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1. INTRODUCTION 

1.1 On 22 November 2017, the Professional Standards Unit (PSU) received draft terms 
of reference from the Head of Detention Operations (HDO) Alan Gibson. These 
were reviewed and PSU was commissioned to undertake the complaint 
investigation as part of an overall Article 3 of the European Court of Human Rights 
(ECHR) investigation. Mr L D668 I solicitors, Duncan Lewis (DL) were 
informed of this on 05 December 2017. 

1.2 At interview on 20 December 2017, Mit Sql provided a witness statement and 
his account. He raised new complaints and these were accepted into the terms of 
reference on 21 December 2017. 

2. TERMS OF REFERENCE 

2.1 The terms of reference for this investigation are to investigate the allegations of 
assaults and intimidating behaviour against Mr by fellow detainees, 
the resulting inaction by G4S staff and rudeness of some staff including: 

2.1.1 On 29 June 2017, prior to leaving his room, Detainee Custody Manager (DCM) 
Darren Tomsett was rude to him saying "pack your stuff and get out!" Mri._.ps? ._; 
was later mocked by G4S officers when he returned to Brook House IRC reception 
following a failed removal. 

2.1.2 On 12 August 2017, Mr i D668 i alleged a fellow detainee threw a bucket of water 
on him and his friend, which he reported to a G4S officer but no action was taken. 

2.1.3 On 17 or 18 August 2017, Mr [7: *411 alleged he was assaulted by a fellow 
detainee on the staircase, which he reported to a G4S officer but no action was 
taken. 

2.1.4 On 24 August 2017, prior to a visit from his brother, Mr LD668; alleged he was 
'frisked extremely aggressively' by DCM Darren Tomsett which intimidated him. 

2.1.5 In July 2017, Brook House officers informed the doctor not to complete his Rule 35 
assessment fully. 

2.1.6 On 17 July and 07 September 2017, a nurse in healthcare had been rude to him 
denying him access when the waiting room was not full and asking him to reveal 
medical details in front of other detainees. 

2.1.7 On 13 September 2017, he was spoken to very rudely by a DCO called Bonnie 
(identified as Bonnie Spark) during the lock up for the evening mealtime. 

2.1.8 On 16 September 2017, he attended a meeting with the care officer and a form 
was filled in about his complaints. He indicated he did not feel safe in Brook House 
IRC but had no feedback so felt neglected and that G4S officers did not care. 

2.1.9 On 26 or 27 September 2017, items were stolen from his room in his absence. 
When he spoke to the wing manager he was told an investigation would take place 
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but nothing happened and he felt angry that this behaviour had been sanctioned 
and he had received no reassurance this would not happen again. 

2.1.10 The IT system at Brook House IRC is so bad that made it difficult for him to send 
emails to his lawyers. 

2.1.11 The toilet facilities in his room were inadequate and lacked privacy (causing him 
humiliation when using during times when his room was locked). 

2.2 To consider whetherthere were any organisational deficiencies which may have 
contributed to Mr l_._.D668:p treatment, including but not limited to: 

• supervision of officers or detainees, training of officers, suitability of 
complaints process for detainees and staff. 

2.3 To consider and report on whether there is any learning for any individual G4S staff 
member, or organisational learning for the Home office or G4S, including whether 
any change in Home office or G4S policy or policy or practice would help to prevent 
a recurrence of the incident investigated. 

2.4 To consider and report on whether the incident highlights any good practice that 
should be disseminated. 

2.5 To consider and report on whether any disciplinary offence may have been 
committed by any G4S staff member involved in the incidents and whether relevant 
local and national policies / guidelines were complied with. 

3. POLICY & GUIDANCE 

3.1 Detention Service Orders 

3.1.1 Detention Service Order (DSO) 03/2015 - Handling of Complaints: Detention 
services complaints guidance ensures that the investigation of complaints is dealt 
with effectively and efficiently. This investigation and report has been conducted in 
line with the formal investigation procedures set out in the Complaints Guidance. 

3.1.2 DSO 01/2011 — Commissioning of Investigations: Detention services guidance 
setting out Detention Services obligation to commission investigations into 
incidents where Articles 2 and/or 3 of the European Convention on Human Rights 
(ECHR) may have been breached. This investigation and report has been 
conducted in line with the guidance. 

3.1.3 DSOs 08/2006 Management of Adults at Risk in Immigration Detention, 09/2016 
Detention Centre Rule 35, 11/2014 Security Information Reports (SIR), 09/2012 
Searching Policy, 04/2016 Access to the Internet, 10/2014 Detainee Custody 
Officer Certification, 07/2013 Welfare Provision in IRCS, 04/2003 Accommodation 
have also been considered. 

Other Policies 

3.1.4 The powers of DCOs is specified in paragraph 2(3) of Schedule 11 of the 
4 

OFFICIAL — SENSITIVE 

HOM002748_0004 



OFFICIAL - SENSITIVE 

Immigration and Asylum Act 1999 and this investigation considers (d) duty to 
attend to his (a detainee's) wellbeing as pertinent to this investigation. The 
Detention Rules (Statutory Instrument 2001 No 238) section 39 - General Security 
is clear that the detainee has a responsibility for the health and safety of others in 
the centre. 

3.1.5 The Operating Standards for IRCs state for hygiene 'the Centre must ensure that 
detainees have access to toilet and hand washing facilities 24 hours per day.' For 
searching, 'all searches must be carried out in as consistent and sensitive manner 
as possible taking into account gender, religious and cultural beliefs, age, disability 
and other relevant factors.' Under healthcare, 'detainees requiring a routine 
appointment during Monday to Friday must be seen within 48 hours. Those 
requiring a routine appointment with a nurse must be seen within 24 hours. For 
those making such appointments during a Saturday or Sunday they must be seen 
no later than the following Monday.' 

3.1.6 G4S also provided internal policies and guidance their officers adhere to on Anti-
bullying, Safeguarding, Social and Official Visits and Violence Reduction. These 
have been considered. 

3.1.7 Mr ;._.9s§§._.i made a specific complaint about the toilet in his room and the 
accessibility of IT, so consideration has been taken of the Sir Stephen Shaw 
Review into the Welfare in Detention of Vulnerable Persons dated January 2016. 
This considered all the detention estate. 

4. OFFICERS SUBJECT TO INVESTIGATION 

4.1 Given the vagueness of Mr LD668_; s account and difficulties identifying officers, 
the following were treated as witnesses unless positively identified. Once identified 
they became subjects. The dates to the side relate to the respective incidents 
raised by Mit._.D66ti 

29/06 & 
24/08/17 
29/06/17 

29/06/17 

29/06/17 

12/08/17 

12/08, 16 
& 27/09/17 
17 or 
18/08/17 
13/09/17 

16/09/17 

16/09/17 

16/09/17 

DCM Darren Tomsett (left Brook House) 

DCO Darren Bulled 
DCO Andy (Neil) Simmons 
DCO Neil Timms 
DCO Ryan Harkness 
DCM Michael Yates 

DCO Dember Camara 

DCO Bonnie Spark 
DCO Elizabeth Avery 
DCM Dave Aldis 
DCM Graham Purnell 

4.2 Healthcare staff were treated as witnesses given the Home Office has no 
jurisdiction over these staff: 

Dr Saeed Chaudhary 
RGN Grace (Nombulelo) Sihlali 
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5. SUMMARY OF INVESTIGATION 

5.1 Given the allegations were of unprofessional conduct by officers, the allegations 
were not reported to the police. 

5.2 Mr L.13668.! was in Brook House IRC between 17 and 18 May 2017 and then the 
Verne IRC. This was his first time in any kind of detention. He was detained for 
immigration offences (sham marriage). He returned to Brook House IRC on 28 
June 2017 and refused to fly on 29 June 2017 and a judicial review was lodged. He 
then remained in Brook House IRC until 04 October 2017 when he was released 
on temporary admission. 

5.3 He claimed to be a victim of torture when he was inducted into the Verne IRC on 
18 May 2017. Doctor Jane Fowler referred him for a Rule 35 full assessment on 23 
May 2017. This occurred on 01 June 2017 and Dr Margit Szel informed him that his 
claim was not a torture. 

5.4 Whilst in Brook House IRC, Mr_. 15047! requested a second Rule 35 assessment 
on 17July 2017. He was assessed under Rule 35 by Dr Saeed Chaudhary on 24 
July 2017. This was submitted to the Home Office (HO) and Mr LD668 ! received 
his R35 refusal on 26 July 2017. He saw Dr Chaudhary on 28 July 2017 and was 
prescribed E Sensitivefirrelevanti 

5.5 Mr ! D668 i was interviewed in the presence of a representative from Duncan 
Lewis, Puja Nandi on 20 December 2017. He produced his witness statement and 
was interviewed on all areas of this. He identified the 'Darren' as Darren Tomsett 
(description and photograph 5). He provided vague descriptions of other officers 
and was unsure of dates. This made it difficult to identify officers and managers he 
had reported complaints to. 

5.6 Rosters for 29 June 2017 identified reception officers as DCOs Darren Bulled, 
Andy Simmons, Neil Timms and Megan Cunnin'ham. They were interviewed at 
Brook House IRC on 16 and 17 January 2018. DCM Tomsett conducted a 
telephone interview on 29 January 2018. There was no Closed Circuit Television 
(CCTV), given the passage of time. It is only kept for 30 days unless downloaded 
for an incident. There were no Security Information Reports (SIR) or any Incident 
Reports. 

5.7 The description of the officer from 12 August 2017 was provided to SPOC Karen 
Goulder and she identified two possible officers; Security Collator (SC) Joe Bryant 
and DCM Ryan Harkness. However, DCM Harkness had not been on shift and SC 
Bryant had. SC Bryant was interviewed on 05 February 2017. He produced a 
Collator Usage Spreadsheet that showed he had worked in security that day. 
Further clarification was sought from the representative and the name Ryan 
produced on 05 February 2018. DCM Harkness was interviewed on 07 February 
2018. He was unable to provide the date of the incident but confirmed its 
occurrence. He could only identify one of the three managers who attended; DCM 
Derek Murphy. No statement was requested given this officer had been dismissed. 
His account would add little to the evidence in any case. 
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5.8 The DCM on duty was DCM Michael Yates, so he provided a witness statement. It 
was not proportionate to contact all managers on duty on 12 August 2017, given 
the date provided by Mr [134-8.11was incorrect. Checked with SPOC Goulder for 
SIRs, IRs and CCTV / Control Room Incident Log for the whole of August 2017 and 
Mr :::::WOC:land Mrs D441 ;(perpetrator). There were none. 

5.9 MrlITIW_Ti said that DCO Dember had been present on 17 or 18 August 2017 and 
had witnessed the push on the stairs. DCO Dember Camara was interviewed on 17 
January 2018. Mr Lfic6.8._. j provided a witness, .exdetainee Mr I D1249 

He was Interviewed on 31 January 2018. Mr L.J3668 could not identify the other 
detainees present. There were no IRs, SIRs or CCTV of the incident. 

5.10 From the Visits Log, SPOC Peter Corrigan identified that Mr[11*kii had had visits 
from his brother on 20 and 23 August arid pat 24 August 2017. DCM Tomsett had 
been working both of these dates. Mri  1?-*j provided a description of a female 
DCO and from the photographs of female DCOs on duty both dates, DCO Gayatrri 
Mehraa was identified. Ms Mehraa had left Brook Houser a_n_d_two written attempts 
to obtain her witness evidence received no response. MrL D668 ialso_provided an 
ex detainee witness Lp5ocs on 05 February 2018. I spoke with Mr L. D500 

on 06 February 2018 and arranged a telephone interview at his convenience on 08 
February 2018. He did not answer, a voicemail was left and there has been no 
response. The representatives were advised on 13 February 2018. There were no 
IRs, SIRs or CCTV of the incident. 

5.11 Mr[15661711 provided the name 'Bonnie' for the DCO who had been rude on 13 
September 2017 and said another female DCO had witnessed this. Identified from 
the roster was that DCO Bonnie Spark and DCO Ann Murrey had been working on 
B and not D Wing. Telephone interviews took place with both on 22 and 23 
January 2018. There were no IRs or SIRs produced. There was no CCTV. 

5.12 Mr [1:00-Oki handed in a Care Officer Monthly Review report from 16 September 
2017 and described the female DCO. From the roster and G4S' database, DAT, 
this DCO was identified as DCO Elizabeth Avery. She was unavailable for interview 
as off sick. She provided a witness statement and said she had referred the 
concerns to a DCM and suggested it was one of three managers including DCM 
Michael Yates. He provided a witness statement. DAT showed she had referred 
concerns to DCM Dave Aldis. He also provided a witness statement. The roster 
was also checked and the DCM for D Wing identified as DCM Graham Purnell. 
Whilst currently suspended, he provided a witness statement. 

5.13 Mr. D668 was unable to identify the manager who dealt with his complaint about 
a theft from his room. He said it was 26 or 27 September 2017. From rosters, 
DCMs Darren Tomsett and Michael Yates had been on duty. DCM Tomsett 
provided evidence in his telephone interview on 29 January 2018. DCM Yates in 
his witness statement 14 February 2018. 

5.14 Enquiries were made through SPOC Corrigan to identify the healthcare staff on 
duty on early July and 07 September 2017. He provided staff on 07 September 
2017. Checks were made with then Clinical Lead (CL) Chrissie Williams and of 
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those staff only Nurse Grace Sihlali remained. She did not fit the description but 
was interviewed on 18 January 2018 to establish procedures for accessing 
healthcare and to identify the staff member. Nurse Sihlali had been present on 07 
September 2017. Further checks were made with new CL Sandra Calver. On 15 
February 2018, she identified Denise Wise as the only healthcare staff on duty on 
both 17 July and 07 September 2017. She had left. Given she did not fit Mr 
E.15.101. - _.Its description, no further checks were conducted with Ms Wise. 

5.15 Dr Chaudhary had completed Mr[ 9668 j R35 assessment and was interviewed 
on 18 January 2018. 

5.16 During the interviews, photographs were taken on D Wing and the Control Room 
allowed access to CCTV so photographs could be taken of what the cameras 
showed. 

5.17 Information about how the drug Spice was being brought into Brook House IRC by 
officers was passed to HDO Gibson. 

5.18 Residential and Regimes Manager (RRM) Juls Williams provided information 
relating to the IT accessibility complaint. SPOC Goulder provided evidence of 
complaints against DCM Tomsett on 20 February 2018 and the complaints 
process. Advice was provided by Jose Domingos (Detention and Escorting 
Services) regarding accommodation and specifically toilet concerns. 

6. SUMMARY OF EVIDENCE 

6.1 Complainant: Mr 61s - Summary of Witness Statement dated 12 
October 2017 (handed in 20 December 2017), Interview dated 20 December 2017 
and Care Officer Review Report undated (Appendix A) 

6.1.1 MrL D668: had known on 28 June 2017 that he was to be removed on 29 June 
2017. He Sad not slept because of this. He said on 29 June 2017 at 08:00 hrs, a 
G4S officer had told him to pack his belongings as he was going to the airport for a 
16:15 hrs flight. 'Darren Tomsett' had then come to Mrs osss room at 10:00 hrs 
and said he had to go to the airport. Md._ hadasked DCM Tomsett to wait 
one minute whilstbs_got his things. DCM Tomsett had said, "get your stuff and get 
out there." MrL P§_ cc j had been shocked how DCM Tomsett had spoken to him. 
He complied and went to reception and was taken to Gatwick. He said that he had 
refused to fly but this was because he knew his solicitor was working on his judicial 
review. 

6.1.2 On return to Brook House reception, one of the male reception officers, sat at the 
.rgoptipp desk, had started laughing and one said "oh he's coming back" Mr 
LPW had been "speechless, looked at the officers and felt very down. He asked 
himself if he deserved to live. He felt powerless." MrLD668:j said the comment had 
been "derogatory." 

6.1.3 In response to how MrE.04.11.1 had felt when hearing the comment, he said "he 
had tears there, for him they don't treat people like that, someone coming from a 
very difficult situation, in pain? That's not their job...They know how difficult it is for 
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someone coming from the airport, how difficult, depressing, stressful. You come 
there and they are laughing, not thinking how the person feels."The Tascor officers 
(identified as DCOs S Sharpe and D Bradwell) had dropped him off and left so may 
not have heard the comment. There had been three or four other officers in the 
reception area. 

6.1.4 On 12 August 2017 or the second week in August, MrE.bleiiii had been eating his 
lunch on the tables near D Wing servery at about 13:20 hrs. His friend Mr 

had been sat with him; there had been four of them at the table. He said 
suddeply "boom" all of his body and the food was,c_o_v_ese.c1, in water. It had covered 
Mr [Dago! as well. When he had looked up, Mr[._.966.8._.i had seen one person 
running away. He, followed by Mr F.12-47dol had gone upstairs. MC:10-41.1:11 roommate 
had said that they should not go upstairs because the perpetrators were 
troublemakers and they would end up fighting. Mr[._. jhad continued because 
he wanted to find out who had thrown the water so he could report it to security. 

6.1.5 He said that in the last two rooms of.thp.§econd floor, there are two troublemakers. 
Following the drops of water, Mr Lp668] reached this room and confronted the 
"Jamaican,r .d.ryq.slealer who had come from prison." The detainee was ready to 
fight so MrL.P_§§.§._.jtold Mr F.12-4.10- Ito calm down and they would report the person to 
security. Security (Ryan - identified as DCO Ryan Harkness) told them to calm 
down and he would find out who had done this by checking CCTV. He had said 
that he was finishing his shift and would hand over to the D Wing officers. 

6.1.6 They waited and kept checking with security and received no news. At 16:30 hrs, 
he had been called back to his room and the officers said that they.  had seen the 
person but could not tell Mr:_._.p.spti who it was because Mtblistj and the others 
might go and fight him. When asked what G4S were going to do, the officers said 
that they would deal with it. Mr D668 j had wanted action to be taken so he could 
feel secure. The lack of action made him feel "very frightened, distressed and 
unsafe." He had not eaten on D Wing for two to three days in case it happened 
again. 

6.1.7 On 17 or 18 August 2017, Mrs D668 j had been coming down the D Wing stairs 
alone and an Albanian detainee had been coming up with his three or four friends. 
The Albanian detainee had mirr.ored.Mr[._.$1618-._Atrying to move to the side to let the 
Albanian detainee pass. Mr ID668 1 had managed to avoid the full hit_12y, moving 
his shouldec.fflyvay_.but the Albanian detainee still shoved Mr LS4j on the 
shoulder. MrLD668 had asked why the Albanian detaineAbad_done this and the 
Albanian detainee had used the f word. In response Mr had shown his 
finger. 

6.1.8 The Albanian detainee "came back to attack. One of his friends grabbed him but he
(the Albanian detainee) still came close to assault me. [ D1249 i was
coming through the door and grabbed the guy and took him out urplhe stairs." The 
Albanian detainee had been shouting and Mr had told Mr D668. _to go. 

6.1.9 DCO Camara had said `11_13-6-4] no fighting. Come here don't fight." Mr 
D668 had said that he was not fighting and the Albanian detainee had shoved 

him on the shoulder, assaulted him. DCO Camara had said the Albanian detainee 
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was a troublemaker and not to mess with him. DCO Camara had told MEI ossa 
to go to his wing and make a complaint. MrEibiiii made a verbal complaint to 
security but could not identify the officer he spoke to. Nothing was done about his 
complaint. The nextdaythe Albanian detainee had sat opposite him at mealtime 
and intimidated Mr[._._pqqq 1He said this was because no action had been taken 
against the Albanian detainee. 

6.1.10 On 24 August 2017, Mr:_. 12§§pisaid he had been going for a visit with his brother 
and had seen DCM Tomsett in the Visits area. He spid,_."hgas feeling nervous 
because everybody knows that this officer is racist" Mrs. ppp8 j said DCM Tomsett 
had been racist on 29 June 2017. He said DCM Tomsett had very, very rudely said 
"come here" aggressively, whereas officers would normally say floiiiip/ease 
come forward." 

6.1.11 He had been told to stand with his hands away and out in front of him. Md_. D668
said "the way he touched my body, I felt very abused. He was very, very rough, like 
using force." He said he had experienced being searched before at Visits and it 
was very gentle, they had searched his pockets and touched him very gently. DCM 
Tomsett_ had been "very aggressive;_  his body together as he checked 
MrL.pW j from the top down." Mr[_._p§  I had complained as DCM Tomsett had 
reached his. middle saying, "why are you doing that, like that" DCM Tomsett had 
told Mr L p§wj to shut up and he was doing his job. Mil D668 I had been 
shocked. 

6.1.12 Mr[14411 said another detainee had witnessed this and started arguing 
with DCM Tomsett. He said a "G4S security lady from Pakistan" was_present and 
she had told him not to say anything and go to see his brother. MrLp69§._; had felt 
this officer had "known what Darren was like." (This DCO was identified as DCO 
Gayatrri Mehraa). 

6.1.13 On 13 September 2017, MrEggiTi had been "spoken very rudely to" by a female 
DCO called Bonnie, aged 20-22 years old. He had been on the phone to his 
solicitor and it had been 16:57 hrs. DCO Bonnie (identified as DCO Bonnie Spark) 
had shouted at him "just get into your room now." He was spoken to as if he was a 
child and with no respect. 

6.1.14 He added at interview that he had no reception in his room D114 so had been 
stood outside and DCO Spark had told him to go in his room and she would lock it 
and he had moved over near the bathroom area. DCO Spark had come back to 
check he was in his room and was two doors away when he got back to his room. 
DCO Spark had said, "don't do that anymore. You saw me and you went away." He 
had told DCO Spark he had been on the phone to his solicitor and did not have 
network in his room. She had said "that's the last time. I told you that's the last 
time. If you saw me don't walk away." 

6.1.15 Mr1._.p668._.jsaid that DCO Spark had thought he had walked away purposely to 
avoid lock up, but it was because he was on the phone. She hadn't wanted to know 
wrien_.he had tried to explain. He had asked a female DCO colleague, who Mr 

D668_ ;said knew him, to tell her colleague to stop shouting at him because he 
was not a child. This colleague (DCO Ann Murrey) said nothing. DCO Spark 
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opened his door and said "get in right now. Get in right now." Mr D668 I had told 
DCO Spark not to speak to him like that. He may have to get inside but she could 
say please. 

6.1.16 On 16 September 2017 at 11:20 hrs, Mr ED-1k] said that he had been invited to a 
meeting with a Care Officer about what "his worry was about what happened to him 
and everything." A female DCO had spoken to him and he had faiSe_d.about all his 
complaints "going nowhere." She had filled out a form and MI. D668 handed in 
the Care Officer Monthly Review form. mrt._.D668._.1 said he had complained about 
one his friend's being assaulted in Abe_qyrn. He had said that he had had an issue 
with a female member of staff. Mr'L.PW. j said that this was 'Bonnie' and he had 
told this to the DCO. He had said he felt unsafe on the wing. (The description Mr 

r_Ti*KTI provided andanote on his DAT record identified this officer as DCO 
Elizabeth Avery). Mr L. pwi said he had said he felt unsafe and again nothing 
was done. 

6.1.17 MriliSli.11 said that he had returned to his room on 26 or 27 September 2017 and 
everything that had been on his table had been messed up and was on the floor. 
Mr[._ D668 i had spoken to a security officer about his SIM card with £10 going 
missing. This officer had told the wing manager. Mr_. D668 _j could not identify 
either. He said the staff knew who had taken his SIM card but would not tell him or 
give him any feedback. 

6.1.18 MrES.41.1 also raised concern about the Internet being unavailable for four days 
and that to print out an email with attachments he had to queue at Welfare. He said 
this made it difficult for him to send things to his lawyers.

6.1.19 He raised the fact that he had to use a toilet in his room whilst his roommate was 
present when it was during lock up time (in total 13 hours a day). He said this was 
humiliating and disgusting. It was .`torture." He would not use the toilet and keep it 
in and that was 'torture." Mr[ D668  that the windows did not open and there 
was no ventilation and the smell was awful for him as his bed was opposite the 
toilet. Mrl  D668 said the toilet was never cleaned and he would stand rather than 
sit on it. This and being locked in had been traumatic for him. 

Healthcare complaints 

6.1.20 WE:WC complained about his access to the nurse clinic on two occasions on 
17 July and 07 September 2017. On both occasions he had arrived to find the door 
locked. On the first he had argued with the nurse to enter and she had let him in 
because he had been on time (about 11:12 hrs and the clinic ends at 11:30 hrs) 
and there were six seats and one was empty. The Portuguese / Spanish nurse 
(aged between 40-45 years old, large, with brown hair and about 5ft 4 inches) had 
been "very nervous and very rude." She had asked why he had come to see the 
nurse in front of other detainees and should not have done so as this was 
confidential. 

6.1.21 On 07 September 2017, he had gone to the nurse's clinic again at 10:55 or 11:05 
hrs and the door had been locked again, so he had kicked it and the same nurse 
had told him he could not enter the waiting room because it was full. He could see 
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a seat was empty. He became "very angry and simply left to calm himself down." 
Mrs- i:Wok:1 received no treatment for his head and stomach aches. (This nurse has 
not been identified). 

6.1.22 In response to his medical records showing_te had been seen by Nurse Sihlali at 
11:47 hrs on 07 September 2017, Mr said this was a lie and he had not 
seen the nurse that day because the nurse on the door had not opened it. 

6.1.23 Mr Losesj said that he had attended his Rule 35 assessment two weeks after 
making the appointment on 17 July 2017. He said that his Rule 35 appointment 
with the doctor had been on 24 July 2017. His complaint was that the body map 
had not been completed .0i .tlip.idoctor nor the section regarding the affects of 
continued detention. Mr L.96.6.8. said that when he had gone back to see the 
doctor (28 July 2017) to query why these had not been completed, he said the 
doctor said_ he had been told not to complete these sections by the Home Office. 
Mr'  IpW J had felt the doctor had not meant to tell him this. The doctor said he 
could not complete these sections. 

6.1.24 When Milli*eljhad pushed this with the doctor, the doctor had said that the HO 
knew that doctors had not done body maps for over 12 months. The doctor told Mr 
F.1766161811! he did not want to do the assessment about the affects of continued 
detention. 

6.1.25 In response to why Mr:::::E4C:i had not used the complaints system whilst in Brook 
House, he said that he had filled in a complaint once and put it in the box in the 
library; the G4S box in the first week in August 2017. He had not kept a copy of 
this. When he received no feedback he stopped doing that. His friend had made a 
complaint about "being beaten up at the airport...The last thing he heard from them 
(Home Office), they came to pick him up at 16:00 hrs and take him back to his 
country." 

6.1.26 In response to what staff could have done to make him feel safe and secure after 
the incidents, Mr [ D668 !said the detainees causing the trouble should be moved 
off the wing so heIlieWThat action had been taken. Seeing this action would have 
made him feel safe and secure. Instead the same detainees just appeared to carry 
on. 

29 June 2017 — D Wing room and Reception 

6.2 Subjects to the Complaint: DCM Darren Tomsett, DCOs Andy Simmons, Neil 
Timms and Darren Bulled — Summary of Interviews dated 16, 17 and 29 January 
2018 (Appendix B) 

6.2.1 DCM Tomsett said that he had been a DCO at Brook House IRC working on B 
Wing.until he became a DCM in August 2017. B Wing is the induction wing and Mr 

Dees (would have been on that wing ready for his removal. On 29 June 2017, 
DCM Tomsett would have been a B Wing DCO. 

6.2.2 In response to 29 June 2017 and DCM Tomsett coming to Mr Diaillroom and 
saying "take your stuff and get out and this had been very rude. He had been 
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waitingior a female officer" DCM Tomsett said that he could not remember Mr 
D668._. land would not have spoken to him in that manner. DCM Tomsett said that 

any DCO would have asked Mr Ham lto go down to reception after Mr[_. D668 I 
had packed his things, picking up his paperwork from the office on the way and 
escorting him to reception. It was not necessarily a female DCO who takes the 
detainee to reception. 

6.2.3 There had been four staff rostered to cover reception on 29 June 2017. None of 
these could remember Mr1_._.9,13._._; DCOs Simmons, Timms and Bulled were male 
and DCO Cunnin'ham was female. All said that reception was busy with staff 
gathering there and detainees coming down for property as well as 30-40 
detainees being dropped off throughout yhedpy. Of the comment "oh he's coming 
back" and officers laughing about Mr L.p668._.! coming back following his failed 
removal, all the DCOs said that this type of comment would not be made because 
detainees returning after a failed removal was not unusual. It would not prompt 
such a comment or laughter. 

6.2.4 In response to Mr1._.p6.6.8._.jsaying he thought officers mocking was inappropriate 
and insensitive, all the DCOs said that they could not remember Thesomment 
being made or the laughter. Each said that they would look after MI._.D668 ! and 
book him back into the centre. 

6.2.5 Witnesses: DCO Megan Cunnin'ham and Tascor DCOs S Sharpe and D Bradwell 
— Summary of Interview on 17 January 2018 and Witness Statements dated 13 
December 2017 (Appendix C) 

6.2.6 DCO Cunin'ham was a Brook House IRC officer who regularly worked on reception 
and with DCOs Simmons, Timms and Bulled. She said, "I can't remember the day 
or such a comment being made...No-one I work with would say oh look who's 
coming back. It happens so often it's not unusual to have a failed overseas...more 
often than not they come back." 

6.2.7 The Tascor DCOs could not recall Mrrolein or the incident described. 

12 August 2017 — Water poured on Diners 

6.3 Subjects to the Complaint: DCMs Ryan Harkness and Michael Yates — Summary of 
Interview on 07 February 2018 and Witness Statement dated 15 February 2018 
(Appendix B) 

6.3.1 DCM Harkness only started at Brook House IRC as a DCO on D Wing in July 
2017, so at the time of the incident had been very new to the role. He said that the 
incident with the water had happened a few weeks after a "mass brawl, race war, 
free for all" and this incident had raised concern at the time that it could instigate a 
further "mass brawL"At the time there had only been him and one other officer on 
the wing during lunchtime and over 100 detainees were on the wing. He had 
thought "if it kicks off we are really going to have a problem and being a bit 
panicked by that" 

6.3.2 He could not recall the detainee's name but did recall 10-15 irate detainees coming 
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to the office claiming that water had been poured from one of the landings whilst 
they had been sat having dinner but they did not know which landing. Given the 
"mass brawl" a few weeks previously he was "trying to contain the situation." He 
had been concerned for the safety of the perpetrators, given the number of irate 
detainees. They had been "embarrassed, their food spoilt and extremely angry." He 
said there had been two incidents. The water poured onto those eating and the 
same for those playing pool. He had seen the water droplets on the pool table and 
the blue latex gloves on the netting. 

6.3.3 DCM Harkness had told them to calm down and let him do his job. He said he 
would get authorisation to look at the CCTV and find out what was happening. He 
had informed Oscar 1 but could not remember who this was. He had been a DCO 
and new to the job so had asked managers to assist. Twenty minutes later he was 
approached by 5-6 of the detainees asking what was happening. He told them he 
had asked for managers to come down to give permission for CCTV to be viewed. 
He received a phone call from a manager (he did not know who) who said he was 
happy to look at the CCTV. 

6.3.4 The managers identifiedr-- 54-47Tand another (he could not remember his 
name) on the second floor filling blue rubber gloves with water and dropping these 
onto the netting. These then burst and water droplets were coming down. Three 
managers had attended the office and he had thought this was "overkill." One of 
the managers had been DCM Derek Murphy and he only remembered this 
manager because he had praised how DCM Harkness had dealt with the situation 
and calmed it down. He could not remember the other managers. He said 
and the other detainee had left the wing. 

6.3.5 The staff had discussed what they should do and considered Rule 40 and what 
procedures they should follow. DCM Harkness had been "relatively new" and had 
not been in a position to make that decision. The ultimate decision was made by 
Oscar 1. The other detainee (not Mr [1:40 had entered the office and they had 
had a discussion with him about his actions and the potential "knock on effect" if he 
was identified by the detainees, given what had happened two weeks previously. 
They asked how he would have liked it if it had happened to him and water had 
gone on his dinner. This detainee had left and then Mr had entered the office 
five minutes later and they had had the same discussion with him. After this, the 
managers had discussed whether the detainees should be placed in Rule 40 and 
the managers' decision that they should not but that the two detainees should be 
monitored. 

6.3.6 He said that they could not identify the two perpetrators to the other detainees 
because the "detainees had been gunning for blood and he was not in the position 
to put the two detainees in a predicament by saying who it was. They would have 
been potentially targeted and I would be held responsible for that. I dealt with it 
professionally through the managers and the correct channels. I would never 
identify a perpetrator to another detainee." It might be seen that no action had been 
taken. He had spoken to the detainees and said that they had spoken to the 
perpetrators and "taken the appropriate action that we felt was necessary for the 
safety and maintaining the running of the centre." 
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6.3.7 He said that there had been a number of detainees who "had been gunning for 
blood and wanted to know exactly who had done it because they wanted revenge 
or whatever. I was not prepared to do. I was harassed "who's done it? You 
checked CCTV. What's happening? What happens now? What's the 
consequences? Gunning for blood and revenge." There was no action or knock on 
effect. Nothing else happened afterwards. He made no written record and this 
would have been completed by managers to access the CCTV. A book is signed to 
view CCTV and that is held in the control room. He could not recall the date of this 
incident. 

6.3.8 DCM Yates was the Wing Manager for C and D Wings on 12 August 2017. He was 
unable to remember the incident. 

6.3.9 Witnesses: Mr 1 Paso — Summary of Telephone Interview on 22 January 
2018 (Appendix C). 

6.3.10 Mr 5214.521 had been in Brook House IRC from 01 July to 24 August 2017 and on D 
Wing. Of the incident,_.Mrpiqi said that they were on the ground floor near the 

Mr  pqkitchen. He and M 6p._.!were sat eating with detainees from Ghana and Malta. 
There were people from Nigeria and Afghanistan there as well; 12-15 people. 
Suddenly, water was poured on them. They did not know what kind of water. The 
water was thrown from the top floor (there are two floors). Mr [P-4-q had put his t- 
shirt in the bin. The water was all over the food and everywhere. He did not know 
who had thrown the water and had no feedback from G4S. They were all trying to 
go upstairs. He had blocked the stairs and said that they should not go upstairs 
and fight as that would give G4S the opportunity to do what they want. 

6.3.11 They saw the officer and he could see that there were wet. The officer had told 
them to go upstairs but Mr !D4501 had said no and he should see the camera. They 
were not stupid. If they went upstairs there would be fighting. The officer had told 
them to go upstairs and he closed the door to the office, saying he was checking 
the CCTV. They waited 1-2 minutes and he then returned to them. They asked the 
officer who had done this and he said that he would contact the higher G4S officer. 
They had waited near the office. They had asked an officer later and he had said 
he knows who did it but would not tell them. They had not received any feedback. 

6.3.12 Other Evidence: Telephone Interview with Security Collator Joe Bryant on 05 
February 2018, Emails from Security and DCM Steve Dix's check of the Control 
Room dated 14 and 15 February 2018 and Photographs taken 17 January 2018 
(Appendix E) 

6.3.13 Whilst SC Bryant had not been present at the incident, he provided useful 
information about the complaints process a DCO would follow and the role of the 
security department in investigating complaints. He said that "/ have no recollection 
of that at all. If I had had this reported to me I would have reported it to a manager 
and dealt with the situation. This was not reported to me." He would have reported 
it to a manager and they would have asked for CCTV to be viewed and then 
spoken to the detainee telling them the behaviour was inappropriate and then there 
would have been some mediation. 
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6.3.14 He said that the security team had no direct access to CCTV and the cameras 
were in the Control Room. (I saw this for myself on a visit to Brook House IRC). He 
said the security officers would view the CCTV and create a timeline, identifying the 
detainees they could and then submitting their report to the security manager. The 
Incident Report had 16 boxes and the incident would have to fall into one of these. 
This should have been reported on an IR (factual). If this did not fall into an IR then 
it should be reported on an SIR (belief / suspicion). He had checked and there 
were none of either for Mr oasis l. SC Bryant checked and there was also no DAT 
observations. There should have been if the incident had been reported. 

6.3.15 In response to the water coming from detainees based in rooms 209 and 210, DCO 
Bryant checked the system and identified the detainees in those rooms. He said 
those in room 210 were known to be drug dealers. Neither were Mr5344- 11. 

6.3.16 Checks were also conducted for evidence of who checked the CCTV in August 
2017 that should have been available from the Control Room Log, to identify the 
managers involved. DCM Steve Dix said 'there is no information in the event log in 
the control room of an incident or specific details around the date. The CCTV 
viewing log book does not go back to August 2017.' 

6.3.17 SM Carrie Dance-Jones conducted checks on Mr L_P668_.! and the perpetrator 
D441 :for any IRs or SIRs and said, 'This name was also checked at the 

time and no reports were found. There is nothing to suggest that any water was 
thrown at anybody throughout the month of August 2017...There were no report of 
any kind submitted during this time, which includes SIRs and IRs.' 

6.3.18 Photographs taken on D Wing and the Control Room CCTV (photos 1-4) showed 
the netting and down onto the dining area. They show that the camera in the far 
right (near rooms 209 and 210) would have picked up the perpetrators. 

17 or 18 August 2017 — D Wing staircase 

6.4 Subjects of the Complaint: None identified 

6.4.1 Lcoropletnt was not about DCO Camara. It was about a security officer 
to whom Mr LD668._.! had made a verbal complaint and who had taken no action. 
He could not identify this officer. 

6.4.2 Witnesses: Mr [ D1249 1 and DCO Dember Camara — Summary of 
Interviews dated 17 and 31 January 2018 (Appendix C) 

6.4.3 Mr had been in Brook House IRC between June and December 2017 on C 
Wing. He had met with Mr in the association areas. He said that if 
detainees try to access each other's wings that they are taken back to their own 
wings. He remembered various incidents in i?‘t..kg_t.M_?017 but did not recollect 
anything regarding the altercation between Mr 1D668 ! and an Albanian detainee 
on D Wing staircase. 

6.4.4 Likewise, DCO Camara said that he had not witnessed any altercation between Mr 
L. D668 and an Albanian detainee on the D Wing staircase. He worked on C and D 
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Wings and described Mr: 000.111 as a "a quiet man who made a lot of complaints. 
DCO Dember had got along well with him. The complaints would be things like he 
wanted to access the office and it might be closing time, so only emergency items 
were being dispensed. The complaints were of general things." 

6.4.5 In response to MrL_D668_: account of what happened on the stairs, DCO Dember 
said he had not seen a detainee shove MrL_pW. on the shoulder as they passed 
on the stairs. He said nobody purposely blocked the stairs, they might have their 
backs to someone coming behind them and might be unaware. Mr had 
raised no complaint with DCO Dember_pbout. one of the Albanian detainees. In 
response to L._ D1249 ! being Mri._._.13668_. _;friend who blocked the Albanian 
detainee, DCO Dember said that was on C Wing and not D 
Wing. He said "you need a reason to access a wing that is not your wing, another 
way of stopping drug handovers. They had association areas (IT, courtyards etc) 
for detainees to mix." This further confirmed that detainees would only access their 
own wings. 

6.4.6 DCO Camara said that he had not told that an Albanian was a 
trouble-maker. If that had happened, he would have spoken to both detainees and, 
not just said that. It did not happen. He had not seen a detainee push MrL._9.6 ._.! 
on the stairs and the stairs were so dry, if he had been pushed he would have 

_ fallen. If Mrl._.pq6p._.! had told him or he had seen this, DCO Dember said he would 
have completed a SIR and referred this to the manager of the wing. If someone is 
bullied then the DCO would open a booklet and monitor this. DCO Dember said if 
he had witnessed a detainee push then DCO Dember would have 
recorded this. He had checked DAT but there was no entry there by him or any 
other officer. 

Other Evidence 

6.4.7 There were no IRs, SIRs or DAT records about the incident. Given the passage of 
time there was no CCTV available. The CCTV cameras were viewed and these 
showed D Wing stairs, however the view of the stairs is obscured and limited. It 
does not show the entire staircase. It would not show the incident described by Mr 

D668_.

6.4.8 The booklet DCO Dember referred to is covered in the Gatwick IRC Violence 
Reduction Strategy. This states, 'Gatwick Immigration Removal Centres are 
committed to creating a safe environment free from fear of abuse, harm and 
violence. Detainees, staff and visitors can safely report unacceptable behaviour 
using the complaints procedures and the Safer Community Telephone line.' 
Detainees can also 'speak to G4S staff, complete a bullying form (found on Wings 
and general areas), complete a HO complaints form and speak to the Independent 
Monitoring Board (IMB). Staff should report any complaints of bullying to Wing 
Managers / Oscar 1 or 2 and complete IR and SIR reports and an anti-bullying 
report.' 

6.4.9 It states that 'verbal abuse, insults or threats will be consistently challenged in a 
constructive way, acknowledging the need for communication.' Gatwick IRCs try to 
understand the causes rather than allocate the blame. Perpetrators will be 'left in 
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no doubt that their behaviour is unacceptable and will not be tolerated or sustained. 
We will always seek for a reasoned change in behaviour rather than retribution...' It 
states, 'perpetrators may be challenged and subject to warnings, a move to the 
Care and Support Unit (CSU) or off the Wing altogether...' There is a whole section 
on staff responsibilities to calm and mediate the situation and a checklist to cover 
with the perpetrator. 

20 August 2017 — Visits Area 

6.5 Subject to the Complaint: DCM Darren Tomsett — Summary of Interview on 29 
January 2018 (AppendiX B) 

6.5.1 On 20 August 2017, DCM Tomsett had been on the roster as the DCM for A and B 
Wings but was in the Visits area. He had no idea why he would have been in the 
Visits area unless he had been looking for a detainee and could not remember 
being there. He said that he could be anywhere in the centreanddid not necessary 
stay on the wings. He could not remember searching Mit_.D668 . :or even who he 
was. In response to whether as a DCM he would search a detainee, DCM Tomsett 
said it was August 2017 when he had started to act up as a DCM. If he had 
searched a detainee it would have been because the area was short staffed. He 
was told there were five DCOs on visits that day and he was a DCM covering A 
and B Wings. DCM Tomsett said he rarely worked in Visits as he was a residential 
DCO and then DCM. 

6.5.2 In response to Mr: D668 i saying everybody knows Darren Tomsett is "a racist and 
he had been nervous when he saw you in visits" DCM Tomsett said he had been 
accused of being a racist a number of times. He was told this was because he was 
doing his job. He could not remember who had said this to him. He had never been 
racist and certainly not in the centre. He was not happy Mr [ ._D668 had accused 
him of being racist. He was doing his job and sometimes detainees did not like the 
answers he gave them. It was a stressful, tiring environment and detainees could 
get upset and agitated quickly. He dealt with people from different cultures and 
nationalities. Around the centre he could be speaking to a detainee who does not 
like what he is being told about rules and procedures and calls him a racist. He 
said "it is a loose term that is thrown around in there" by detainees against staff. 

6.5.3 In response to Mr L5:1668._.: saying DCM Tomsett had said "come here in an 
aggressive way" DCM Tomsett said he could not remember the situation and was 
confident that he would not have said it this way. If he was in front of him he would 
not need to say come here. He would have been asked "excuse me, would you 
mind coming to me for a pat down search." A pat down search would be done 
every time there was a visit both to the visit and on the way back. He could not 
remember this or when he had done a pat down search in Visits. He would still do 
the DCO role when a DCM to assist the DCOs. 

6.5.4 In response to DCM Tomsett being described as being "very very rough, 
aggressive when he searched him and as he moved down his body he was 
squeezing him as DCM Tomsett moved down his body," DCM Tomsett said he 
would never be like that. The squeezing was described to DCM Tomsett as his 
fingers and thumbs push together as he moved down Mr ::::7;Te.W:Ts body. DCM 
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Tomsett said a pat down search would entail "a run across the outline of the arms 
and run down the side of the torso and then the legs and when the person turns 
round I used the back of my hands down the back and across the buttocks and 
down the back of the legs. You cover all areas not just pat certain areas." 

6.5.5 DCM Tomsett said he had never done squeezing to anybody he had searched. He 
described a level A search as "start with the head turning and search around the 
collar and across the shoulder and then down each arm. Back of hands down the 
front. Palms down the side of the body. Check around the waistband and run palms 
down side of the legs. The back of the hand down his back and across the buttocks 
and the back of their legs. They would take the shoes off and these would be 
checked. A metal detector may also have been used. He usually worked on the 
wings and not on Visits." 

6.5.6 In response to Mr [116i1011feeling abused by how he had touched his body, DCM 
Tomsett said he had to touch his body to do a search. He would have been told he 
would be searched. In response to other officers doing the search in a gentler way, 
DCM Tomsett did not know how to answer that. Other officers may not like to 
search and may do in a lighter way. He would do the usual search he would do. 
There would have to be some contact to check for concealed items. He had had no 
complaints about his searches. 

6.5.7 In response to Mr_. D668 _;saying he had challenged the search and DCM Tomsett 
had told him to shut up because he was doing his job, DCM Tomsett he would not 
have told him to shut up. He would have said he was doing his job but not to shut 
up. In response to.afemale DCO being present and "knowing what you were like" 
had told MrLpssai to come through for his visit to move Mr ili*V.11 away from 
what was happening (the aggressive search) DCM Tomsett did not know what to 
say about that comment. 

6.5.8 Witnesses: DCO Gayatrri Mehraa and Mr I D500 

6.5.9 None of these witnesses provided evidence even after various approaches. 

6.5.10 Other Evidence: Roster for 20 August 2017 Email from HRM Michelle Fernandes 
dated 15 January 2018 and Complaint dated 06 June 2017 from another Detainee 
(Appendix E) 

6.5.11 There was no CCTV available or IRs, SIRs or DAT records made regarding this 
incident. DCM Tomsett had been on duty as a Wing Manager covering all 
residential wings (A-D) according to the rosters. There were five DCOs on duty in 
the Visits area so no reason for DCM Tomsett to be present. HRM Fernandes 
stated that there had been no misconduct issues with DCM Tomsett. 

6.5.12 There was a complaint from a detainee, signed by seven other detainees, referring 
to DCM Tomsett as being 'aggressive' and 'discriminating against Black Africans 
and Afro-Caribbean' detainees. This was investigated by Brook House Race 
Relations and Diversity Manager (RRDM) Conway Edwards on 01 July 2017. He 
spoke to three of the seven detainees remaining in Brook House IRC and said 'one 
of whom stated that he had not really had any issues with the officer in question. 
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Another said the only issue he had had was when he went to use the fax machine 
and was told to use another, he did not have an issue with this but felt the way the 
officer spoke was not nice and he went on to say he was not approachable like the 
other officers. The other detainee explained that he had observed many issues with 
the officer; he could not give any specific examples but stated that he would not 
ask the officer for anything and would rather see a different officer.' RRDM 
Edwards had also checked for SIRs / IRs and DAT entries and found none. 

6.5.13 His conclusion was 'having carefully considered your statement, the officer's 
statement and those from other detainees, I have been unable to find sufficient 
evidence to support your claim regarding the officer's conduct. The officer was 
asked questions on each point raised in your complaint and answered all, with 
good reasoning, which appeared to be very logical. As before, unless you are able 
to provide me with actual evidence that the officer's conduct was as you had 
stated, then I am unable to uphold this final aspect of your complaint.' 

6.5.14 Checks with Detainee Escorting and Population Management Unit (DEPMU) 
showed that since September 2017 and the earliest records held, there had been 
one complaint about DCM Tomsett. This had been investigated by PSU and the 
complaint unsubstantiated. 

6.5.15 Checks with G4S, showed that between October 2015 and December 2017 there 
had been 16 complaints. Of these, nine had been regarding his conduct. These 
had been investigated by G4S (seven) and PSU (2). All had been found 
unsubstantiated. 

13 September 2017 — Lock Up on D Winq 

6.6 Subject to the Complaint — DCO Bonnie Spark — Summary of Telephone Interview 
dated 22 January 2018 (Appendix B) 

6.6.1 DCO Spark could not remember Mrt_.pwu She said that this incident had been 
the week after the Panorama programme had been aired so they had been 
covering every wing. She usually worked on reception. DCO Spark said that D 
Wing had about 120 detainees who had to be locked up by 17:00 hrs. There are 
two or three officers who do this. If she had told Mr I:2*C to go behind his door it 
was because all detainees had to be behind their doors by 17:00 hrs for roll count. 

6.6.2 She could not remember anything about any argument with Mri._._P_c_c8._.J about his 
not being in his room for lock up. She said it was "very unlikely" she would have 
referred to a previous incident on the Wing, because she did not work on the Wings 
regularly. DCO Spark said if Mr Lp668! had said he was on the phone to his 
solicitor then she would "allow them an extra couple of minutes just to say look I'll 
call you back later." 

6.6.3 In response to Mr saying she was shouting when she said this to him, 
DCO Spark said "no I don't think I would have been shouting at him. I've done the 
job for four years now. I know how to be professional." She said if you raise your 
voice they raise theirs and things escalate. In response to the female colleague 
saying that DCO Spark and Mr Lp6.6p. j had exchanged words but she did not 
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know what about, DCO Spark said "I honestly don't recall the incident." 

6.6.4 Witness: DCO Ann Murrey — Summary of Witness Statement and Telephone 
Interview dated 22 and 23 January 2018 (Appendix C) 

6.6.5 DCO Murrey said that she had been working on B Wing aprisl_ml.D._YV.Ing but that 
she could have been covering D Wing. She remembered was not 
happy with DCO Spark telling him to stop playing pool and I think he was chatting 
on the phone as well and they exchanged words. I do not recall the words they 
were saying to each other as I was busy locking up.' In interview she said, "he was 
just mad at her and he said something and they exchanged words. His face was 
not happy at all. He was firm in his response. It was possibly something about him 
being on his phone. Mr Lps.6.8._ jhad been stood near the pool table. DCO Spark 
had responded "you need to get in your room for roll count" Words had been 
exchanged again but by this time she had moved away to lock detainees in their 
rooms." 

6.6.6 In response to what concern she had had about Mr ESOKII firm response to 
DCO Spark, DCO Murrey said "they were just talking to each other. He was saying 
I need to finish my phone call and she was saying you need to get behind your 
door. Both firm with each other." In response to what concerns DCO Murrey had 
with how DCO Spark was talking to DCO Murrey said that DCO Spark 
was "just really firm with him." In response to her witness statement saying DCO 
Spark is 'very straight and direct with detainees' she said that DCO Spark would 
"tell them what they need to do and it's up to them. Very straight and direct." In 
response to any concerns DCO Murrey has with this, she said "sometimes there is 
not enough negotiating being done. This is probably what happened this time. They 
were both hitting off each other. One was asked to do something the other did not 
want to do it. There probably should have been more negotiating." This is probably 
what upset the detainee. 

6.6.7 In response to Mrs 1*alijsaying that DCO Spark had spoken to him very rudely 
when they had been speaking, DCO Murrey said "sometimes she can be a little bit 
rude in her comments, very direct and not thinking what she is saying. Because 
she is young, MIL. D668 may have expected more respect" DCO Murrey said she 
had no concern that she was racist. This was her manner with everyone. In 
response to Mr[._.1*.i._._j saying he had asked a female colleague of DCO Spark to 
tell DCO Spark to stop shouting at him because he was not a child, DCO Murrey 
said Mr E.I6112:1 had not said this to her. 

16 September 2017 — Care Officer Review 

6.7 Subject of the Complaint: DCO Elizabeth Avery and DCMs Dave Aldis and Michael 
Yates — Summary of Witness Statements dated 31 January, 5 and 15 February 
2018 (Appendix B) 

6.7.1 DCO Avery could not remember speaking with Mr ::::j50-0111 but said that she did 
Care Reviews daily with many detainees. She said that if any concerns were raised 
that she would raise these with the Wing Manager and this could have been DCMs 
Michael Yates, Steve Dix or Hafiz Akhtar. She would also make an entry on the 
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DAT system. 

6.7.2 Given the note on the DAT system stated she had raised the concerns with DCM 
Dave Aldis, he was asked what action he had taken. He said, 'the officer who 
inputted the information would have had a unit manager on shift who would have 
been their first port of call for this type of issue. I cannot say if I did or did not help 
this detainee, however if I was informed of this situation I would have spoken to the 
detainee to understand his issues and the best way in which to support him 
through his time at Brook House and to ensure he was located in the most 
appropriate accommodation.' 

6.7.3 DCM Yates had been the RM for that week and he could not recall any referral. 
Checks on the roster suggested the DCM was DCM Purnell he had not responded 
to a written request by the time of this report. 

26 or 27 September 2017 — Complaint about Theft from Room 

6.8 Subject of the Complaint: DCMs Darren Tomsett and Michael Yates — Summary of 
Telephone Interview on 29 January 2018 and Witness Statement dated 15 
February 2018 (Appendix B) 

6.8.1 Given Mdi11.64ill did not state he had reported this to 'Darren Torrisettlit was 
assumed that the incident occurred on 27 September 2017 and Mr l_._P§§? ._j had 
reported the theft to DCM Yates. This assumption was borne out. DCM Tomsett did 
not remember the incident. 

6.8.2 DCM Tomsett said "thefts were not sanctioned. He said sometimes detainees 
would want you to check the theft other times they wouldn't. Sometimes they would 
ask for CCTV to be checked. Officers would ask for what items were missing and 
they could be . vpry vague." He did not remember the incident or the conversation 
with Mr Li:mt . j DCM Tomsett said that a director would have to authorise the 
checking of CCTV. In the past he would ask the detainee for times and what had 
been taken and where it had happened. He said the doors are open during the day 
and people are in and out. There had been a number of theft allegations. DCM 
Tomsett said the detainees each had a lockable locker under their beds and could 
secure items in their property at reception. The locker is big enough to put in his 
legal papers. 

6.8.3 DCM Yates could not remember this incident. 

6.8.4 There were no IRs or SIRs completed. No CCTV was available given the passage 
of time. 

17 July and 07 September 2017 — Healthcare 

6.9 Subjects of the Complaint: Unidentified 

6.9.1 The investigation has been unable to identify the healthcare member of staff who 
was allegedly rude to Mr Elifje4i1j, based on the dates and descriptions provided:
Healthcare Assistant (HA) Denise Wise had left and did not fit Mr j_.:.:D668:.:.1 
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description. A Portuguese DCO had covered healthcare but she had left Brook 
House IRC before Mr 1,11617.larrived. It was not either of these staff. 

6.9.2 Witnesses: Clinical Lead Sandra Calver and Nurse Grace Sihlali - Summary of 
Interview on 18 January 2018 and Email dated 15 February 2018 (Appendix C) 

6.9.3 CL Calver said that there was no member of healthcare working on each of these 
dates that matched the description provided by Mr L_P6.68._. j The only person 
working on both dates was Healthcare Assistant (HA) Denise Wise who was 'white, 
British.' She no longer worked at Brook House IRC. CL Calver provided an 
overview of the healthcare at Brook House IRC. 

6.9.2 Nurse Sihlali had been working on 07 September 2017 and she had seen Mr 
D668 as stated in his medical notes for that day. She said the nurse open clinic 

opens at 09:30-11:30 hrs for detainees who want to see the doctor. There could be 
one nurse and one healthcare assistant operating the nurse clinics. This happened 
once. There should be three nurses and a healthcare assistant. The healthcare 
assistant would attend admissions and contact the nurse if she was unclear of any 
medication. The nurse would then attend to assist. This clinic is open unless there 
is a medical emergency, in which case the nurses would attend this as a first 
responder and the clinic would close. 

6.9.3 In response to Mr D668 ! coming to healthcare on 17 July 2017 and what she 
recalled of this, Nurse Sihlali said that she could not remember Mri D668 I and 
had had to look at her notes to know anything about him. She said Thdliffe- door 
should not have been closed unless there had been a first response and staff had 
responded to this. She said there had been some time when a lot of detainees had 
been on Spice and healthcare had been called out to a lot of different sites. Or 
there could have been a call after a fight and again they would respond and the 
clinic would close. Other than that the door would be open. 

6.9.4 Nurse Sihlali said they would allow six detainees into the room at a time. She said 
the healthcare assistant would cover the door and as one leaves she would allow 
another one in. There were times when the detainees were aggressive towards 
staff and they did not have an officer in healthcare, so the number was restricted to 
six at a time and the door was locked with a healthcare assistant covering the door 
and as one leaves, she would let one in. There were six chairs and one of the 
detainees would be in the room with the nurse. 

6.9.5 In response to the healthcare assistant asking why MrLp668._. was there in front of 
the other detainees and they should not because it was confidential, Nurse Sihlali 
said that on arrival the detainee would be asked why they were there to establish if 
they were there to see the nurse, doctor, dentist or mental health team. They could 
be there late for their medication. Confidential information would only be discussed 
once they entered the treatment room. 

6.9.6 Nurse Sihlali said that on 07 September 2017, the time that she started writing on 
theugem. was recorded automatically by the system so she had started writing on 
MriL. D668 ._.! record at 11:47 hrs when she reviewed his notes as he entered the 
room. When she actually saw Mr[ 13668 ;for his consultation that was the time that 

23 

OFFICIAL - SENSITIVE 

HOM002748_0023 



OFFICIAL - SENSITIVE 

she wrote her notes (11:49 hrs). She said that as long as he arrived at the clinic 
before 11:30 hrs then he would have been able to see a nurse. On this day there 
may have been a delay and that was why he was not seen until 11:47 hrs. They 
would not tell detainees to leave at 11:30 hrs if they had not been seen, just 
anyone arriving after 11:30 hrs would be sent away. He must have been there 
before 11:30 hrs, given he was seen. 

6.9.7 Nurse Sihlali said that at times they were "way behind with appointments and no 
way could we make an appointment unless it was urgent. The only time we would 
make an appointment would be for the following week. If he said he had chest 
pains that is different and the doctor would see him." She had assessed his 
stomach symptoms and that he could wait until the next week. She said he could 
take Paracetamol to deal with the symptoms until he could see the doctor. If the 
Paracetamol was not working, he could take Ibroprofen in between. She had 
reviewed his notes for when he had taken Paracetamol and could see that he had 
not taken any so advised him to do so. She said the doctor could not see 450 
people with a headache and the Paracetamol could treat it and if it continued they 
would have their doctor's appointment. 

6.9.8 In response to MrLD668 J saying that he had tried to access healthcare on 07 
September 2017 but the door had been closed, so he had tried to enter and then 
had gone away and not seen a nurse so the medical record was wrong, Nurse 
Sihlali .said she could not write a note without seeing someone. She said that Mr 
L .D668 .jwas lying. Nurse Sihlali said she had no reason to lie because she did not 
know he would complain. He was not telling the truth. 

6.9.9 In response to the description of the person who had opened the door on 17 July 
and 07 September 2017 as "Spanish / Portuguese, dark brown hair, 10 Wilkinson's 
height" Nurse Sihlali said the only person was called Maria but she had tinted hair. 
Another one was not tall, not Spanish and had brown hair (Denise Wise) but she 
was a healthcare assistant had left...The only Spanish name was Maria Lourdes 
but her hair was not like 10 Wilkinson's. It was a tinted blond. She was early 30s 
and slim. She still worked at Brook House IRC. The staff on the 07 September 
2017 did not include the name Maria Lourdes. 

24 and 28 July — Rule 35 Assessment and Follow Up 

6.10 Witness of the Complaint: Dr Saeed Chaudhary — Summary of Interview (Appendix 

6.10.1 Dr Chaudhary had been at Brook House IRC since February 2017. In January 
2017, he had attended Home Office training on Rule 35 and discussed body maps 
and affects on continued detention. He said it "was vague who should make the 
decision. Should it be the GP or the HO? He said the decision should be the HO so 
the R35 reports he does are factual and not subjective." 

6.10.2 Dr Chaudhary had a vague recollection of Mr D668  but no specifics. Of Rule 35 
assessments he said that he "always approached the R35 by documenting what 
the patient says to him, probing for more details if he thinks that is needed. He 
would then do an assessment of scars on the body and refer back through medical 
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notes to check for any mental health issues and then they would say if someone 
was a victim of torture or not. He would not do the Rule 35 assessment if he did not 
think that they were a victim of torture." 

6.10.3 Dr Chaudhary said that he typed the account into the medical record (13:48 hrs on 
24 July 2017) as MC.15.41.11; was giving his account. This was then copied into the 
R35 assessment. He said that he allocated 45 minutes for a R35 assessment and 
that is sufficient. He said PT means patient. Dr Chaudhary had not seen the copy 
of the HO report. He said of section 5 that he does not use a body map. He says 
that he can describe a scar better than show on a body map and he did do so in his 
assessment. 

6.10.4 He said that he was given this advice at the HO workshop in January 2017 when 
they had raised issue that they were time consuming. He was shown slides from a 
2015 HO workshop as a guide but was unable to confirm if this had been the 
presentation from his workshop. The HO had not asked him to complete body 
maps throughout the time he had been completing R35 assessments. If he felt one 
was needed he would complete one. He said that the HO should not take a 
negative inference from the lack of a body map and the R35 report by the HO did 
not as it mentioned the scars. 

6.10.5 In response to why Dr Chaudhary had not completed an assessment at section 6 
of the 'impact detention is having on the detainee and why, including the likely 
impact of ongoing detention' Dr Chaudhary said "often it is a very tricky question to 
answer and often the way I do it is if there is something to offer I put it down. If they 
is nothing to say I don't put it down. You can never predict what ongoing detention 
is going to do to a detainee. The question itself has me questioning whether I 
should be putting something down. I don't know what the ongoing detention is 
going to be like. The detainee could suddenly become unwell because of the 
ongoing detention or they get failed R35 and become very unwell. It is difficult to 
predict. If I haven't written anything that means that there wasn't anything to write. 
Rather than put anything negative down, I would rather leave it blank. The HO has 
the opportunity to write back to me to clarify..." 

6.10.6 He confirmed that if he felt the continued detention would have an effect on Mr 
i D668 :then he would have written this in the assessment. He could not predict 
the effect of continued detention so left this blank. Detainees and solicitors could 
submit separate letters about depression and the HO send these to the doctors for 
comment. If he felt that a detainee was not coping in detention, he would not 
complete a R35, he would complete a Part C for the detainee's ._release. Dr 
Chaudhary said the fact he had not completed a Part C for Mil peq8._. j meant he 
had not had concerns about the continued detention. He said stress and anxiety in 
detention is natural. In response to the interpretation of this in the HO R35 report, 
Dr Chaudhary said that the HO had interiKtted his lack of response as he intended 
i.e. that he had no concern about Mr1._. D668._. (continued detention. 

6.10.7 In response to Mr j asking Dr Chaudhary on 28 July 2017 (next 
appointment) why he had not completed the body map or the impact of detention 
sections and for him to do so, Dr Chaudhary said "I don't know. If it is not 
documented I can't recall it from the conversation. The only I thing I know what 
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happened in that consultation is written down. Not everything we discuss goes into 
medical notes. We have a 10 minutes conversation but the notes are not 10 
minutes long. It is only a summary. If he had said in passing about not doing the 
body map I might have said oh body maps are not required...he made a big point 
that I must do a body map because the solicitor said then I would put it in the notes 
and my explanation." 

6.10.8 In response to what he would have said about why he had not commented on the 
continued detention, Dr Chaudhary said. "I don't think he asked that question...no 
detainee has asked me that question. I would remember if it had happened." Dr 
Chaudhary said that the HO should make the decision and not the doctor. He does 
not want to comment and this have a negative effect on the detainee. He did not 
want to comment that there would not be an impact by continuing detention 
because that was a decision for the HO, taking into account all factors. The clarity 
of who made the decision was a "blurred line." 

Other Evidence: Mrs  Dies Medical Notes, the Rule 35 Assessment dated 24 
July 2017 and Rule 35 Decision dated 25 July 2017 (Appendix E) 

6.10.9 The medical notes recorded Mr [.16iii] attended the nurse clinic on 17 July 2017 
and requested a Rule 35 Assessment and this was booked by Nurse Carol Reed. 
Nurse Sihlali said Nurse Reed was not Portuguese or Spanish. The assessment on 
24 July 2017 stated the information provided by Mr ._.S4.; to Dr Chaudhary about 
his abuse in Cote D'Ivoire. The appointment on 28 July 2017 recorded that Dr 
Chaudhary placed Mr11:10ill on Ltrni2iini-yrriti. On 06 September 2017, Dr 
Chaudhary saw Mr Loses ! and increased his medication dosage. Early on 07 
September 2017, Nurse Dankwaa-Akowuah saw Mr Lp668 j on the Wing and 
advised he attend the nurse clinic for stomach ache.. Later on 07 September 2017, 
Nurse Sihlali recorded her appointment with Mtp668 

6.10.10 The Rule 35 Assessment completed on 24 July 2017, stated the Detainee's 
Account as recorded on the medical notes. Under Section 5: Relevant Clinical 
Observations and Findings Dr Chaudhary had noted the scars he had seen. Under 
Section 6: Assessment, Dr Chaudhary noted 'his scars may be due to his account.' 
There was no comment on impact detention is having on the detainee...It was a 
very brief report. 

6.10.11 The Rule 35 Decision stated `no body map had been provided with this report 
although the Medical Practitioner has noted the following...' and scars are listed. It 
then states, 'although it is accepted that you are an adult at risk, it should be noted 
that the MP has not indicated that a period of detention is likely to cause you harm.' 

6.11 IT system at Brook House IRC (Appendix C) 

6.11.1 Residential and Regimes Manager (RRM) Juls Williams stated 'Detainees have the 
opportunity to print straight from their websites/e-mails to the computer in the IT 
room. If the Printer is not working for some reason then, they can send it to welfare 
for printing. If the IT is down and they wish to print, as long as it is directly to do 
with their case, they want to return home (or purchase a ticket), applying for 
Bail/Appeals/TAD or require information on the country they are returning to, then 
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they can go to the Welfare Office or Residential DCM office, who will allow them to 
print off the information they require. However this would not be available for 
general browsing or catching up on their e-mails as this would take up 
Welfare/Residential DCM full time . 

6.12 Toilets and Lock Up in Brook House IRC 

6.12.1 All rooms have a retro-fit toilet, which is shielded for privacy by a curved wall and a 
sheet of velcroed material across the doorway. G4S acknowledged that some 
curtains were previously missing which would mean the user could be seen, 
however all curtains have recently been replaced during a refurbishment of the 
rooms. 

6.12.2 During the review of detainee complaints for April, May and June 2017, only one 
formal complaint about sharing a room with two other detainees was identified and 
there were two complaints about the toilet. Staff acknowledged that some 
detainees do not like sharing a room with two others, while others like to share with 
two friends. However good the ventilation, and it was reported as poor by 
detainees, it was likely that sharing a room with 2 detainees with a toilet in the 
room would cause a level of discomfort. 

7. CONSIDERATION OF EVIDENCE AND CONCLUSIONS 

7.1 Allegation 1: that on 29 June 2017, prior to leaving his room, DCM_Tomsett 
was rude to Mr  D663 - -saying "pack your stuff and get out!" Mr [ o668  was 
later mocked by G4S officers when he returned to Brook House IRC 
reception following a failed removal. 

7.1.1 Whilst DCM Tomsett could not recall this incident, the roster showed that he had 
been a wing officer on the Induction Wing (B Wing) on 29 June 2017. He said that 
Mri osss would have remained on B Wing in readiness for his removal. So, both 
were on B Wing at the time of the alleged incident. 

7.1.2 Mr L-..:!SWIT: said himself that he had been told to pack his belongings at 08:00 hrs 
by a DCO and had remained in his room. He had then been told a second time by 
DCM Tomsett at 10:00 hrs and when he had asked for more time had been told 
"get your stuff and get out there." 

7.1.3 Given the IS.91 showed that Tascor had collected Mr iiii;1411. ..] from Brook House 
IRC at 10:30 hrs for his 16:15 hrs flight to Cote D'Ivoire, it is reasonable to assume 
that he needed to be in the discharge area rather than his room. Mr[1:61611 asking 
DCM Tomsett to wait a minute given the timescales could have escalated the 
situation to the point that DCM Tomsett felt he had to be direct to encourage 
compliance. 

7.1.4 However, the fact is Mr raii. -Lisaid that this happened and he had felt "shocked" 
about the manner in which he had been spoken to. DCM Tomsett could not recall 
this incident. There were no witnesses. Given there was another incident between 
the pair on the Visits corridor, this will be held in the balance and considered 
alongside the other complaint. 
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7.1.5 The Movement Order (MO) was cancelled at 15:43 hrs. and Mr ossa f was 
signed back over to Brook House IRC responsibility at 17:30 hrs. The roster 
showed DCOs N Simmons, N Timms, D Bulled and a female DCO M Cunnin'ham 
on duty. 

7.1.6 All the reception officers were consistent in their accounts in relation to not 
remembering Mt_pw._j or the event and given this was eight months ago this 
was accepted as .areasonable response. They were consistent that the behaviour 
described by Mr1._. pcq8_ .j would be "weird" given there were often failed removals 
so it was a normal occurrence and would not affect such a response as "oh he's 
coming back." I was satisfied with this response, being aware that detainees are 
often returned following failed removals. All said that other officers could have been 
present and made the comment but none had heard such a comment. I was 
satisfied from Mr evidence that it had been two male DCOs on the 
reception desks. 

7.1.7 However, the way in which MrL D668 j displayed his upset during interview was 
moving. He had had a very upsetting and stressful time during the attempted 
removal and described this in full. This could have affected his perception of his 
reception back into Brook House IRC. He was already very emotional on his return. 
I have balanced this with the fact that DCO Cunnin'ham was a witness and she 
raised no concerns regarding her colleagues' actions and two independent Tascor 
officers had been present as Mr arrived and recalled no incidents. I would 
have expected them to comment if Mr [ D668 had become more upset. I have 
also considered the officers' response to how upset Mri,D:10E1 said that he was 
about how he had been treated. On the evidence and to a balance of probabilities, 
I do not find that Mr was mocked by G4S officers when he returned to 
Brook House IRC reception following a failed removal. This allegation is 
unsubstantiated. 

7.2 Allegation 2: that on 12 August 2017, a detainee threw a bucket of water on 
Mr Miisin and his friend which he reported to a G4S officer but no action 
was taken. 

7.2.1 Although unclear on the date initially (he said Mr [11?-4-5i] provided the date 12 August 
2017) Mrs . was very concise about the actual incident and the officer he 
reported the incident of water pouring to. Mr riaiTi was consistent in the main about 
what had happened the day water had been poured on them both. 

7.2.2 DCM Harkness' evidence was mainly consistent with Mr and Mr  p668 i I 
was satisfied that on a date in August, detainees (s) had poured water from the 
second floor onto the diners below and a number of detainees and their food had 
been covered with water. These detainees had complained to DCM Harkness and 
he in turn had escalated this, fearing a repercussion of unruly behaviour and being 
new into the role. Some managers had become involved and spoke to the two 
perpetrators. They had decided to monitor the situation. The affected detainees 
had been told G4S were dealing with the incident. 

7.2.3 I accept DCM Harkness' rationale why the names of the perpetrators were not 
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disclosed to the group of rightfully angry, upset detainees. However, concerning 
was the lack of documentary evidence to support the incident had taken place, 
what investigation had taken place, the outcome and feedback to the 'victims.' This 
was unfortunate, given how clearly DCM Harkness was eventually able to 
recollected the .incident and the investigation that he said had taken place. DCM 
Harkness, Md_. PW _land Mr [6:4 were consistent that feedback had been given 
and whilst this was not what the detainees had wanted (i.e. not the perpetrator 
names) it was sufficient feedback and in line with the Violence Reduction Strategy. 

7.2.4 DSO 11/2014 states that Serious Incident Reports (SIRs) 'are written by any 
person who has information of value, in their opinion, to the security of the 
establishment. They are collected by the IRC supplier and are fundamental to the 
dynamic intelligence process collated within the establishment by the Security 
Department.' Given DCM Harkness' concerns that the incident could "instigate a 
further mass brawl" and he had been the officer approached by the detainees, he 
should have completed a SIR. He said that he had expected managers to do so, 
but the guidance is clear that it is up to anyone in the establishment. I do not 
accept DCM Harkness' reasoning about not completing the SIR form. 

7.2.5 SC Bryant provided advice from his role in security. He said that when security 
received a report, they would go to the control room and view the cameras. They 
would create a timeline, identifying the detainees they could and then submit their 
report to the security manager. The Incident Report (IR) had 16 boxes and the 
incident would have to fall into one of these; in this case, assault of a detainee. It 
was a factual account of something that had happened. The form guidance stated 
the first on scene (DCM Harkness) should have instigated the report. All others 
present (managers who attended) should have completed Incident Statements (IS) 
as witnesses. DCM Harkness should have completed an IS as well as instigating 
the IR. 

7.2.6 If the incident did not fall into an IR then it should be reported on an SIR as. a belief.
/ suspicion. SC Bryant had checked and there were none of either for MrL_P_c_c§._i 
SC Bryant checked and there was also no DAT observations. There should have 
been if the incident had been reported. The DAT record for Mr 1:215.6-q .11 made no 
mention of any events concerning water or indeed anything in August 2017. It was 
very sparse. 

7.2.7 DCM Harkness named one of the perpetrators so security was also asked to check 
his DAT record (Mr [a-Ai ). Worryingly, there was nothing there either. Exhaustive 
checks with the Control Room found the logs of who had viewed the CCTV in 
August 2017 as unavailable. Based on the evidence and to a balance of 
probabilities, I have found that none of the staff who attended the incident in 
August 2017 completed the requisite forms and records that they should have. No 
investigation of the incident was completed, given the absence of any documents 
to prove otherwise. 

7.2.8 Other than the establishment security procedures that had failed on this occasion, 
I also reviewed the Violence Reduction Strategy. This defined violence as 'any 
incident in which a person is, abused, threatened, or assaulted. This includes an 
explicit or implicit challenge to their safety, well-being or health. The resulting harm 
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may be physical, emotional or psychological.' The policy invites detainees to 
complain in a number of ways, one of which is to an officer. The officer should then 
make a verbal referral to the Oscar 1 and written IR and SIR reports. No-one 
documented MIL D668 j or the other detainees present accounts'. The officers and 
managers present breached this policy. 

7.2.9 It states 'all Gatwick staff will be trained to respond appropriately and confidently to 
any incident of physical violence. The level of intervention will always be 
appropriate to the incident.' The throwing of water onto the diners below was an act 
of physical violence that according to DCM Harkness, was capable of leading to a 
"mass brawL"This was still very vivid in the mind of DCM Harkness and I would go 
as far as to state the three managers who attended, given the numbers who did 
attend and yet it was not documented anywhere. 

7.2.10 I have looked at the level of intervention and the decisions made by the managers 
against the guidance and this states for victims, 'seeking help will be actively 
encouraged as positive and powerful action by anyone who may become a victim 
of violence at Gatwick. Detainees will always be given feedback on how the issues 
have been dealt with. Guidance to staff is 'always acknowledge complaints and 
grievances and, if possible, try and answer them. They may be totally irrelevant 
and not based on fact, but you may be able to suggest a solution or compromise 
.that isapcepted and, at the very least, you may be perceived as trying to help.' Mr 
L._.12@g_._; and his fellow detainees did seek help that day. They were given limited 
but sufficient feedback on how their concerns had been dealt with. 

7.2.11 In terms of the perpetrators the guidance states 'perpetrators will be left in no doubt 
that their behaviour is unacceptable and will not be tolerated or sustained. We will 
always seek for reasoned change in behaviour rather than retribution. As well the 
personal safety of victims we will respect that perpetrator's personal safety will also 
need to be respected and addressed. Perpetrator's will always be challenged and 
may be subject to one or several actions.' 

7.2.12 None of the actions open to managers were taken. No warnings were issued or 
any moves instigated. Feedback to the detainees was limited to we are dealing 
with it but with no visible action. 

7.2.13 On the evidence (or in this case lack of it) and to a balance of probabilities, I find 
that the complaint allegation that a fellow detainee threw a bucket of water on Mr 

D668 :and his friend, which he reported to a G4S officer but no action was taken 
substantiated. There was no written record of the event, how it was dealt with or 
how the complaint was responded to, suggesting the complaint was not responded 
to. 

7.3 Allegation 3: that on 17 or 18 August 2017, Mr L _P_668__: was allegedly 
assaulted by a detainee on D Wing staircase, which he reported to a G4S 
officer but no action was taken. 

7.3.1 Mr Ei5.616Ill stated that this assault, 'shove on the shoulder', had occurred on D 
Wing stairs. There was no CCTV, given it occurred four months prior to the 
investigation, however, the CCTV would not pick up such altercations as there are 
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areas obscured and blind spots on the staircase (photos 4 and 7 to 14) 

7.3.2 The detainee and his friends who had blocked and 'shoved' were not 
identified by Mr L D668 j so the only witnesses were Mr1._.o.v49.:  and DCO Camara. 
It is questionable, given the evidence and the regime that Mr1:0124111 from C Wing 
would have been able to access D Wing and at that exact time see any altercation 
and respond to it as alleged by Mr LiTieil3 Mr Lcriggis evidence bore this out. 
He was unable to give any consistent witness account. 

7.3.3 DCO Camara likewise. He had not witnessed a detainee on D Wing stairs 'shove' 
Mr D668 !and had not commented as stated by Mr L. o668 1. He was one of the 
few DCOs who rec99flised given he worked on D Wing sometimes. He 
was aware Mr'  p6cs 1 would complain about general things, but had been 
unaware of any of the complaints being currently investigated. He described the 
SIR and anti-bullying policies he would have followed if he had been present during 
the alleged incident. I was satisfied that if DCO Camara had seen the incident he 
would have recorded it appropriately and mediated between the pair, as suggested 
in the Violence Reduction Strategy (paragraphs 6.4.7 and 6.4.8). WI_ D668_; was 
not complaining about DCO Camara's actions in any case. 

7.3.4 No IRs, SIRs or DAT observations were made in respect of this incident. Mr 
E.5.6.01:1 was unable to describe the security officer he had made his_ verbal 
complaint to. The two witnesses put forward were unable to support Mr 1_._Dees 
account. Without anything more and on the evidence and to a balance of 
probabilities, I find the allegation that on 17 or 18 August 2017, Mr [1.1)540.111was 
assaulted by a fellow detainee on the staircase, which he reported to a G4S officer 
but no action was taken unsubstantiated. 

7.4 Allegation 4: that on 24 August 2017, prior to a visit from his brother, Mr 
D668 iwas allegedly 'frisked extremely aggressively' by DCM Darren 

Tomsett and this intimidated Mri D668 

7.4.1 Mr osss identified DCM Tomsett as the officer on duty when he had had a visit 
with his brother. He was mistaken on the date. It was established from the rosters 
and the presence of DCM Tomsett and the description of the female DCO that this 
visit had been on 20 August 2017. There were five DCOs on duty. However, DCM 
Tomsett had been a manager at this point and not a DCO. He had been rostered to 
cover A and B Wings but said at this time he would sometimes be the manager for 
all the residential wings when short staffed and indeed on 20 August 2017 the 
roster supported he had covered four instead of two residential wings. 

7.4.2 It would then seem unlikely that he would be in the Visits area, given the wider than 
usual residential role he would have had that day. DCM Tomsett said that even as 
a DCO he had been a residential DCO and had rarely covered Visits. 

7.4.3 Two witnesses were put forward by Mr[1.1.1549.1.11but neither responded to requests 
for their accounts. There was no CCTV and given this had been four months after 
the incident, there would be little expectation of any unless an incident had been 
recorded by an officer. There were no IRs, SIRs or DAT observations recorded. 
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7.4.4 Mr 119-481.1 was adamant that the officer who had 'frisked him extremely 
aggressively' had been DCM Tomsett. He said that "everyone knew Darren 
Tomsett was a racist." Checks with DEPMU about complaints they had registered 
(since September 2017) for DCM Tomsett showed that there had been one of 
excessive use of force but this had been unsubstantiated in a PSU investigation. 
HRM Fernandes said that there had been no misconduct investigations for DCM 
Tomsett. 

7.4.5 There had been a detainee complaint in June 2017 alleging DCM Tomsett was 
aggressive and discriminated against Black African and Afro-Caribbean's. It was 
referred back to Brook House IRC by PSU as it had not met the threshold. RRDM 
Edwards investigated fully, speaking to the available detainees, DCM Tomsett and 
reviewing documents, of which there were none. He concluded there was 
insufficient evidence of such behaviour. The other six detainee complaints were of 
a similar nature, 'not friendly...aggressive...racist...unfair' and G4S investigated 
and found these unsubstantiated. As part of these investigations, PSU investigated 
a homophobic comment allegation and found this unsubstantiated. 

7.4.6 DCM Tomsett said that he had been accused of being a racist a number of times 
but had been told that was because he was doing his job. He said he had never 
been racist and sometimes detainees called officers racist because they did not 
like the answer the officer had given them. He said racist was a "loose term that is 
thrown around in there by detainees against staff." 

7.4.7 Indeed, a few of the officers interviewed across the centre were asked to comment 
on whether they had seen any verbal or racist abuse by officers towards detainees. 
They mirrored the sentiment and said the Panorama programme had heightened 
the use of the word and the threats by detainees towards officers that the 
detainees would say officers were racist both to get their own way but also to raise 
false complaints. 

7.4.8 Nurse Sihlali said the same. She said "detainees did not know the meaning of the 
word racist" Last week she had seen a detainee and his first words to her had 
been "you fucking big fat black bitch."She froze. He said "you don't know what you 
are fucking doing."Two detainees had been stood at the door and she had told this 
one to get out. These detainees had said that they would have beat this detainee 
up if he had laid a hand on her. The abuse andspitting

ev

wasat the officers and not 
by officers to the detainees. Nurse Sihlali was ilensitivefirrel antiand being abused for 
the colour of your skin is not nice. She said she has been called racist several 
times by detainees. She said "they use the word for effect. If staff say no then the 
detainee calls them racist. This word is used to get what they want. Young officers 
would often give what the person wanted so they are not called racist " 

7.4.9 I considered what Mr[714-678111had said about the way DCM Tomsett had spoken to 
him on 29 June 2017 and whilst DCM Tomsett's comment had been a direct 
instruction, I did not find that this had been racist as claimed. On the evidence and 
to a balance of probabilities, I find that DCM Tomsett was neither rude nor racist 
when he had told Mrl.._pw. to "pack your stuff and get out!" The allegation that 
he was (paragraph 2.1.1) and the findings at paragraphs 7.1.1-7.1.4 that were held 
in the balance are now unsubstantiated. 
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7.4.10 Even though I doubted that DCM Tomsett would be in Visits, given his extensive 
responsibility that day, I have still gone on to examine the alleged search, and 
compared this with how DCM Tomsett described a Level A search and the DSO 
09/2012 Searching and G4S policy on Social and Official Visits. 

7.4.11 Mr[113WCIs description was that DCM Tomsett had squeezed with his hands on 
Mr [ D668 j body as he had moved from the top to the bottom of his body. He had 
felt el5O-SICEle had questioned the search half way throughandDCM Tomsett had 
told Mr psss to shut up and he was doing his job. Md._.pc68._. said that he had 
been searched at Visits before and this had been gentle as the officer had touched 
his body and searched his pockets. 

7.4.12 DCM Tomsett said that a pat down search would be conducted. as. a detainee 
entered and left a visit. He denied the description provided by Mrt.pc6.8._.j and said 
that a pat down search would entail a run across the outline of the arms and run 
down the side of the torso and then the legs and when the person turns round, the 
back of the hand down the back and across the buttocks and down the back of the 
legs. He said you cover all areas not just pat certain areas. He said a level A 
search would start with the head turning and search around the collar and across 
the shoulder and then down each arm. He would use the back of his hands down 
the front. He would use his flat palm as he moved down the side of the body. He 
would check around the waistband and run his flat palm down the side of the legs. 
The shoes would be removed and checked and a metal wand may have been 
used. He was unfamiliar with the Visits process as he tended to work on the Wings. 

7.4.13 DSO 09/2012 states, 'the authority for the searching of detainees in immigration 
removal centres and short-term holding facilities and during escort is contained in 
paragraphs 2 and 3 of Schedule 11 and paragraph 2 of Schedule 13 to the 
Immigration and Asylum Act 1999 (the 1999 Act), and rules 7, 50 and 55 of the 
Detention Centre Rules 2001...Detainees should be searched on entry to and 
departure from the visits area in accordance with the searching procedures of each 
service provider...A 'level A rub-down search' is a search of an individual 
conducted by a single officer running their open hands over the individual's 
clothing. In addition, the individual removes their footwear for inspection. The 
officer inspects the individual's hair by hand and visually inspects the ears, nose 
and mouth. Hand-held metal detectors and metal detector archways may be used 
to assist in conducting the search.' (The level B search is the same but without the 
need to check footwear / hair etc). 

7.4.14 The Social and Official Visits policy confirms that 'the searching of detainees will 
take place in visits corridor hall prior to entering and when leaving.' 

7.4.15 Based on the evidence and to a balance of probabilities, I was satisfied that even if 
DCM Tomsett had been present on Visits and conducted the level A rub down 
search, which I have already expressed doubt about, then the search that he 
described to me was the level A rub search required for all visits_.Ityas not as 
described by Mr j D668 I have also taken into account Mr L. PC62._._1 intense 
dislike of being asked to submit to a search, as I witnessed this first hand when I 
interviewed him at Lunar House. Whilst it is acknowledged that the search process 
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could be found distressing to persons unused to this, such as Mr [1144811j, it is 
necessary for the safe and secure running of the centre. Not least given the 
opportunity for drugs and other items being passed during visits. The allegation 
that on 20 August 2017, Ivit_p6pc _iwas 'frisked extremely aggressively' by DCM 
Darren Tomsett is unsubstantiated. 

7.4.16 I have considered Mr assertion that the female DCO present (DCO 
Mehraa) knew what DCM Tomsett was like but did nothing about this as unfair. 
Whilst she no longer works for G4S and has not responded to requests for her 
account, she was a professional DCO and as such would have been bound by the 
Violence Reduction Strategy as well as her DCO certification. This states that 
'those working at Gatwick Immigration Removal Centre have a duty to treat all grades 
of staff, visitors and detainees with respect and dignity. All members of staff have a 
duty to report bullying whether it is a series of occurrences or a single incident.' 

7.5 Allegation_ 5: that Brook House officers informed the doctor not to complete 
Mr[._._.p6.6?._._.! Rule 35 Assessment fully. 

7.5.1 Mr 119668111 said that on 28 July 2017, he had questioned why the doctor 
completing his R35 Assessment had not completed the body map and the impact 
detention was having on him and the likely impact of continued detention. He said 
initially that the doctor had told him that the Home Office had told him not to 
complete these sections but when pushed that the Home Office knew doctors had 
not completed body maps for over 12 months and he, the doctor did not want to do 
the assessment on the affects of continued detention. 

7.5.2 Mr:_.pqqpi suggested that by not completing these two sections that the Home 
Office had taken a negative inference when they had completed his Rule 35 
decision. 

7.5.3 Dr Chaudhary said that ever since the HO workshop he attended in January 2017, 
prior to starting at Brook House IRC in February 2017, there had been an 
understanding that body maps added little and who made the assessment about 
continued detention "vague." He said the decision should be for the HO based on 
all areas and not just the doctor's assessment. On that basis, he did not complete 
body maps, feeling the listing of scarring as being as effective. He did not make an 
assessment about the impact of detention and by not doing so, the HO based their 
decision on the lack of comment meaning there was no impact. This was what he 
intended and what had happened in Mr t_._.P§91._.. 3 decision. He said if there was an 
impact, he would complete a Part C for the detainee's release from detention. 

7.5.4 He said that he might have said in passing to Mr ._. I:)W _;that body maps are no 
longer required. Dr Chaudhary said he had not been asked by Mr Lint.! or 
anyone why he had not commented on the impact of continued detention. 

7.5.5 DSO 09/2016 Rule 35 defines torture as, 'any act by which severe pain or 
suffering, whether physical or mental, is intentionally inflicted on a person for such 
purposes as obtaining from him or a third person information or a confession, 
punishing him for an act he or a third person has committed, or intimidating or 
coercing him or a third person, or for any reason based on discrimination of any 
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kind.' It states that the Medical Practitioner (MP) 'shall report to the manager on the 
case of any detained person who he is concerned may have been the victim of 
torture. The manager shall send a copy of any report under paragraphs (1), (2) or 
(3) to the Secretary of State without delay.' 

7.5.6 It continues that 'if the medical practitioner is concerned that a detainee may have 
been a victim of torture, they must submit a Rule 35(3) report. It is for the medical 
practitioner to decide if they have concerns in a professional capacity that a 
detainee may have been the victim of torture. The medical practitioner must always 
state clearly the reasons why they have concerns arising from the medical 
examination — specifically the medical evidence which causes these concerns, 
including all physical and mental indicators. Where there is medical evidence in 
support of an allegation, the medical practitioner must set out clearly all physical 
and mental indicators in support of their professional concerns. They must record 
any mental or physical health problems that are relevant to the torture allegation. 

7.5.7 Where possible, the medical practitioner should say why they consider the person's 
account is consistent with the medical evidence. The medical practitioner should 
consider whether the injury, health problem or other indicator may have other 
possible explanations which do not relate to torture. The medical practitioner must 
identify any medical evidence which may or may not be contrary to the account 
given by the detained person. 

7.5.8 Turning to the actual template report and the final assessment submitted by Dr 
Chaudhary, this showed that he had written down the account as provided by Mr 

D668 ;in Section 4. The next section asked for 'relevant clinical observations and 
findings and listed what was required. Dr Chaudhary mentioned the scars only. 
There was no request. for_ body map and no information provided by Dr 
Chaudhary regarding Mrl_._._pw._._.jmedical history and the fact that there had been 
no mental health concerns up until the point of the Rule 35 disclosure. 

7.5.9 The most concerning section was the assessment at Section 6. This asked for Dr 
Chaudhary's 'reasoned assessment of why, on the basis of the detainee's account 
together with his own examination and clinical findings, he was concerned that the 
detainee may have been a victim of torture. There was a list of areas to address 
including 'impact detention is having on the detainee and why, including the likely 
impact of ongoing detention.' Dr Chaudhary chose not to address any of these. In 
terms of why he had objective grounds for his concern he stated 'his scars may be 
due to his account.' There was no assessment about the continued detention or 
anything else. 

7.5.10 Dr Chaudhary said that the clarity about who made the decision about continued 
detention was a "blurred line." In his evidence he was quite clear that he did not 
feel that the decision about detention should be merely his and a clinical one. I was 
concerned about the lack of his comment being construed as an inference there 
was no concern. If so then just put it and take the 'mystery' out of it all. 

7.5.11 The DSO on Rule 35 was very clear, as was the assessment form and instructions 
Dr Chaudhary had in front of him. It is acknowledged that Dr Chaudhary is making 
a number of these assessments daily and his reluctance about making a clinical 
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assessment in case things changed, however that should not detract from the 
importance of the process or the individual before him. Medical Practitioners (MP) 
are asked for their clinical assessment because this is an essential part of the 
decision making process. Dr Chaudhary, as a MP completing the Rule 35 
assessment is required to give this and chose not to do so. I found that Dr 
Chaudhary's assessment of Mr E.6.q1:11 under Rule 35 was incomplete. It was 
unfair for Dr Chaudhary to assume that by not stating the impact of detention that 
an assumption of no impact would be made by the caseowner. 

7.5.12 Likewise, I was concerned that the caseowner had not queried the missing 
information and had just made her own assessment on an assumption that no 
impact stated meant there was no impact on continued detention. These will be 
addressed in recommendations. 

7.5.13 On the evidence and to a balance of probabilities, I find the allegation that Brook 
House officers informed the doctor not to complete his Rule 35 Assessment 
unsubstantiated. It was Dr Chaudhary who decided not to complete a body map 
and not to comment on the impact of continued detention and not Brook House 
officers or the HO as implied. 

7.6 Allegation 6: that on 14 July gocl.07.5eptember 2017, a nurse in healthcare 
had allegedly been rude to Mr! D668~y denying him access when the waiting 
room was not full and asking him to reveal medical details in front of other 
detainees. 

7.6.1 Whilst the member of healthcare staff described by Mr L. D6.68_. has not been 
identified, significant checks have been made with a Nurse who was present on 07 
September 2017, Nurse Sihlali. This was to check the process for detainees 
accessing the nurse clinic to determine if and when access would be denied, given 
it is a drop in facility. 

7.6.2 CLs Calver and Williams and Nurse Sihlali were consistent in their evidence that 
there is an open nurse clinic every day from 09:30-11:30 hrs. CL Williams provided 
a copy of the notice to detainees advising healthcare clinics and times. I was 
satisfied from this and Mrl_._.p66p._ j evidence that he was aware when he could 
access the nurse clinic. 

7.6.3 Mrraiiell said that the door had been closed on 17 July 2017 and he had had to 
argue with the healthcare staff to open the door, given there were six seats and 
one of these was available so the clinic was not full as claimed by the nurse. He 
had also arrived within the allotted time (11:12 hrs). His medical notes showed that 
he had actually arrived at 10:13 hrs, was seen by a nurse and requested a Rule 35 
and a GP appointment was made for 24 July 2017. Nurse Reed had seen him on 
that occasion. She was an agency nurse and not available. 

7.6.4 Nurse Sihlali had not been on shift on 17 July 2017, but she outlined the process in 
the nurses clinic. She said that because there was no DCO in healthcare and 
detainees had been aggressive with healthcare staff there had been a risk 
assessment and a decision made that only six detainees should be in the clinic at 
one time; five seated and one with the nurse. The healthcare assistant would cover 
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the door and as a detainee left another would be given access. The door might 
also be locked if healthcare staff had responded to an incident. 

7.6.7 The evidence showed that the healthcare assistant had been following an 
approved process and was not being rude but managing the number of detainees 
in healthcare. 

7.6.8 stated that the rude nurse had asked him why he had come to see 
the nurse and this had been in front of other detainees. Nurse Sihlali agreed that 
the specific health reasons should not be requested but the healthcare assistant 
would ask why the detainee was there to establish if the appointment was with the 
nurse, doctor, dentist or mental health team. The detainee could be late for their 
medication. Confidential information would only be discussed in the treatment 
room. 

7.6.9 Again, the evidence showed that the healthcare assistant was asking a routine 
question to establish which professional Mr1._.osss ! wished to see and not about 
his complaint, as she was required to do. It suggests that there was some 
miscommunication. 

7.6.10 Mt. pqqp j consistently stated that he had not entered the nurse clinic or seen a 
nurse on 07 September 2017 and instead had been refused entry again at 10:55 
hrs by the same nurse. He had become "very angry and simply left to calm himself 
down." He said that he had not seen the nurse or received any treatment. 

7.6.11 His medical notes showed differently. It was recorded by Nurse Sihlali at 11:47 hrs 
that Mr Lp66_; had seen her at 11:49 hrs complaining of stomach ache. He had 
not been happy to wait a weeklor._.Q .doctor appointment. She had advised 
Paracetamol in the interim but Mit_._P_@§!._._ihad said he had taken this. The records 
had not shown this. An appointment slip had been given. MrLosss 1 said that 
Nurse Sihlali was lying because he had not seen the nurse. 

7.6.12 Nurse Sihlali said that they had been "way behind on appointments and no way 
could we make an appointment unless it was urgent" She has assessed Mr 

osss i stomach symptoms and that he could wait a week for his appointment. 
Mri D668 ;could take Paracetamol and if this did not work Ibrupofen. On reviewing 
his notes, Mr L._.psstj had not taken any so she had advised him to do so. Nurse 
Sihlali said she could not write a note on the medical record without seeing the 
person. She had no reason to lie. 

7.6.13 Both MrED?WiTi and Nurse Sihlali were adamant that the other was lying. I have 
taken into account that Nurse Sihlali was a trained nurse and had been at Brook 
House IRC for almost _seven years and that a contemporaneous note had been 
.entered on to Mr [._._pw ._. imedical record. This note was about the condition Mr 
L_P@§.§._.! had complained about; stomach pain. I have also considered that Mr 
D5S-Silli had been advised to take Paracetamol earlier that morning when Nurse 
Dankwaa-Akowuah attended a call to Mr L PW _._.! room and Nurse Sihlali's 
comment that he had said he had but this was not recorded. On the evidence and 
to a balance of probabilities, I find the allegation that on_ 17  and 07 September 

L2017, a nurse in healthcare had been rude to Mr  D6681 denying him access 
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when the waiting room was not full and asking him to reveal medical details in front 
of other detainees unsubstantiated. The healthcare assistant appears to have 
been following the prescribed process. 

7.7 Allegation 7: that on 13 September 2017, Mr  D668 ;was allegedly spoken to 
very rudely by DCO Bonnie Spark during the lock up for the evening 
mealtime. 

7.7.1 MrI.11541:1 said that DCO Spark had spoken to him "very rudely" being told "just 
get back into your room now...don't do that anymore you saw me and you went 
away...that's theIpstlim9. I told you that's the last time. If you saw me you don't 
walk away." MrLIDW._. said that he thought DCO Spark had thought he had 
walked away intentionally but he had been speaking to his solicitor and had moved 
for a better signal. She had not listened to him when he had tried to explain. He 
had asked a female DCO to tell DCO Spark not to speak to him like a child and 
DCO Spark had said "get in right now. Get in right now." Mr [1:§11411 had said he 
knew he had to get in his room for lock up but DCO Spark could have said please. 

7.7.2 DCO Spark could not remember the incident and said she worked predominantly in 
Reception. She said this had been the week after Panorama aired sopfficers were 
covering every wing. She denied_that,she had been shouting at Mr1._.96.6?._.! given 
this could have caused Mr L.17) 13._. i to raise his and things would then have 
escalated. She was also professional and had been a DCO for four years. 

7.7.3 DCO Murrey had been present at roll count and said how they had to get all 
detainees in their rooms by 17:00 hrs for roll count. She said how detainees had 
continued playing pool, or went for a shower instead of doing this. She said how 
DCO Spark had told those playing pool and MI._ pcq8. ,4who was on the phone to 
get into their rooms. DCO Murrey remembered Mr L.q66?._1 being "mad at her 
(DCO Spark), said something and they exchanged words...both were firm with 
each other...both hitting off each other. One was asked to do something the other 
did not want to do it. There probably should have been more negotiating." DCO 
Murrey said DCO Spark `sometimes can be a little rude in her comments, very 
direct...because she is young Mr[. : may have expected more respect" 

7.7.4 Although the roster showed both DCOs on B and not D Wing (and DCO Murrey 
was certain it was B Wing where the incident occurred) the evidence of DCO Spark 
was that they were covering all wings. MrL2668._.! was definitely on D Wing so it 
would be reasonable to assume that the incident happened on D Wing as he 
alleged. Both DCOs had been on duty in Brook House IRC. 

7.7.5 The evidence showed that some of the detainees were refusing to return to their 
rooms, two DCOs were attempting to deal with this and it was nearly five o'clock. It 
is acknowledged that it could be frustrating for a DCO if detainees were ignoring 
requests to return to their rooms, an event that happened four times_a_clay;
however DCOs are trained to remain professional. I have accepted that MIL 
had a legitimate reason for his slight delay (phone call) however the centre rules 
are that everyone should be in their rooms by 17:00 hrs and this involves over 100 
detainees to two officers. Mr' p-616-011was aware of this. 
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7.7.6 DCO Spark was repeating her instruction and Mr [1:Sei1 was justifying his delay 
in response. The Violence Reduction Strategy provides guidance to staff on how to 
deal with verbal behaviour. It states, 'asking someone who is agitated or being 
aggressive to behave in particular way can be testing. Repeating requests in a 
calm and assertive way, even raising your voice, if necessary,_)§.pften very 
effective.' DCO Spark was entitled to do so to deal with Md._ pw_; who was, 
according to DCO Murrey very angry. 

7.7.7 However, when this was not effective and from DCO Murrey's evidence it had 
become an argument rather than a request then DCO Spark should have followed 
guidance and tried to negotiate to de-escalate the situation. The guidance states, 
'negotiation refers to the process of communication and involves bargaining, give 
and take, trading-off, and generally trying to reach some sort of compromise, whilst 
avoiding excessive conflict.' DCO Spark did not. 

7.7.8 I have taken into consideration that DCO Spark has been a DCO at Brook House 
IRC for nearly four years and was primarily based in Reception and only covered 
the Wings, however she was a certified DCO and as such would be aware of her 
responsibility to detainees and the professionalism required. HRM Fernandes said 
that there were no misconduct issues relating to DCO Spark. On the evidence and 
to a balance of probabilities, I find that DCO Spark did speak to Mr Elifiel-lj very 
rudely during the lock up for the evening mealtime. She should have handled the 
situation more professionally and used the tools available to her. The allegation is 
substantiated. 

7.8 Allegation 8: that on 16 September 2017, Mr: ;attended a meeting with 
the care officer and a form was filled in about his complaints. He indicated he 
did not feel safe in Brook House IRC but had received no feedback so he felt 
neglected and that G4S officers did not care. 

7.8.1 Mr19668. submitted a copy of the Care Officer Monthly Review form that was 
incomplete as it did not state the officer's name, the date and monthly review 
number. The information about Mr L._ D668 i problems were scant in that the 
female member of staff was not named but Mr LID668._.jsaid that he had given a 
name. It was clearly marked 'no' about Mr' ileillfeeling safe in the centre and 
listed Spice, detainees fighting and an incident in the gym when Mr 
friend had been threatened. It also said some staff had no respect for detainees. 
Mr 1:1311:21said he had had no response to these concerns after raising them 
directly with an officer. 

7.8.2 From Mr Ei-.6.61611.11description and his DAT record, DCO Avery was identified as 
the officer who had completed this review. She said that she conducted these daily 
with many detainees but was unable to remember this one with Mt11:1-:?iiLli She 
said that if she had any concerns then she would raise these with managers. DCM 
Purnell was on the roster and a witness statement was requested. He is currently 
suspended and had not provided this at the time the report was completed. 

7.8.3 The DAT record showed she had escalated this concern to DCM Aldis who was the 
Oscar 1 on 16 September 2017. This suggested that she had significant concerns 
about the issues raised by Mr [11-i*illi but she must not have followed these 
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concerns up given she provided no feedback to Mr 

7.8.4 DCM Aldis said that he could not remember whether he had or had not helped Mr 
117i5e61.1 and said what he would have done if this had been raised to him. There 
was no note on DAT to say what .ff _anyti support had been offered to Mr E -5.W.]. 
This showed that even after Mr[._.p668._.j had said he felt unsafe and provided his 
reasons for this, nothing was done with his complaint. He was an adult at risk as 
identified by the Rule 35 decision dated 25 July 2017. He was unused to the 
detention regime, given he was an immigration offender rather than an ex-prisoner. 
The actions of G4S officers were not those of support. 

7.8.5 Both DCO Avery and DCM Aldis breached the Violence Reduction Strategy that 
states 'all complaints and grievances will be listened to and not dismissed out of 
hand. Detainees or Visitors to Gatwick are able to report concerns at any time even 
when they have left the Centre. All reports will be taken seriously and dealt with 
promptly and appropriately. Confidentiality will always be assured, but should 
circumstances change this, then it will be explained. Detainees will always be given 
feedback on how the issues have been dealt with.' They did dismiss it out of hand 
and provided no feedback. 

7.8.6 On the evidence and to a balance of probabilities, I find that the allegation that on 
16 September 2017, Mrl._.p66p._.! attended a meeting with the care officer and a 
form was filled in about his complaints. He indicated he did not feel safe in Brook 
House IRC but had no feedback so felt neglected and the G4S officers did not care 
substantiated. 

7.9 Allegation 9: that on 26 or 27 September 2017, items were stolen from Mr 
bill  room in his absence. When he spoke to the Wing manager he was 

told an investigation would take place but nothing happened and he felt 
angry that this behaviour had been sanctioned and he had received no 
reassurance this would not happen again. 

7.9.1 MrLD668j was unable to identify the Wing manager he spoke to but a process of 
elimination has tied this to DCM Michael Yates who was on duty on 27 September 
2017. DCM Yates cannot remember being told about the incident or conducting 
any investigation. 

7.9.2 There is no observation on Mrl D668 DAT record or any IR or SIR reports 
submitted. No CCTV was available, given the time since the incident. 

7.9.3 Given there were no records for the event on 12 August 2017 or after he had made 
a _previous complaint on 16 September 2017, I have placed more weight on Mr 

D668 i evidence. On the evidence and to a balance of probabilities, I find on 27 
September 2017 items were stolen from room in his absence and 
although he spoke to the Wing manager and was told an investigation would take 
place nothing happened and he felt angry this behaviour had been sanctioned and 
he had received no reassurance this would not happen again substantiated. 

7.10 Allegation 10: that the IT system in Brook House IRC is so bad that it made it 
difficult for him to send emails to his lawyers. 
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7.10.1 RRM Williams said that the Internet system had been down for four days in 
September 2017 due to an external line problem. Virgin and BT were called to fix 
the problem. He said that detainees would of been notified of this, as posters would 
had been put up on the doors in the IT rooms, explaining to detainees that if they 
wish to get access to their accounts or print in regards to their cases then 
provisions such as going to welfare or see one of the residential DCMs who would 
have access to internet. 

7.10.2 He said that detainees could print from the IT room, unless the printer was not 
working or not connected to the individual computer because it was replaced 
following continue damage to individual computer's by detainees and not 
connected. Plans had already been in place to refurbish the IT before this issue in 
September 2017. He said one of the other issues detainees had, was not being 
able to open their attachments, again because of the system it didn't allow this to 
happen on certain sites. He said if a detainee wanted to print out an email with 
attachments and could not print in the IT room, he would have to go to Welfare 
first. 

7.10.3 There is only one central welfare office, although staff do deal with welfare issues 
on their own wings on a daily basis, but don't print. Outside of welfare this can be 
done by the residential DCM. He said that to access Welfare a detainee would 
have to queue as there were only one or two members of staff. The waiting time 
would be dependent on the needs of the detainees being seen at the time. In 
September 2017, 1064 detainees used Welfare and this equated to 35 detainees 
per day or five detainees an hour. He said Welfare was available 08-11:30 hrs, 
13:30-16:30 hrs and 18:30-20:30 hrs; a total of seven hours a day. This met the 
minimum requirement of five hours as stated in DSO 07/2013. He said that 
detainees had access to a fax machine and there was one on each wing. 

7.10.3 IT was completely refurbished in October 2017 due to the continue damage by 
detainees and having access to sites which they were not allowed to have because 
of the firewall. 

7.10.4 Sir Shaw in his review of detention centre said 'unlike prisoners, detainees have 
permanent access to a mobile phone and enjoy restricted access to the internet. 
The question for me is whether welfare needs would be better met through a 
reduction in the current restrictions on internet use, subject to necessary risk 
assessments.' He said that detainees 'argued that access to the internet was 
inappropriately limited, with detainees not able to access information relevant to 
their cases.' He recommended that 'the internet access policy should be reviewed 
with a view to increasing access to sites that enable detainees to pursue and support 
their immigration claim, to prepare for their return home, and which enable them to 
maximise contact with their families. This should include access to Skype and to social 
media sites like Facebook.' This was done with the Access to Internet DSO 04/2016. 

7.10.5 In this, it said 'each centre must ensure that internet access enabled computer 
terminals are available to detainees 7 days a week for a minimum of 7 hours a day, 
though individual time slots may be limited if there is excessive demand.' There is 
nothing about what should be done if the internet is suspended through an outside 
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force i.e. Internet provider as in this case. It does however state 'If a detainee has 
their access suspended and requires access to the Internet for material relevant to 
their immigration case the detainee can approach the IRC's welfare office who will 
provide limited supervised access on a case by case basis.' 

7.10.6 Whilst not an ideal situation, Brook House IRC were at the mercy of the internet 
provider and the provision of internet was therefore outside of their control. The 
Welfare office was available to detainees and I was satisfied that there were 
alternative means of communication, mobile phones and fax machines at Mr 

Dui 1 disposal. 

7.10.7 On the evidence and to a balance of probabilities, I find the allegation th.at.thp IT 
system at Brook House IRC was so bad that it made it difficult for Mr L.p6.6.8._; to 
send emails to his lawyers part substantiated, given he had alternate means of 
communication. 

7.11 Allegation 11: that the toilet facilities in Mr D668 room were inadequate 
and lacked privacy (causing Mr D668 humiliation when using during times 
when his room was locked). 

7.11.1 Mr1:12-§iiiTi was extremely distressed when describing the toilet facilities in his 
room and his use of this, given he shared a room and was locked in this room at 
certain times during the day and all night. He said there was no cover and the toilet 
area was open. The window is fastened shut so there was no ventilation and there 
needed to be because of the smell. His bed had been opposite the toilet and he 
cried when his roommate used the toilet because of the smell. He had to lie there 
and smell it. He would not use the toilet during lock ins because it was humiliating 
and he hurt his stomach by keeping it in. He said there was no seat and the toilet 
was filthy and had never been cleaned; brown inside. He had to stand to use it and 
would not sit down on the dirty seat. He said all of this had been like torture and 
had affected his mental health. 

7.11.2 The toilets in the rooms in Brook House IRC were viewed. They had a curved wall 
(to prevent ligatures) and a sheet of velcroed material across the doorway. G4S 
said that some of these curtains were previously missing but have since been 
replaced. There were two complaints about the toilets between April and June 
2017. It was acknowledged that sharing a room with two detainee, with one toilet in 
the room, could cause discomfort and be unpleasant although the Home Office 
accepts this as an operating norm. The Operating Standards for IRCs state for 
hygiene 'the Centre must ensure that detainees have access to toilet and hand 
washing facilities 24 hours per day.' 

7.11.3 During Sir Shaw's visit to Brook House on 22 June 2015 he noted, 'the 
toilet/shower was separated from the room by a curtain.' The norm, especially in 
new-build facilities, such as on the Heathrow estate and at Brook House, is for 
lock-in between 9pm and 8am (though, at Brook House, for example, detainees are 
also locked in their rooms for half an hour at noon and 5pm for roll call).' 

7.11.4 He found that 'there is no evidence to suggest that any of the accommodation 
viewed in the IRCs and other detention facilities has not been certified as fit for use 
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in the terms of Detention Centre Rule 15, or that regular checks on the 
accommodation are not being carried out. The nature of the accommodation varies 
across the estate. Much of it is decent but some rooms are less pleasant. Apart 
from the example mentioned above (Colnbrook), the policy requirements in terms 
of hygiene appear to be being met.' Sir Shaw made no recommendations about the 
toilet facilities in Brook House IRC. 

7.11.5 Rule 15(2) of the Detention Centre Rules 2001 provides that 'No room shall be 
used as sleeping accommodation for a detained person unless the Secretary of 
State has certified that:- (a) its size, lighting, heating, ventilation and fittings are 
adequate for health'. DSO 04/2003 (re-published January 2017) has been issued 
'to ensure that all accommodation provided at immigration accommodation centres 
is compliant with Detention Centre Rule 15 and published Operating Standards'. 
The DSO provides that for rooms with no natural ventilation, 'the minimum fresh air 
rate must be eight litres/second/person where no smoking is permitted' and where 
smoking is permitted 'the fresh air rate shall be increased in accordance with 
CIBSE Guides and the Building Regulations Part Fl recommendations.' Checks 
with the contract monitor at Brook House recorded that 'in August 2016, the 
Secretary of State certified that the rooms in Brook House 'are of such size and are 
lighted, heated, ventilated and equipped in such as a manner as is requisite for 
health.' I understand that thereisa wider HO review of accommodation facilities at 
Brook House IRC and Mr[._._pw concerns have been raised to this review. 

7.11.6 MrE16.61611.1i evidence about the toilet was that he was upset and humiliated about 
the state of the toilet and having to use this in front of a roommate and to be 
subject to being present when the roommate used this. I understand that the 
responsibility for cleaning the toilets falls to the detainees themselves and cleaning 
products are available. Other than that, the toilet in the room, room sharing and 
lock up are an accepted norm by the HO at this time and no issue hasbeen_raised 
in the centre-wide review by Sir Shaw. Current HO policy is that Mr' pcqti need 
only have access to a toilet and he did. On the evidence and to a balance of 
probabilities, I find the allegation that the toilet facilities were inadequate and 
lacked privacy unsubstantiated unless found otherwise by the wider HO review. 

8. SUMMARY AND RECOMMENDATIONS 

8.1 raised 11 allegations ranging from inappropriate conduct by staff (DCM 
Tomsett and DCO Spark) to officers ignoring his complaints and providing 
insufficient feedback on any complaints he raised. He only ever raised verbal 
complaints and never used the HO complaints mechanism. He said that he had 
only ever submitted one complaint to the G4S complaint box in the library in August 
2017. This was next to the HO complaints box. The form he had completed had 
been in the library. He received no response from G4S so did not use the formal 
complaints process again. He had not used the HO complaints process because a 
friend of his had and was then removed. 

8.2 Checks with Brook House IRC confirmed that there was only the yellow 
Immigration Enforcement Complaints box and this was on each Wing. In the library 
there is a grey Samaritan's box and a red Immigration Enforcement box labelled 
complaints and requests. There is no box with a G4S sign on it. The Detention 
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Centre Form (DCF) 9 advises the detainee to place the form in the yellow box. G4S 
are copied in on the complaints that are sent to Detention Services. G4S provided 
the list from August 2017 and there were none from Mr EWO.I.::1 

8.3 Of the allegations regarding inappropriate behaviour by G4S staff, one was 
substantiated against DCO Spark. Her manner could quite rightly_pave been 
perceived as rude on 13 September 2017 when she spoke to Mr L D668_. I 

8.4 Four of his allegations were in relation to his raising complaints about other 
detainees to G4S staff and his concerns were not addressed and he received no 
feedback. Of these four, three were substantiated. The DCOs and DCMs identified, 
Avery, Harkness, Aldis, Yates, Purnell and Murphy did not follow the complaints 
process and did not document the incidents on Security Information Reports (SIR) 
or Incident Reports (IR) or retain CCTV footage and they should have done so. 
They did not follow the Violence Reduction Strategy, DSO 11/2014 on SIRs or 
internal guidance on the completion of IRs. They were not safeguarding detainees. 

8.5 Three of his complaints were about healthcare staff (two terms of reference). 
These were both unsubstantiated, however there is an issue with the Rule 35 
decision-making that has been raised as a recommendation. 

8.6 His other two complaints were about Internet provision and toilet facilities. Both 
were found unsubstantiated on the information available at the time. The toilet 
concerns will be escalated as part of the lessons learned process to be included in 
the HO wide review of accommodation that is currently taking place. 

8.7 There were organisational deficiencies across Brook House IRC and the Home 
Office that have either already been raised to HDO Gibson or are raised below as 
recommendations. These include learning for individual G4S staff members and 
organisational learning for the Home office and G4S, including a change in Home 
office and G4S policy or policy to help prevent a recurrence of the incidents 
investigated. 

8.8 There were no specific areas of good practice that should be disseminated. 

8.9 Some of the G4S staff members interviewed as subjects may have committed 
disciplinary offences, given there was a finding one was rude and local and 
national policies / guidelines had not been complied with. However, it is 
acknowledged that at the time of some of the incidents (September 2017) this was 
just after the Panorama programme, staff were being investigated, leaving and the 
centre was understaffed. The feeling from staff interviewed was that this was a 
difficult time. 

8.10 The following recommendations arose during the course of the investigation: 

8.10.1 National Detention Operations: Management and Supervisory and Policy and 
Procedure 

8.10.2 Mr oses raised a number of concerns within his complaint about his room; in 
particular the toilet, lock up and lack of ventilation. I understand that the ventilation 
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issue / auditing of accommodation is the subject of a legal challenge at present. 

Action 

8.10.3 That the issues raised by MrLD668._.] in this complaint be included in the wider HO 
review of accommodation facilities at Brook House IRC and DSO 04/2003. 

8.10.4 G4S: Policy and Procedure and Conduct 

8.10.5 Across a two month period (August to September 2017) staff on D Wing (DCO 
Avery, DCMs Harkness, Yates, Purnell and Aldis) did not follow internal guidance 
on the completion of IRs, the Control Room Log on viewing of CCTV or the 
Violence Reduction Strategy when Mr [166-eill raised concerns about other 
detainees, staff misconduct, drug taking, fighting and his own safety. They did not 
follow the complaints guidance. Whilst it is acknowledged DCO Avery did escalate 
her concerns to DCM Aldis, she did not then follow up what action, in this case 
none, had been taken and she should have done so. Mr E- -osss should have 
received feedback on his concerns especially given he had said that he felt unsafe. 
DCO Spark should have maintained her professionalism and moved to negotiation 
when directness was ineffective. 

Action 

8.10.6 G4S should ensure that all staff are reminded of their responsibility to respond to 
and document all complaints that are raised to them by detainees. They are 
responsible for completing all relevant paperwork and their investigation should be 
documented, including when they have accessed the CCTV to identify 
perpetrators. 

8.10.7 In particular, G4S should consider what, if any action they intend to take with the 
particular staff involved especially given that at the time of the incidents DCMs 
Aldis, Yates and Purnell were managers. DCO Avery should reminded to complete 
all forms completely. DCO Spark that she should use negotiation skills. 

8.10.8 National: Detention Services and NHS England - Policy and Procedure 

8.10.9 Dr Chaudhary did not complete the Rule 35 assessment report completely or as it 
is required in the form guidance and the DSO 11/2014. He chose not to make an 
assessment on the scars he observed (section 5) or the impact detention is having 
on the detainee and why, including the likely impact of ongoing detention (section 
6). He said that the advice on who should complete these assessments (section 5 
and 6) was unclear and he thought it should be the HO caseworker and not the 
GP. 

Action 

8.10.10 Detention Services should review DSO 11/2014 and then clarify with NHS England 
what is expected of their staff. Once agreed, they should communicate to their 
respective staff who is responsible for these assessments on the scarring and in 
relation to the torture account and whether there would be an impact on that 

45 

OFFICIAL - SENSITIVE 

HOM002748_0045 



OFFICIAL - SENSITIVE 

detainee remaining in detention. 

8.10.11 Brook House IRC: Detention Services — Management and Supervisory 

8.10.12 There is a reticence by detainees to using the formal complaint procedure. 

Action 

8.10.13 Engagement Officers have regularly contact with detainees and could be utilised as 
a means of raising detainees' confidence in using the formal complaints process. 
They could address any concerns / confidence in the system during their direct 
contact with the detainees as they are meeting with them in any case. Alternatively, 
the onsite team could organise an awareness rising campaign. 

8.10.14 Consideration should be taken about whether the name of the Immigration and 
Enforcement Complaints box should be changed so it is clear it is for complaints 
about Brook House IRC and not about their immigration matters. Perhaps 
Independent Detention Complaints — Home Office. 

8.10.15 Brook House IRC: Detention Services — Health and Safety 

8.10.16 On viewing the CCTV cameras on D Wing both on the wing and then from what the 
cameras could actually see from the Control Room there were a number of 
concerns I identified and others identified from control room staff. These included 
that the cameras were static and could not be moved or zoomed in. There are two 
central cameras on each side of the D Wing and on each floor. There are two 
rooms under each of these that are obscured and the detainees are aware of this. 
The cameras at each end of the Wings do not pick these areas up. The cameras 
do not capture the whole of D Wing staircase and this is allegedly where drugs are 
exchanged and taken. The camera on the ground floor is pointed to the servery so 
does not pick up the Wing. Photographs were taken and are available. 

Action 

8.10.17 The number, type and position of cameras should be reviewed to ensure that there 
are no blind spots as these pose significant threat to detainees and G4S staff alike. 

Appendices 

A Complainant: Mr L D668 
Letters Before Action dated 19 and 29 September 2017 
Witness Statement received 20 December 2017 
Interview dated 20 December 2017 
Additional evidence Emails dated 17 January and 05 February 2018 
Care Officer Review Form undated 

B Subjects: 
Telephone Interview with DCM D Tomsett on 29 January 2018 
Telephone Interviews with DCOs Andy Simmons, Neil Timms and 
Darren Bulled dated 16 and 17 January 2018 
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Telephone Interview with DCM R Harkness on 07 February 2018 
Witness Statement of DCM M Yates dated 15 February 2018 
Telephone Interview DCO B Spark on 22 January 2018 
Witness Statement DCO E Avery dated 31 January 2018 
Witness Statement DCM D Aldis dated 05 February 2018 

C Witnesses: 
Interview with DCO M Cunnin'ham dated 17 January 2018 
Telephone Interview with SC J Bryant on 05 February 2018 
Various Emails from Security and checks in the Control Room Log 
Interview with DCO D Camara on 17 January 2018 
Witness Statement and Telephone Interview DCO A Murrey on 23 
January 2018 
Telephone Interview with Maria Rodrigues on 05 February 2018 
Emails from RRM Juls Williams dated 12 and 20 February 2018 
Telephone Interview with F -154- 5-0 T- on 22 January 2018 
Telephone Interview withElloliZICIDon 31 January 2018 
Witness Statements from Tascor DCOs Sharpe and Bardwell dated 13 
December 2017 
Witness Statements from Healthcare RGN Grace Sihlali and Dr S 
Chaudhary 
Emails from CL S Calver and C Williams 

D Digital Evidence: 
Photographs taken of D Wing and the cameras in the Control Room on 
17 January 2018 and descriptions 
Photograph of DCM D Tomsett 

E Documents: 
Rosters for 28, 29 June, 12, 20, 23 August, 13, 16 September 2017 
Complaint dated June 2017 and G4S response 
G4S record of Complaints against DCM Tomsett 
DEPMU list of Complaints against officers 
HRM Fernandes no disciplinary (conduct) for the officers 
Mr FTiWl's medical notes 
Mr rinse: 's Rule 35 assessment 24 July and Decision 26 July 2017 
Mr ESiV_I's DAT record 
Blank Incident Report 
Complaints boxes and process - G4S 
Tascor PER for 29 June 2017 

F Policies: 
DSOs 03/2015, 01/2011, 08/2006, 09/2016, 11/2014, 09/2012, 
04/2016, 10/2014, 04/2003 
G4S guidance - Anti-bullying, Safeguarding, Social and Official Visits 
and Violence Reduction 
Advice from J Domingos 

G Sir Stephen Shaw Review into the Welfare in Detention of Vulnerable 
Persons dated January 2016 - referenced only. 
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Name: Helen Wilkinson Name: Anthony Lennon 

Grade: HEO Grade: SEO 

Signed: Signed: 

Date: 21/02/18 Date: 21/02/18 
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