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COMPLIANCE INSPECTION PROCESS 

ODO conducts oversight inspections of ICE detention facilities with an average daily population 
of 10 or more, and where detainees are housed for over 72 hours, to assess compliance with ICE 
national detention standards.  While these inspections focus on facility compliance with detention 
standards that directly affect detainee life, health, safety, and/or well-being, in FY 2024 ODO 
added additional standards to the scope of each full inspection to ensure ODO inspects every 
standard at each facility at least once every other year.4F

5 

ODO identifies violations of ICE detention standards, ICE policies, or operational procedures, as 
“deficiencies.”  ODO highlights instances when the facility resolves deficiencies prior to 
completion of the ODO inspection.  Where applicable, these corrective actions are annotated with 
“C” under the Compliance Inspection Findings section of this report. 

Upon completion of each inspection, ODO conducts a closeout briefing with facility and local 
ERO officials to discuss preliminary findings.  A summary of these findings is shared with ERO 
management officials.  Thereafter, ODO provides ICE leadership with a final compliance 
inspection report to:  (i) assist ERO in developing and initiating corrective action plans; and (ii) 
provide senior executives with an independent assessment of facility operations.  ODO’s findings 
inform ICE executive management in their decision-making to better allocate resources across the 
agency’s entire detention inventory. 

 

 
5 ODO reviews the facility’s compliance with selected standards in their entirety. 
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DETAINEE RELATIONS 

ODO interviewed 46 detainees, who each voluntarily agreed to participate.  One detainee alleged 
a facility staff member made an inappropriate sexual comment toward him.  Most detainees 
reported satisfaction with facility services except for the concerns listed below. 

Medical Care:  One detainee stated he did not receive the eyeglasses the facility ordered for him 
in November 2024. 
 

• Action Taken:  ODO interviewed the facility’s health services administrator (HSA), 
reviewed the detainee’s medical records, and confirmed an outside ophthalmologist at 
Price Optical prescribed and ordered the detainee’s multi-focal eyeglasses on 
November 19, 2024.  On January 3, 2025, the detainee submitted a request for his 
prescription eyeglasses, medical staff confirmed the eyeglass were ordered, but did not 
provide the detainee a delivery date.  On January 13, 2025, a facility captain notified 
the detainee to expect delivery of his glasses in approximately 2 weeks. 

 
Medical Care:  One detainee stated he would like to continue receiving Tylenol after his tooth 
extraction on January 7, 2025, instead of ibuprofen that he currently receives. 
 

• Action Taken:  ODO interviewed the facility’s HSA, reviewed the detainee’s medical 
records, and found the detainee submitted a sick call request for tooth pain on January 
7, 2025.  On the same day, the facility dentist examined the detainee and extracted a 
severely decayed wisdom tooth with the detainee’s consent.  The dentist immediately 
prescribed the detainee Tylenol (650 mg) and Motrin (600 mg).  Additionally, the 
dentist prescribed the following medications:  Tylenol (325 mg), 2 tablets, twice per 
day, for 5 days; Motrin (600 mg), 1 tablet, 3 times per day, for 10 days; and amoxicillin 
(500 mg), 1 capsule, 3 times per day.  On January 11, 2025, the detainee reported facial 
pain.  A facility licensed practical nurse (LPN) examined the detainee and diagnosed a 
possible infection.  The LPN educated the detainee on proper oral hygiene and 
instructed him to report worsening or continued symptoms.  On January 13, 2025, a 
nurse practitioner examined the detainee and found no infection.  Facility staff 
scheduled the detainee for a follow-up examination with the dentist for January 21, 
2025.  On January 16, 2025, ODO interviewed the HSA and found medical staff 
planned to examine the detainee during sick call later that day.  ODO confirmed the 
HSA informed the detainee he could submit a sick call request to resume his previous 
Tylenol prescription. 
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Sexual Abuse and Assault Prevention and Intervention:  One detainee stated a facility lieutenant 
made an inappropriate sexual comment toward him. 
 

• Action Taken:  On January 14, 2025, ODO terminated the interview with the detainee 
upon hearing the detainee’s sexual harassment claim and called a facility captain into 
the interview room.  The facility captain interviewed the detainee and immediately 
escorted him to medical for a PREA assessment.  ODO notified the Assistant Field 
Office Director (AFOD) of the incident who then referred it to the OPR Integrity 
Coordination Center for PREA review and issued case number SAAPI-0007434.  On 
January 15, 2025, the AFOD followed up with ODO and provided documentation that 
the incident did not meet PREA criteria, because the detainee did not feel threatened or 
coerced to engage in a sexual act.  ODO followed up with the facility captain to inform 
him the PREA complaint was unfounded.  The facility captain followed up with the 
detainee to explain the incident did not meet PREA criteria and the detainee 
acknowledged understanding. 

 
COMPLIANCE INSPECTION FINDINGS 

SAFETY 

TRANSPORTATION BY LAND (TL) 

ODO reviewed the facility’s TL policy and found the facility did not develop nor post written 
guidelines for locating an overdue vehicle, which ODO noted as an Area of Concern. 

ODO reviewed the facility’s TL policy and found the written procedures did not cover attacks, 
death, fire, vehicle failures, nor natural disasters, which ODO noted as an Area of Concern. 

SECURITY 

USE OF FORCE AND RESTRAINTS (UOFR) 

ODO reviewed 2 immediate UOFR videos and 2 after-action reports and found on November 2, 
2024, a facility staff member used a taser on a detainee in a manner inconsistent with facility 
policy, procedures, and training requirements (SEN Number:  2025SIR0001631) (Deficiency 
UOFR-207F

8).  This is a priority component. 

Corrective Action:  Following the facility’s after-action review of the UOFR incident, the 
facility’s deputy warden administered disciplinary action, rescinded taser certification, and 
recommended retraining for the staff member who violated the facility’s UOFR policy.  
Additionally, facility management scheduled refresher training for the staff member in 
February 2025 and prohibited the staff member from performing duties with the UOF team 

 
8 “Facility staff shall only use force, restraints, and non-lethal weapons that are approved by facility policy in a manner 
consistent with policy, procedure, and training requirements.”  See ICE NDS 2019, Standard, Use of Force and 
Restraints, Section (II)(C).  
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