

about changes to the contract because of my role. 

89. The profitability of the contract was discussed in monthly SMT meetings, but I do 

not recall specific figures or results. The contract was very profitable though, the 

profit margin was in the high 'teens' from what I can recall. We would also have a 

'Trading Review' within G4S which was a meeting between the management team 

at Brook House and the group management team within G4S e.g. the Managing 

Director ("MD") and the MD's team. As part of that, the finance director for G4S 

would have been present together with the accountant who reported these figures. 

Managerial Oversight 

90. There were complaints made through the DCF9 process and these were 

investigated by the diversity officer. I cannot recall these in specific detail. 

91. I cannot recall any specific racist, homophobic and / or misogynistic attitudes or 

behaviours amongst staff. I know that there were complaints which accused staff 

of this behaviour but cannot recall specific details of detainee complaints. All were 
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recorded, investigated and responded to with the responses and investigations 

shared. I was not aware of a subculture of racism, homophobia or misogyny. 

92. I was not aware of specific staff bringing drugs into Brook House, but I work on 

the assumption that there can always be corrupt staff. I am aware that security 

would build intelligence around potentially corrupt staff and would act upon this, 

but that information was always treated with the utmost confidentiality and was 

not shared with me unless I needed to be aware of specifics. 

93. I was approached by a resident early in my career about conveying drugs into the 

centre, being told that I could earn up to £2000 a time. I was walking through the 

door from a detainee area to the visits area. I refused and reported the approach. 

There are corrupt staff in all industries, unfortunately. 

94. I do not recall receiving any allegations about staff supplying or dealing drugs in 

January 2017. 

95. Personally, I had a limited role in preventing drugs from entering Brook House. 

With regard to D287, if I was DD then I would have a level of oversight for the 

centre that day. If there was a concern that a resident might be receiving drugs 

during a visit, I might be asked to authorise a closed visit or a full search (strip 

search). A closed visit is one where there is no direct contact between the visitor 

and the detainee. These only occurred in rare circumstances in order to maintain 

safety or prevent illicit items entering the centre. In planned situations we had to 

place a request with the Home Office to authorise a closed visit, but during out of 

hours, a DD could authorise them if necessary. 

96. I never experienced being bullied. There will have been these types of incidents 

and I completed investigations where people felt like this. I recall conducting 

bullying investigations. I have completed a few investigations throughout my 

career, so I cannot be sure if they relate to the Relevant Period. When I was 
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instructed to complete investigations, I would be issued with terms of reference. 

These would have been issued by a senior manager. However, in general, I do not 

remember having serious concerns regarding staff or management being bullied. 

97. I was tasked with investigating numerous complaints and recall that some involved 

allegations of bullying. I cannot recall the specifics of each case without seeing 

reports. However, I do recall one incident where a senior manager (Neil Davis) 

was accused of saying some awful things to staff and treating people in an 

inappropriate way. I know he left the company, but I am not sure whether he was 

fired or resigned. I cannot recall whether this was during the Relevant Period. I 

was asked to be his workplace representative during his initial meeting. I did not 

know what the allegations related to and recall feeling very uncomfortable during 

the meeting. There was an adjournment and Sarah Newland was investigating. 

Sarah asked Neil if he wanted me to stay for the next part of the meeting and Neil 

said no. As I was leaving, I bumped into Ben Saunders so assumed he was meeting 

Neil to suspend him. I did not see Neil after that. 

98. There were monthly SMT meetings. Senior managers attended these, together with 

directors / deputies, functional heads and E1 managers. There was a set agenda 

and directors gave an update. There was also a function update. We discussed ops 

plans, KPI's, issues, problems etc. Minutes were taken of the meetings. I often left 

these meetings wondering what, if anything, had been achieved. I did not feel that 

actions got assigned to owners and the agenda was fairly consistent. The dynamics 

often made the meetings difficult. Generally, it felt like those who shouted the 

loudest got their way. 

99. There were also SMT meetings that I was not invited to and these were for the 

functional heads. 

100. SMT meetings occurred monthly. In my opinion, they were generally ineffective. 

The tone was often defensive and tense, as set out above. In hindsight, the chair 
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needed to control the meetings better. That would have resulted in more open and 

frank discussions. 

101. There were times when UOF incidents were discussed in the SMT meetings and 

times when there were standalone UOF meetings. I cannot recall the specific 

details of when and where these occurred during the Relevant Period. 

102. In my view the senior leadership team was indifferent and confused during the 

Relevant Period. I got on with everyone, but when everyone came together it 

would get tense and defensive. My role involved looked after non-operational 

areas, which often only had one or two people within each team. In my opinion, 

Ben Saunders was ineffective as a leader. He was a nice person, but not the leader 

that the team or the centre needed. Regarding other senior managers, I cannot 

recall exactly who was in post during the Relevant Period. There were so many 

changes around that time. 

103. I did not fall out with anyone within the SMT and we got on well enough in 

informal settings. As previously mentioned, when we got into meetings it became 

more tense. I think people wanted to protect their function and / or workload and 

there was a defensive atmosphere which stifled constructive discussions about 

improvement. 

104. During the Relevant Period, my direct manager was either Ben Saunders (Contract 

Director), Lee Hanford (Interim Contract Director) and later on Steve Skiff 

(Deputy Director). I had 'one to ones' and attended appraisals. I do not recall the 

frequency of these. 

105. There were some senior managers on whom I felt that I could rely and others on 

whom I could not rely. I do not recall the specifics of this given the passage of 

time. 
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Relationship with Junior Staff 

106. I had an open approach with my team. I would hold end of year reviews but 

generally did not have performance issues with them. I managed a number of 

satellite functions, so would spend time with each person regularly. The function 

was broad, so it did feel like I was 'spinning plates' at times. I would have preferred 

to spend more quality time with each staff member. In total, I managed around 7 

or 8 people. 

107. I would discuss development needs with the team and try to support them to get 

the training they required. 

Relationships with Healthcare Staff 

108. When working as a DD, I would be involved in rule 40 and constant reviews. I 

cannot recall any issues, although the lack of resourc ng may have been a factor 

impacting detainees. 

109. I do not recall having any significant concerns about Healthcare attending UOF 

incidents. 

110. I feel that information sharing could have been better communicated between 

Healthcare and detention officers so they could better support residents. 

111. I do not recall a specific attitude of Healthcare staff towards residents, or any 

incidents. 

Relationship with the Home Office 

112. During the Relevant Period, I think we had a relatively positive relationship with 

the Home Office. There was a degree of healthy, constructive friction, but I was 
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always very open with the Home Office and I think they were as well. Generally, 

anything they asked for or needed was provided to them. 

113. I cannot recall specific details regarding how staff balanced removal procedures 

with individuals' welfare. In my role I was more removed from day to day 

interactions with residents. However, I understand that Home Office decisions 

regarding individual immigration cases caused frustration amongst residents. 

Residents were often frustrated with the outcome and the time that it took for the 

Home Office to provide them with updates. Our role as staff was to manage the 

residents, but in my view, a significant proportion of incidents and poor behaviour 

was caused by or contributed to by these frustrations. 

114. I attended monthly contract meetings with the Home Office. I cannot recall 

everything that was discussed but I believe finances, operational overview, 

audits and performance would have been discussed. I believe that minutes were 

taken during these meetings. There were also monthly operational review 

meetings ("MORMs") where we talked about various issues. G4S and the 

Home Office should have the minutes for these meetings. We would also have 

the quarterly contract review meeting ("QCRM"). The Home Office should 

have the minutes for these meetings. 

Relationship with the Group Executive Committee ("GEC") 

115. I assume the Inquiry's reference to the GEC is a reference to Jerry (the MD) and 

his team. We reported to them monthly and also had a 'Trading Review' with 

them. They received a 'Trading Review Pack' that took sections from all of the 

other functions. Each function would complete an end of month report (referred 

to above) and I would create an overview for the Trading Review Pack. It 

included lots of information, for example, performance data. 
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116. The Trading Review was the GEC's opportunity to ask us questions about the 

report. It was a form of performance review for the contract. 

117. No one from Home Office attended these internal meetings. We had separate 

meetings with the Home Office as detailed above. 

Disciplinary and Grievance Processes 

118. As part of my role, I have completed a number of investigations. However, I 

cannot recall specific investigations without access to reports to remind me, 

given the passage of time. 

119. During the Relevant Period I do not recall being investigated regarding a 

complaint made by another member of staff. However, I was investigated by the 

PSU for a UOF that was part of the Panorama investigation. This was an incident 

in the waiting room toilet, regarding a resident who did not want to transfer from 

Brook House. This is referred to below. 

120. I was also a witness into an investigation concerning alleged racism. I do not 

believe that this was during the Relevant Period. 

121. As part of my role I have completed a number of grievance investigations. 

However, I cannot recall specific investigations in the detail required by the 

Inquiry. 

Staffmg Levels 

122. To my knowledge, we regularly delivered our contractual number of DCO 

hours. However, in practice, it was hard to operate at those levels. The centre 

was running tight and it was often difficult to provide the contractual targets. 

My team managed it as well as they could. 
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123. Generally, staff would not be content with the amount of staff available. At the 

time, the contract required 2 officers on each wing. I had experience of these 

staffing levels, having worked at the centre as an officer. It was not easy running 

a unit with 2 of us and 100 plus residents. However, we did manage to run the 

wings and we kept people safe. I believe that the target was four DCMs per day 

and two at night and 32 DCOs a day and 9 at night. Levels fluctuated according 

to head count. If the head count in the centre was lower, staffing levels went 

down in separate bandings There were physical tables which detailed the 

necessary staffing requirements by grade. A DD would need to be available 

every day and on call throughout the night. In terms of the SMT target, it was 

based on posts set out in the contract. There had to be a Head of Security 

available etc. 

124. Staffing is always a controversial topic. People talk about safety but have 

different definitions for the word. The staffing levels were in line with the 

contract. However, personally, I did not feel like two people on a wing was 

adequate. What is adequate is a difficult question to answer. It would depend on 

what was going on in the centre. In my opinion, there should have been three 

DCOs per wing and one DCM as a minimum. Ideally, there would have been 

six or seven staff, but having that many staff does not necessarily guarantee 

safety if, for example, if a whole wing of one hundred people decided to turn on 

the staff. 

125. We talked about staffing levels amongst ourselves and the fact that two people 

on a wing made it difficult, but ultimately it was part of the contract. We could 

manage with two people, but it limited our ability to assist residents. For 

example, if you want levels of care where residents can come and speak to you 

and spend ten minutes chatting, then that would be very difficult with only two 

people. 
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126. From memory, my involvement in staffing plans related to implementing shift 

changes and attending meetings where such changes were discussed. 

127. I do not recall being involved in the bidding process. I assume I was involved 

in staffing reviews for the new contract and the September 2017 review. I have 

also been involved with a number since, so recalling the specifics of each 

without documentation is difficult. The staffing levels post Panorama were 

reviewed and increased. This was initiated by Lee Hanford and I believe it 

increased from 2 officers per wing to 3 officers per wing. In addition, there were 

other increases to regime staff. 

128. Staff shortages had a significant impact on staff morale. If staff perceived a 

shortage, it made them feel under greater pressure. This in turn affected their 

ability to complete their role. 

129. Staffing levels have a significant impact on residents. This needs to be 

considered in the context of the contract and what was required to be delivered. 

For example, I do not believe that one welfare office per day is suitable for 500 

residents. However, if that was the contract, then the issue lay there. The same 

can be said for the number of officers on the wings. 

130. In my experience, staff would run themselves into the ground to do what needed 

to be done for residents, often at a detriment to themselves. This impacts on 

residents, as it will then take longer for staff to deal with their requests. It also 

meant that officers were not able to engage and build relationships. 

131. I recall that G4S generally delivered on the contractual targets for staffing levels 

set out in the contract. There were failures and all of these failures to meet these 

demands were reported, on a monthly basis, to the Home Office. The reporting 

of this during my time in post was transparent. As part of monthly reporting we 

supplied the Home Office a report showing the 'clocking in and out' time of each 
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staff member for each day of the month, together with a dashboard recording 

total hours supplied. 

132. I have outlined the impact of shortages above. The impact on residents and staff 

was significant. A one-day shortage would not have a significant impact on 

safety. However continued shortages would have an impact. The centre is 

operated on the goodwill of residents. Removing staff and services affects the 

willingness of residents to comply with rules and regimes Brook House would 

generally have 35 officers per day to look after 450 residents. 

133. I cannot recall the staffing levels of Healthcare. There was cover 24 hours per 

day made up of nurses, GPs and mental health nurses. 

134. I cannot recall the specific staffing levels in the activities team. As previously 

mentioned, it was tight but generally within contract. A shortage of activities 

staff would impact upon the offering available to residents. 

135. I do not recall any overstaffing before the Relevant Period having an effect on 

understaffing within the Relevant Period. 

Recruitment 

136. I was involved in the selection process and assessment days for DCOs. Over 

time, the processes were refined. The quality of candidates varied significantly, 

and it was often difficult to evaluate whether someone would be successful in 

their role, due to the unique nature of the environment. 

137. The pipeline for recruits was healthy at times and at other times more 

challenging. I cannot remember what it was like during the Relevant Period. 
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138. Post Panorama, a number of changes were made to the recruitment process. A 

UOF presentation was added to give people an idea of what they could face as 

a last resort, as was a greater emphasis on identifying unconscious bias and 

cultural awareness. More information relating to the role was also added to 

presentations and a 'role play' was added to test for bias and test reactions. 

Retention 

139. The transition between training and 'going live' could have supported people 

better during their transition, for example, a mentoring scheme to support new 

starters (which is now in place). A progression framework to reward staff for 

learning new skills, or length of service may have also assisted. 

140. I do not recall specifics from the Relevant Period. Generally, leavers sited shift 

patterns, high operational stress, the role not being for them, lack of progression, 

better opportunities elsewhere and a better salary as reasons for leaving. 

141. To my recollection, the introduction of the new contract in early 2017 was 

welcomed. Staff preferred to work longer days, as it gave them more days off. I 

believe the new contract brought about a reduction in hours per member of staff 

per week. Prior to that, staff worked 48 hours per week at Brook House. 

Whistleblowing 

142. I was aware that there was a whistleblowing hotline staff could ring. I do not 

know who ran the hotline, but I believe that it was external to G4S. 

143. Staff could also send in confidential SIRs that related to staff. These were dealt 

with via confidential channels You could report whatever you wanted through 

the channel and remain anonymous. 
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144. Overall, I thought that the processes was adequate. I was aware of some 

whistleblowing complaints that had been reported and investigated, but they 

were generally managed by more senior members of staff. Consequently, I 

would not be made aware of all complaints and therefore could not comment on 

the number of complaints received. 

145. I do not know what oversight or monitoring was in place during the Relevant 

Period to assess the adequacy of such processes. 

Tinsley House Staff 

146. Tinsley House staff were not given different training in order to work between 

the centres with the exception of staff that worked with families. Specialist 

family staff at Tinsley House have additional safeguarding training and training 

in working with families. 

Treatment of Detained Persons 

147. I have only been made aware of concerns about the treatment of detained 

persons through detainee complaints. I cannot recall any other sources and did 

not witness any abuse myself. 

148. People raised concerns about residents in terms of safeguarding issues (self-

harm etc.), but in terms of their treatment, I am not aware of any particular 

issues. If a concern was raised to me, it was logged, reported and the proper 

procedures were followed. 

149. During the Relevant Period, I was not involved in the reception process for 

detained persons. 
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150. I do not recall whether the induction policy was followed during the Relevant 

Period, but have no reason to believe that it was not. 

Activities for Detained Persons 

151. The regime is heavily linked to the atmosphere within the centre. The site is 

restricted and would benefit from more activity space. From memory, I would 

say the regime at Brook House was sufficient for those that stayed the average 

30 days. For long stayers, the activities available would not sustain a person's 

interest. 

Immigration Rule 35 Process 

152. I had limited involvement in this process. I would signpost residents to ask for 

rule 35, but the process was managed by Healthcare. 

153. At times, the wait for a rule 35 screening was reported by Healthcare as being 

long. However, I do not recall what the situation was like during the Relevant 

Period. 

UOF 

154. I only recall being involved in one UOF incident in / around the Relevant Period. 

It formed part of the Panorama investigation and occurred in the waiting room 

toilet on the departure side of reception. A resident (D687) was due to transfer 

to another detention centre. He had been compliant but then went to the toilet, 

ripped his t-shirt and tied one end to the disabled handrail and one end around 

his neck. I was the DD at the time and was asked to attend, which I did. I 

removed the ligature. 

155. I do not believe UOF was used excessively. 
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156. Other alternatives to C&R existed, for example, verbal reasoning and de-

escalation techniques. 

157. I have been asked to comment on the UOF involving D687 in more detail. I do 

not have any specific comments in relation to other people's DCF2 forms as that 

is their account. Given the passage of time I am not able to recall in clear detail 

the actions of all others present and how they may differ from that in the report. 

Upon reviewing my reports, I have missed the resident's data at the top of the 

supervisor report and have referred to Chris Donnelly as Andy Donnelly in 

error. I am unable to recall the events in greater detail now than I could at the 

time of writing my reports. I consider that my actions reported in my UOF 

statement to be an accurate reflection of events as far as I can recall now. 

158. I do not have any specific comments on the findings of the PSU report. The 

statement I provided to the PSU was at the time was closer to the incident, than 

I am now. In terms of the recommendations, I would note that Callum Tulley 

took control of D687's legs of his own accord. 

159. I do not have any specific comments to make on document HOM002654. I 

believe my report is consistent with what others said at the time. Although I had 

not used force recently, I believe I was still competent in its use as I was in ticket 

having completed my annual refresher course and had nine years' of experience. 

In hindsight, I accept that I could have taken a different approach and adopted a 

more strategic view of the situation. Another way of managing this would have 

been to organise for a planned intervention, but at the time I took the action that 

I deemed appropriate and safe in the circumstances to resolve the situation. I 

cannot recall if there were other external issues or pressures that may have 

affected my decision making at the time. 
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160. There appears to be a suggestion by Jon Collier that my actions were underhand 

in some way, in an attempt to 'slyly' initiate force. I do not agree with this. He 

is making an assumption on my thought process which he cannot have known. 

I reported at the time that I tried to get closer to D687 to remove the ligature 

which I did successfully. Having reviewed the footage of the incident, I moved 

towards the t-shirt tied to the handrail and did not engage in the UOF. 

161. I had conducted a dynamic risk assessment of the situation and could see that 

the way the knot was tied and the position on the toilet meant that even if D687 

had dropped, it would not have put tension on his neck. I therefore believed that 

once I had removed the t-shirt from the railing, the transfer would be able to 

continue as planned. 

162. Callum Tulley's account at BBC000652 appears fairly accurate. However, he 

gives his opinion on my motivations in the situation. He would not have been 

aware of this, so I do not feel that he can comment on this. My intention was 

always to get the t-shirt off the railing. 

163. I do not have any comments on the account provided at document TRN0000047. 

164. With regard to document INQ000098, I believe that Callum Tulley recalls the 

incident differently in each of his accounts. Again, I always intended to reach 

for the ligature, not to use force. If I had planned to initiate force, I would have 

taken control of D687 prior to the ligature, which I did not do. 

165. I do not have any further comments on documents CJS007097 and 

HOM002652. 

166. HOM002653, HOM002655, HOM002656 are the recollections of others who 

were present. They are those people's accounts of the incident from their 

perspective and viewpoint. All are consistent with my previous statement that I 
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went for the ligature, as opposed to the resident. Paragraph 216 of INQ000111 

is an opinion on my intention and I do not agree with it. My intention was to 

remove the ligature and not to initiate force. I agree the offer to light his cigarette 

was a tactic to get closer to the ligature to further assess it. Should the 

opportunity have arisen to remove the ligature I planned to do so, which is why 

I secured a fish knife. I have referred to paragraph 219 in a previous response. I 

left the scene to inform the escorts of the events, so that they were aware. DCM 

Donnelly was present to oversee the matter. I accept that in hindsight I could 

have stayed and allowed someone else to have informed the escorts. With regard 

to paragraph 221, I have acknowledged these comments above. In relation to 

paragraph 226, I cannot account for the actions of others, but I did not give an 

instruction for force to be initiated. Paragraph 227 suggests a planned UOF 

would not have carried risk. A planned incident would have also carried its own 

risk as D687 would have been able to see the team enter the area and may have 

escalated his behaviour prior to the team being able to engage. I made a decision 

at the time, whilst in the moment, to remove a ligature when the opportunity 

arose. I have previously mentioned that with hindsight I could have made a 

different decision. With a further five years' experience, I would probably deal 

with a similar situation differently, for example, through a planned intervention. 

With regard to paragraph 231, I was not intending to use force at the time, only 

to remove a ligature. 

167. I have reviewed paragraph 8.4.13 of document CJS000651. It is clear that I did 

make a number of errors when completing the report. Where I mention body 

worn camera ("BWC") use, this would have been based on my belief that BWCs 

had been activated at the time. I cannot say now whether or not I checked Chris 

Donnelly or Shane Farrell had activated their cameras. I did not make these 

errors intentionally. I cannot recall whether I checked these reports. Had I 

checked them, I hope that I would have noticed these errors and corrected them. 
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168. In relation to paragraphs 8.4.15 and 8.4.16, I believe I was reminded of this at 

the time. 

169. In relation to paragraph 8.4.17, there was a contractual requirement for incident 

reports to be submitted within 24 hours. All incident reports have to be signed 

by the DD. At the weekend only one DD is on site, so there is no alternative. I 

recall being asked to explain this to the Home Office, should a similar incident 

occur, so the report could be signed off by the next available DD. 

170. In relation to paragraph 8.4.18, changes have been implemented around the 

checking of reports. The Oscar 1 (DCM) will check all reports as will a 

designated C&R co-ordinator prior to the submission of reports. The BWC 

system has also been changed. Staff are also much more proficient in the use of 

BWCs and the activation rate during incidents is very high. 

Detained Persons' Welfare 

171. My main role in managing the mental health and wellbeing of detained persons 

occurred when conducting case management of residents on ACDT documents, 

and reviewing / managing residents on rule 40 and in E-wing. I always referred 

concerns to Healthcare and would involve the registered mental health nurse in 

reviews when appropriate. 

172. ACDTs are generally for residents at risk of self-harm or suicide. My main 

involvement with ACDTs during the Relevant Period was during my role as 

DD. I would perform a check of each document, to check it was completed in a 

timely manner and that it was appropriate. 

173. As a DD I would also be involved in emergency case reviews and case reviews 

of those on constant observations from time to time. These would be as and 

when required. 
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174. I do not have any further comments on the ACDT process, other than that I do 

not recall having any concerns with it systematically. Items like Caremaps could 

at times be improved upon. There have been changes to the process since the 

Relevant Period. However, there is always room for improvement. 

175. The arrival of new psychoactive substances ("NPS") caused significant issues. 

It was almost impossible to detect with the equipment and resources in place. 

The impact of NPS on staff and residents was significant. It made the centre a 

very difficult place to manage operationally. 

176. There was some drug rehabilitation / support available during the Relevant 

Period (referred to at paragraph 76 above). 

177. The Chaplaincy played a significant role in the care of residents. Their support 

to residents was not always fully appreciated. The Chaplaincy would attend case 

reviews with me and reviews of rule 40. We would have discussed concerns, 

albeit I cannot recall specific occasions involving the Chaplaincy during the 

Relevant Period. 

178. When acting as DD, I would complete required reviews for residents on constant 

supervision. These residents had generally self-harmed and were perhaps 

continuing to try and take their life. I followed the established process as a case 

manager. ACDT is the key document and process available to support residents 

who are self-harming or at risk of doing so. 

179. I had little involvement with residents who refused to eat food provided by the 

centre. I have been asked to comment on whether document CJS006084 (Food 

and Fluid Policy) was generally complied with. The policy was a daily record 

regarding any residents that had not collected a centre issued meal. As part of 

management checks at night, the managers would compile a list of any residents 
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who had not eaten or collected their food during the day. The idea was that 

Healthcare would then go and speak to the resident, assess them, and see 

whether they were fit and well. From memory, I think the policy was fairly well 

complied with. I do not recall it ever being raised as an issue. 

Detained Persons as TSFNOs 

180. I was not involved in booking in arrivals during the Relevant Period. 

181. There was no difference in my approach to TSFNOs or non-TSFNOs. When 

walking around the centre and talking with residents, I would not have been 

aware whether they were TSFNOs. My approach towards people was very much 

based on how they interacted with me. 

182. I do not believe that the co-location of TSFNOs with other residents caused huge 

difficulties. Doing so casts aspersions that all TSFNOs behave differently to 

non-TSFNO residents. The greater issue was housing more challenging 

residents in the same unit as residents who were completely compliant 

regardless of their status or categorisation. 

Abuse of Detained Persons 

183. As set out above, I had no reason to be concerned that residents were being 

abused at Brook House. I was only aware of what residents described in 

complaint forms, but such allegations were investigated and serious allegations 

were referred to the PSU. All complaints and responses were reviewed by the 

Home Office. Anything substantiated was signed off by a senior manager, more 

senior to me. My understanding was that required actions from findings were 

followed through. 

40 
Witness Name: Daniel James Haughton 
Statement No: One 
Exhibits: 

79391730-1 

SER000453_0040 



Serco Business 

184. There were incidents between residents. These were often mediated or managed 

by keeping residents apart. It was not nice, but it is expected in environments 

where so many different people are housed together in high stress situations. 

Complaints 

185. As part of my role I oversaw the complaints clerk at Brook House. We managed 

the complaints process. Residents had access to the Home Office complaint 

forms and the process set out in the DSO was followed. Residents could submit 

a complaint relating to anything. Complaints were placed into locked boxes to 

which only the Home Office had access. These were emptied daily. Any 

complaints would be sent to a department within the Home Office off site who 

would log the complaint and decide who should respond. The complaints would 

either come to G4S to respond to, or would be referred to PSU. Serious 

complaints would be referred to PSU for review. If accepted, they would 

investigate the complaint and we would support that with evidence and access 

to staff If it was not accepted, it would come to G4S to investigate and respond. 

Complaints of mistreatment were either investigated by the diversity manager 

or a senior manager. 

186. Should a resident raise a complaint outside of this, then anyone could complete 

the complaint form on their behalf, or they would be encouraged to complete 

the form as there was then a record. Residents quite often raised complaints with 

IMB who would look into their concerns. 

187. Residents could also make complaints about Healthcare through the NHS 

complaints channel. We would not have any knowledge or involvement in these 

complaints. 

188. I handled many complaints, but I cannot recall the precise details of specific 

cases or investigations. Within my role, I would also complete a quality check 
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of complaint responses from time to time. This usually involved a 'dip test' 

where I reviewed a selection of responses to consider whether they were 

sufficient. 

189. I do not recall being involved in an appeal of a complaint investigated by the 

PSU. 

190. Lessons learned were shared with relevant people and functional heads. The 

complaints clerk would keep a record and update on progress. The Home Office 

also had sight of all responses to complaints issued. 

191. I think that the complaints process was adequate and in line with the DSO. With 

regard to potential improvements, in my opinion responses could have been 

slightly quicker. A 3 — 4 week turnaround for a less serious complaint (for 

example, missing property) is too long to wait. It would be useful to have a more 

intermediary complaint option, where you could receive a response within 

around two days (with the option to escalate that into a formal complaint if you 

wished). Moreover, I personally do not think it was right to have a financial 

penalty and KPI failure for upholding a complaint unless the complaint 

constitutes a failure within the contract such as lost property. My reasoning is 

that it could influence a decision regarding a complaint about the service (I am 

not aware that this ever occurred). 

192. I do not know how well the oral or informal complaint process was known. We 

encouraged staff to write down any complaints for transparency and tracking 

purposes. This prevented complaints from not being actioned. As a result, I do 

not think we overly promoted the oral complaint processes. 

193. I have been referred to an audit of responses to complaints by the Inquiry at 

question 46 of the Further Request. I can only recall the detail recorded in these 

documents. I would check all responses completed by the Diversity Manager 
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and then complete a 10% check of all other responses. I selected these at 

random. The documents provided are examples of completed quality reviews / 

audits of a number of complaints. The outcomes of my audit were sent via Karen 

Goulder (the complaints clerk) to those who had completed them and to relevant 

managers. Karen was very meticulous with complaints. She was extremely 

organised and even where there was no feedback required, she still sent this to 

the relevant people and usually ensured that a response was provided. 

194. The documents referred to by the Inquiry are my quality checks. This process 

was a 'lessons learned' process. Having reviewed the checks it appears that, on 

the whole, the complaints were responded to correctly with sufficient detail. 

195. I have been referred to document CJS001450 which involves a complaint 

involving myself, which I responded to. There is no set criteria by which I would 

respond to a complaint, rather than oversee the responses of more junior staff. 

In reality, it would be the opposite. If there were complaints of misconduct 

against a DCM, then the complaint would usually go to a more senior manager 

to investigate. 

196. From what I can recall I chose to deal with this complaint myself as I had the 

knowledge required to respond to it. Although I had requested the extension to 

rule 40, the Home Office would authorise this. In response I was explaining 

what had happened and why. In hindsight, it was probably not a wise decision 

to conduct the review myself because of the way it looked. I could have given 

the complaint to another manager with a statement from myself I can only 

imagine that I felt that I had all the information about that incident, because I 

had dealt with it as the DD. I believe that the process was signed off by Steve 

Skitt and / or Lee Hanford, but in hindsight, I can see that this was not ideal. 

There was certainly not a culture where individuals investigated themselves. 

This appears to be an isolated incident. 
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197. I have been asked to comment on a statement that complaints were sometimes 

'passed upstairs' (document VER000219). I am not entirely sure what is meant 

by this. In my opinion, all complaints should be reported. In my experience, 

complaints should go upstairs. If an officer comes to you with a complaint, then 

you would report it via the appropriate channels to more senior personnel. 

198. Having read the reference, I believe DCO Waldock is saying that he felt that he 

could talk to me and that I would not pass this on to more senior managers. I am 

aware that he had a grievance against Steve Skitt and maybe he had discussed 

this with another manager who had passed on what he had said. I am surmising 

as I cannot be sure. Maybe he felt he could vent to me about how he felt and 

that I would not pass it on. If correct, I would agree with this, as if he had been 

venting frustrations, I would not need to pass this on. However, if I was told 

anything that was reportable, I would do so. Small staff gripes / venting is 

common in all industries, but if an issue warranted further action, I would take 

it. 

199. Brook House was notorious for rumours and people talking. Generally, staff 

could not keep secrets. This meant that you would sometimes hear about 

complaints, often because the individual complaining had discussed it openly. I 

do not think it was a case of managers disclosing information all the time. 

200. However, where a formal complaint was made, I dealt with it through 

appropriate channels and ensured confidentiality. Within the SMT, I was told 

what I needed to be told and tasked to investigate when needed. Generally, 

matters were kept confidential. 

201. With regard to DCO Waldock's statement, I am aware of an investigation but 

do not recall what action was taken, or who investigated the complaint against 

Steve Skitt. 
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The Panorama Programme 

202. I did not work alongside Callum Tulley due to our roles. However, I was 

involved in a UOF incident with him, as set out above. 

203. I am shown in the programme around 38:24 minutes in, during the UOF referred 

to above. I am the individual in the purple shirt. 

204. The programme destroyed the morale amongst staff, but in some ways it also 

galvanised staff. I think it was the day after the programme aired (or very close 

to it) that two officers saved a resident's life who had a reaction to NPS. There 

was a real sense of anger that the amazing work of the majority of staff was not 

seen and anger at the actions of a small number of staff. Staff were disgusted at 

what their colleagues had been doing and that they were now tarred with the 

same brush. There was also a real sense of anger towards Callum Tulley, as he 

had not reported the incidents which would have allowed them to be dealt with. 

205. I was sickened and devastated by what I saw and I did not feel like it was a fair 

reflection of what staff did, day in, day out. I was disgusted at some of the abuse 

shown — it was not right and cannot be justified in anyway but does not define 

the majority of staff 

206. From what I recall, there was a fairly natural reaction to the programme from 

residents. Some took the opportunity to 'have a go' at staff, whereas others were 

supportive of the officers. 

207. Following the programme, I was involved in the development of the action plan. 

I managed the plans and updated them as we went along. We also asked for 

feedback. We met weekly to review the actions plans when Lee Hanford came 

in. There was a real focus on getting the action plans completed. 
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208. I was not involved with the resident who stated that they were underage. The 

process for dealing with alleged underage residents was very simple. If a 

resident declared that they were under 18 to a DCO, the DCO had to report it to 

a manager. A DCM would then report this to the Home Office. A care plan 

would then be opened. As part of my current role, I have completely refreshed 

the age dispute process supported by a social worker employed by Serco, the 

Home Office, Healthcare and the IMB. There is a dedicated support document 

with flow charts for staff. We have advocated for a number of residents to be 

reviewed to ensure they are appropriately cared for. 

209. There were significant changes following Panorama, far too many to recall and 

record. A leadership change took place and a number of action plans were 

generated and worked on to prevent reoccurrences and address the shortcomings 

identified. Additional staffing was implemented. Training packages were 

improved for DCOs. Management training was introduced, including Oscar 1 

accreditation (this was not in place prior to Panorama). The contract that G4S 

bid for and won was awarded to G4S shortly after Panorama. However, the 

contract was rejected in its existing form. The existing contract would have had 

a detrimental impact on the centre if accepted, as it reduced staffing and service 

levels. Lee Hanford rejected the offer of the new contract and put in place an 

alternative 2-year solution which delivered improvements. 

210. The learning from Panorama has continued into the new contract with Serco. 

Contractual elements around staff culture are in place and reviewed weekly. 

There is greater scrutiny on all areas of the contract. There is increased 

compliance monitoring and auditing and a more defined staffing model. 

Specific Individuals 

211. Due to my role, I did not work alongside the list of individuals referred to by 

the Inquiry at question 105 of the Initial Request. I knew the individuals in a 
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work capacity and had a professional working relationship. 

212. I did not witness those individuals abusing residents. 

Suggestions for Improvements 

213. Improvements have been made and will continue to be made. There is a 

completely different approach now. There is more engagement with residents to 

identify their concerns. 

Any Other Concerns 

214. I do not have any additional comments relating to the culture of G4S at Brook 

House, other than those described above. 

215. Sara Edwards and potentially Scott Hamilton were in El roles at the time. They 

may have knowledge of the matters detailed within my statement. 

216. I do not have any further matters which I consider relevant to the Inquiry's work. 

Miscellaneous Questions 

My Verita interview 

217. I have been asked if I wish to provide any further comments on my Verita 

interview at document VER000277. I do not have any specific comments save 

as follows: 

a) GDWG — I have set out the role of the GDWG above. I have also noted that 

my correspondence with GDWG was in line with the guidance I had been 

given by more senior managers. My role at the time was to update and 
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manage the MOU between the parties. Unfortunately, the steer on how the 

relationship between GDWG and Brook House should develop was not 

mine to make. The steer came primarily from Ben Saunders and the Home 

Office. I was the middle man in providing the outcome, updating the MOU 

and responding to emails. Often I would seek guidance on responses prior 

to sending them. 

b) Staffing — There was a contract in place that set out staffing levels and 

targets. This is what we aimed to achieve. We did so throughout the Relevant 

Period fairly well. I think there were around 15 days with a staffing failure 

in 6 — 7 months, so compliance was generally good. Although we met these 

contractual requirements, I do not consider that there was sufficient staffing 

in place, as detailed above. 

c) My surprise at the actions of staff— I was surprised by what I saw. Whilst I 

was present for the UOF on D687 (which was shown on Panorama), there 

was no allegation of abuse during that incident, so it would not cause me to 

believe that the incidents I saw on Panorama were occurring. 

d) Staff complaints about other members of staff— There have been reports of 

staff conduct issues which were reported, received and dealt with. 

Emergency case reviews 

218. I have been asked to comment on an emergency case review regarding D68. I 

would have been involved with case reviews for constant supervisions and / or 

emergency case reviews whilst conducting DD shifts. Emergency case reviews 

were conducted as and when required. An emergency case review would be 

linked to an ACDT. It would be about a change of situation or an event that 

caused the risk to change. For D68, it might have been the fact that he had been 

self-harming. I am not quite sure why I was asked to do an emergency case 
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review. It could have been something D68 said. If a resident is reacting really 

badly to bad news, for example relating to Home Office matters, you might do 

an emergency case review there and then. 

219. With regard to D68 we must have come to that opinion based upon our 

observations at the time. Having reviewed the documents referred to by the 

Inquiry, there are indicators to suggest that he was fully aware of the actions he 

was taking. He said he suffered from panic attacks, but he had not behaved in 

that manner in the past in regards to kicking and banging the door. He made 

comments that he would do this until he became tired. He would then go to 

sleep, wake up and continue kicking and banging. Reviews are multi-

disciplinary and a reflection on what is thought by those present as opposed to 

an individual. I do not recall the incident well enough to recall all those present. 

The document referred to is an SIR submitted with the details of the case review 

and not the case review document. 

220. In this and similar incidents the review is looking to assess risk, put appropriate 

measures in place to manage that risk and ultimately support the person with 

actions to reduce and mitigate those risks. Those taking part in the review will 

use their training, knowledge and experience to draw a conclusion. I have met a 

lot of people in crisis. From the document, D68 said that he did not want to die, 

but if he had to go back to Turkey, he would rather be dead. He had a level of 

clarity that he did not want to die. It appears that the view of those present was 

that we did not feel that he was intending to take his life by kicking and banging 

his head on the door. It was an assessment based on what was seen at the time 

and interactions with D68, including body language and many other factors. 

Threats to staff 

221. I have been asked to consider document CJS005241. During the Relevant 

Period, threats regarding boiling water happened. I am not sure how regularly 
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but I do not recall them occurring very often. It tended to occur when a resident 

did not want to be removed or transferred. On the whole I think it was rare but 

again I may not have been aware of all threats. 

222. In terms of the effect it had, it undoubtedly affected our staff in work. Staff were 

always conscious of threats such as the threat of boiling water or other direct or 

in-direct assaults from residents. There are not many jobs where there is a 

possibility you could be assaulted whilst going about your day-to-day role, but 

generally, it was very rare for staff to be directly targeted. However, if you are 

new and not comfortable in the environment it can be daunting to hear such 

things. 

223. I do not recall the action set up following four members of staff being injured 

by D87. 

Reputational management 

224. I do not think reputational management affected the way I completed my role. 

There were tasks that were in place to manage this, such as when working as the 

DD you would need to complete a media report for anything that could have a 

reputational impact, such as serious assault, escapes etc. 

225. I imagine that the SIRs in respect of D87 were completed because of the 

comments regarding footage of Brook House that would be given to a Russian 

news channel. There could be security issues posed by this, for example, if 

photos had been taken of layouts or locking mechanisms. 

226. I have been asked to comment on any concerns that financial, commercial or 

reputational pressures from G4S impacted on the ability of staff and managers 

at Brook House. From a commercial perspective, there was little incentive for 

G4S to invest in Brook House during the Relevant Period as the contract was 
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ending, for example staff IT services were poor but investment to improve 

would not have delivered a return. The contract had been extended on a number 

of occasions so investment had been lacking for some time. There would have 

been other areas where this was an issue, but I cannot recall them. I think the 

greatest impact was the decision to run the contract 'lean' on staffing levels. This 

made it difficult to release managers and staff to complete training, or to allow 

managers to complete projects or provide deeper oversight. 

Consolidated action plan ("CAP') 

227. A CAP is a spreadsheet that collates action plans from audit sources into one 

place, so progress can be tracked against actions. At the time there would have 

been an internal CAP and an external CAP. 

228. I am unable to describe the effect the posters or the substance misuse strategy 

referred to in document CJS0073867 had, as I would not have recorded any data 

about it, only that the action was completed. However, I expect the introduction 

of translated posters for residents relating to health services would have brought 

about positive change. 

IS91RA Part C forms 

229. I have been asked to comment on how I signed off such forms. When using such 

forms I would have written them myself. In relation to document CJS003967, I 

can see that I made an error, referring to Palestine rather than Grenada. 

Incident between Shayne Munroe and Bonnie Spark 

230. I do not have any specific comments to make on the sufficiency of the 

investigation. In my opinion, I focused on the key allegations involved in the 

incident. There is a suggestion that I did not look into the comments made 
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regarding using the 'race card'. I do not recall why this was not considered. I do 

not necessarily consider that it would have significantly affected the conclusions 

reached within the investigation in relation to the key allegations. Similarly, it 

may not have been brought up until later on, once the key terms of reference 

had been set. 

231. I do not recall how I reached my conclusions, but I would have interviewed 

those involved and reviewed CCTV footage. I would then make an assessment 

based on the evidence gathered. I would also ensure that due diligence was 

conducted to avoid potential witness collusion etc. I do not recall any feedback 

from the authorising officer that they had any concerns with the report I 

completed for them. 

Dave Kiflick's grievance investigation 

232. I vaguely recall this, but not in any detail. Based on the document I am surprised 

by Dave's comments. Having reviewed the documents, I can see that Dave stated 

that if he called me and I did not answer, then I would call him back at the end 

of the day. I would only have been able to pass on the information that I had. I 

would have been his assigned point of contact and I have undertaken that role 

on a number of occasions. He also accepts that we had regular contact, which is 

contradictory. 

233. The Inquiry has confirmed that the reference to document CJS0073325 within 

the Further Request, should be a reference to document CJ0073334. I have 

considered document CJ0073334. I recall that Dave Killick was frustrated with 

the investigation as a whole, which may explain his comments. This event 

occurred many years ago and since then, Dave and I have had a good working 

relationship. I can only apologise if he felt that I was not as supportive as I could 

have been and for any impact that this had on him at the time. I do not recall any 

guidance regarding acting as a 'point of contact', but I am now very aware of the 
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pressures on staff who are suspended. I ensure that I maintain regular contact 

when appointed as a 'point of contact' 

Kye Clarke's investigation meeting 

234. I do not recall this incident in detail, but the documents suggest that I chaired 

the investigation meeting. The investigation concerned a UOF incident where a 

resident had got onto the netting between the landings. I think Kye Clarke had 

taken off his belt, key chain and shoes to creep up on the resident to initiate 

force. He did so of his own accord. 

235. I would have been instructed to carry out the investigation and as part of this 

held a meeting to interview Kye Clarke. I remember watching the CCTV 

footage of the incident. In accordance with the procedures at the time, I would 

have prepared a report and handed it to the manager who instructed me to 

conduct the investigation. They would have then made a decision based on that. 

236. To conduct the investigation, I would have interviewed relevant witnesses and 

reviewed the CCTV footage. I do not recall the outcome of the investigation, 

but I believe that Kye Clarke was dismissed. 

Grievance relating to Ola Uzodibia 

237. I do not recall this incident in sufficient detail to be able to answer the Inquiry's 

questions. 

Complaint relating to Luke Instone-Brewer and Babatunde Fagbo 

238. I do not recall the complaint this is in relation too, but I distinctly remember 

having a disagreement with Michelle Brown regarding her allegation that I had 

forgotten to complete a disciplinary. I remember her saying it to me and my 
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instant response was no I had not forgotten it. To my memory I have never 

forgotten to complete a disciplinary. I clearly recall me rejecting the suggestion 

at the time. I cannot recall ever being challenged by a line manager regarding 

forgetting to complete any disciplinary. Had I not completed the disciplinary, I 

would have been chased by the commissioning officer was. I would have been 

given a clear instruction from a senior manager to conduct the disciplinary and 

they would have provided me with the notes and reports to allow me to conduct 

this. Therefore, I strongly disagree with the suggestion that I forgot to do the 

disciplinary. 

239. The documents suggest that the disciplinary was completed by Caz Dance-

Jones, but I do not recall it. 

240. There appears to be a delay of 8 months whilst the grievance was being heard, 

which would be an issue for staff involved, but again, I do not recall why this 

occurred. 

The Detainee Reception & Departures Policy 

241. I was the Operations Manager from around February 2016 to July 2016. I then 

moved into Support Services, so I would not have managed reception after that. 

242. I reviewed the policy in May 2016. I do not recall there being any issues with 

the policy. I believe it was due for a review. It may have been a task handed 

over by my predecessor. 

243. At this point I cannot think that the policy would have really necessitated 

significant changes as it would have been in place since the beginning of the 

contract. 

244. I have no reason to doubt that the policy was complied with. In reality, it was 
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more of a work instruction which informed staff exactly what they needed to 

do. The policy set out how residents were processed through the centre and how 

they would leave the centre. It talks a lot about processes and information on 

arrival. However, I would have only been aware of issues on the ground through 

people talking to me, or reporting failures under the contract. Ultimately, the 

implementation of the policy was the responsibility of the managers and the 

officers in reception. 

245. I do recall that there was sometimes a lack of privacy for detainees. I also 

remember there being some issues regarding the disposal of property as 

mentioned in the policy. Residents arriving without prison files was also a 

historic issue. 

HMIP inspection in 2016 and 2019 

246. The Inquiry has referred me to a document which suggests that I was going to 

be the HMIP lead for the 2016 inspection. However, I was not the lead for the 

inspection, as I was on holiday abroad at the time. 

247. I recall the 2019 inspection occurring, but I was not the lead. I had some 

involvement with inspection, for example, providing documentation when 

requested. 

248. With regard to Callum Tulley's comments, I do not think that we were aware of 

an unannounced visit by HMIP. They do not usually inform us that they are 

attending, especially if the inspection is unannounced. For a planned inspection, 

HMIP usually only provided very short notice. 

249. I do not remember being instructed to bring in extra staff ahead of the inspection. 

The inspection was unannounced and in any event, such actions would be 

obvious to the inspectors who would be looking over historic staffing data as 
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part of the inspection. They would not just take into account the staff on shift 

during that inspection. Therefore, any attempt to increase staffing levels for the 

inspection would have been noticed immediately. The inspectors also speak 

with staff so any increase would be abundantly clear. 

The relationship with GDWG 

250. The comments at document GDW000001 are generally accurate. GDWG had 

not agreed to the MOU but I was informed to manage the relationship in line 

with it. I did inform them that they would not be permitted repeat 'drop in' 

sessions. I think in this case the resident had been seen on three separate 

occasions. The purpose was not to try and stop residents seeing GDWG. It was 

to request that if GDWG wanted to see residents, they saw them during social 

visits rather than 'drop in' clinics. As set out above, I did refuse visits, but my 

correspondence / decision making on this matter was driven by the steer / 

direction I received from more senior personnel and the Home Office. It is a 

shame that events occurred in that manner, but I was unable to deviate from the 

approach required of me at the time. 

251. I have reviewed the suggestion in document VER000109 and agree that the 

communication was unhelpful. Ultimately, my role was to manage the MOU. 

Ben Saunders, Neil Davies and the Home Office set the agenda on how they 

wanted to manage the relationship and it was my role to follow that through. 

Where GDWG emailed asking for additional visits to see residents again, a lot 

of the time, I would have referred that on for approval. I very much felt like the 

middle-man in this relationship. 

252. Ben Saunders and the Home Office were very clear that they thought GDWG 

were there to provide a service for social visitors. Their role was to meet with 

residents who did not have anyone to visit them socially and to identify an 

appropriate volunteer to come and see them. They would see five or six residents 
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and would then allocate them a suitable person. It was a 'befriender' type 

scheme. The Home Office and Ben Saunders were concerned that GDWG were 

trying to offer legal advice / create a surgery, which crossed a boundary by 

offering support beyond their remit. 

253. In my opinion, GDWD offer an invaluable service to residents. The more 

support you can give people under pressure in detention the better. There is now 

a more open approach with Serco and we are actively trying to get GDWG into 

the centre. They attend my monthly safer community meetings and make a 

valuable contribution to this. 

254. I do not have any further comments regarding INQ000104 beyond that 

mentioned above. With regard to Anna Pincus' account, again I would reiterate 

the comments above. When Anna emailed to ask whether GDWG could see a 

resident for a second 'drop in', it was usually rejected. There were other times I 

did approve the visit, but in most cases I referred it up to ask whether it should 

be approved or not. 

255. Again, for the reasons set out above, I do not have any specific comments to 

make on the Verita note of the interview with James Wilson or document 

VER000249. With regard to the 'drop-ins', I think there were discussions 

regarding removing them, but I do not think that that would have actually 

occurred. 

Interview dated 27 July 201 7 

256. I have been asked to comment on the statements I made within document 

INQ000093. I understand that I made a number of negative comments during 

this interview. However, my comments primarily related to my experience of 

Brook House during my early years in 2009 onwards. In 2009, it felt manic. 

Brook House had just opened and everyone was new. No one had worked in 
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that field before. We undertook the ITC for Tinsley House which did not fully 

prepare us. 

Owen Syred 

257. I do not know why Owen Syred described me as an 'excellent manager'. I did 

not directly manage him. I knew him to be a conscientious officer. He was 

driven by the welfare of residents. We had a professional working relationship. 

I do not recall any specific incidents that Owen might be referring to. 

Ian Castle's comments 

258. Ian Castle's comment that I only rarely walked around the centre is his view. 

However, I disagree with it. I was DD at least once per week, so I would spend 

around 5 — 7 hours in and around the centre in different areas and wings 

conducting that role. Outside of that, my role did not call for me to be in and 

around the wings every day. I managed training, staffing, audits, complaints and 

compliance. It was all very desk-driven. 

259. I do not necessarily agree that walking around the centre would have increased 

my knowledge of what occurred to detainees. As far as I am aware, staff were 

incredibly surprised by what they saw on Panorama, which suggests that any 

mistreatment occurred sporadically and when few people were around. Had I, 

as DD, walked around the centre, I do not expect that I would have witnessed 

any of these incidents. It is also unlikely that staff would openly abuse residents 

in the presence of senior management. With hindsight, it may have been 

beneficial for me to spend more time on the wings, but ultimately, my role was 

more desk-based so I was limited in what I could do. There was certainly no 

conscious decision not to walk around the wings. 

260. Today, I try to be a lot more present in the centre, but my role is different. I am 
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the Assistant Director for Safeguarding and am the only senior manager based 

permanently at Tinsley House. Staff like to see me around the centre. It may 

only be for half an hour of my day, but I do try and get around to see everyone. 

I am as accessible as I can be for the team at Tinsley. 

Security 

261. I disagree that security was a large part of my remit during the Relevant Period, 

but as a senior manager I was asked to conduct investigations. I also accept that 

I did review the Locks and Keys Policy in or around 2013. This was when I was 

a DCM based in security. 

262. I recall an investigation with Martin Barrie regarding door security. I would 

have completed the investigation. The investigations are fairly straightforward 

and normally involve speaking to the member of staff and showing them 

relevant CCTV footage for their comment. I would not deal with the outcome 

of the matter if I was investigating it. If someone left a door open they would 

have their keys revoked and receive further training before having them 

returned. 

Removal of association involving D1527 and strip search 

263. I do not recall why D1527 remained on a removal from association and constant 

supervision. I expect it was related to behaviour and the decision would have 

been made following an ACDT review. 

264. I would authorise a strip search if there were concerns regarding resident safety 

or there were concerns regarding concealed illicit substances. I do not recall why 

I authorised this search, but the documents suggest it was related to self-harm. 

IT failures 
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265. I do not know why internet for staff and detainees was separate. It may have 

been for security reasons. 

266. I understand that extensive investigations into the IT issues took place. It was 

an ongoing issue due to a number of technical problems with the previous 

systems. However, Serco have now dealt with these issues. 

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 Daniel James Haughton 

Signature

Signature
L._ 

Date 

02/03/2022 
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