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COMPLIANCE INSPECTION PROCESS 

ODO conducts oversight inspections of ICE detention facilities with an average daily population 
greater than ten, and where detainees are housed for longer than 72 hours, to assess compliance 
with ICE national detention standards.  These inspections focus solely on facility compliance with 
detention standards that directly affect detainee life, health, safety, and/or well-being.4   

ODO identifies violations of ICE detention standards, ICE policies, or operational procedures as 
“deficiencies.”  ODO also highlights instances in which 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. 

ODO was unable to conduct an on-site inspection of this facility, as a result of the COVID-19 
pandemic, and instead, conducted a remote inspection of the facility.  During this remote 
inspection, ODO interviewed facility staff, ERO field office staff, and detainees, reviewed files 
and detention records, and was able to assess compliance for at least 90 percent or more of the ICE 
national detention standards reviewed during the inspection. 

 

 
  

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

ODO interviewed six detainees, who each voluntarily agreed to participate.  Four detainees did 
not want to participate in the interviews.  None of the detainees made allegations of discrimination 
or mistreatment; however, one detainee made an allegation of physical abuse.  Most detainees 
reported satisfaction with facility services except for the concerns listed below.  ODO conducted 
the detainee interviews via video teleconference. 

Medical Care:  A detainee stated the facility’s medical staff take several days to respond to sick 
call requests. 

• Action Taken:  ODO requested information concerning the detainee from the health 
services administrator (HSA).  The HSA provided the detainee’s medical record, which 
showed the detainee’s most recent sick call request was from February 17, 2021, 
regarding irritation in his armpit.  Medical staff scheduled the detainee for an evaluation 
with the nurse practitioner (NP) for February 19, 2021, because an NP was not available 
on February 18, 2021.  On February 19, 2021, due to inclement weather, the NP was 
unable to report to the facility and medical staff rescheduled the appointment for 
February 20, 2021; however, due to unknown security issues, facility staff were not 
able to escort the detainee to his appointment.  On February 23, 2021, the medical 
doctor (MD) was able to evaluate the detainee for the irritation in his armpit and 
diagnosed the detainee with atopic dermatitis and prescribed him sensitive skin 
deodorant.  ODO reviewed the detainee’s medical records and found the detainee 
submitted sick call requests on January 13, 2021; February 4, 2021; and February 8, 
2021; and medical staff responded to each sick call request on the same day or the next 
day.  

Medical Care:  A detainee stated he has a cyst on his right testicle and the facility sent him to an 
outside specialist in June 2020; however, he does not know his treatment plan. 

• Action Taken:  ODO requested information concerning the detainee from the HSA, 
who stated the detainee complained about right testicle pain on May 5, 2020.  Since 
then, the MD and a physician assistant (PA) have evaluated the detainee on 17 
occasions.  During these encounters, the MD and PA conducted various tests and 
ultrasounds and diagnosed the detainee with an epididymal cyst on his right testicle.  
The detainee received antibiotics and steroids to relieve the pain, but the detainee stated 
the pain continued.  On June 12, 2020, the facility sent the detainee to an outside 
urologist, who confirmed the diagnosis of an epididymal cyst and ordered continued 
antibiotics and ice packs, to help ease the pain.  The detainee stated the pain persisted 
and the urologist recommended the detainee meet with a urologist who specialized in 
chronic pain issues and spermatic cord block injections.  On October 1, 2020, the 
urologist specialist evaluated the detainee and stated it was unclear if the cyst was the 
cause of the pain.   The urologist then discussed the spermatic cord block procedure 
with the detainee.  On November 11, 2020, the detainee requested to have the surgery 
to remove the cyst.  On December 9, 2020, the MD informed the detainee the urologist 
recommended the spermatic cord block procedure rather than surgery to remove the 
cyst.  The detainee agreed to the procedure and medical staff scheduled the procedure 
for February 2, 2021.  Medical staff rescheduled the procedure, due to inclement 
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weather, for March 12, 2021, and informed the detainee of the cancellation and the 
rescheduled appointment.   

Medical Care:  A detainee stated the facility’s medical staff were supposed to refill his skin rash 
cream, but medical staff have not refilled it. 

• Action Taken:  ODO interviewed the HSA and found on January 4, 2021, medical staff 
prescribed the detainee Tolnaftate cream for his skin rash.  On February 26, 2021, the 
detainee requested a refill through the kiosk messaging system.  Medical staff informed 
the detainee the prescription had expired; however, medical staff submitted a refill 
request, and the refill request was pending review by the MD during the inspection 
week. 

Medical Care:  A detainee stated he suffered an asthma attack on July 6, 2020, and the doctor did 
little to help him, other than give him medication.  The detainee also stated he did not receive an 
inhaler until mid-July 2020.  

• Action Taken:  ODO reviewed the detainee’s medical record and found when the 
detainee arrived at the facility on March 31, 2020, he denied any history of asthma.  On 
April 6, 2020, a PA conducted a physical examination on the detainee, and the detainee 
denied any previous medical issues or current medical complaints.  On July 7, 2020, 
facility staff escorted the detainee to the medical clinic due to dizziness and light 
headedness.  A licensed practical nurse (LPN) evaluated the detainee and noted his 
vitals were within normal limits and scheduled him for an evaluation with a PA.  On 
July 8, 2020, the PA evaluated the detainee and noted his vitals were within normal 
limits, and the detainee denied any chest pain, shortness of breath, or difficulty 
breathing.  The detainee stated his coughing had resolved, but he still had some mild 
dizziness.  During this encounter, the detainee stated he used to have asthma, and he 
took medication for it many years ago.  The PA diagnosed him with possible asthma 
and prescribed him 25 milligrams of Meclizine for the dizziness and Albuterol 
nebulizer treatments for the asthma.  ODO reviewed the detainee’s medical record and 
determined he received two doses of Meclizine and one Albuterol nebulizer treatment, 
and the detainee had not requested additional medication or treatments after his last 
visit in July 2020.    

Personal Hygiene:  A detainee stated the facility does not provide personal hygiene items on a 
weekly basis. 

• Action Taken:  ODO interviewed facility staff and found detainees are issued personal 
hygiene items upon admission to the facility and facility staff provide personal hygiene 
packages bi-weekly.  Detainees can also purchase additional personal hygiene items 
through the commissary.  At the request of ODO, facility staff explained the personal 
hygiene package process to the detainee on March 4, 2021.   

Personal Hygiene:  A detainee stated the facility does not provide fresh razors. 

• Action Taken:  ODO interviewed facility staff and reviewed the local supplement and 
found detainees are issued a razor upon admission to the facility and can exchange their 
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razor for a new razor every Tuesday.  At the request of ODO, facility staff explained 
the razor exchange process to the detainee on March 4, 2021.   

Telephone Access:  A detainee stated his embassy, the Republic of the Congo, was not on the 
consulate list. 

• Action Taken:  ODO reviewed the facility’s consulate list and confirmed the Republic 
of the Congo was not on the list.  ODO spoke with a Talton phone service representative 
and discussed adding the Republic of the Congo to the consulate list.  On March 3, 
2021, Talton provided ODO an updated consulate list with the new country listed, and 
ODO provided the list to ERO Baltimore.  On March 5, 2021, the facility provided a 
copy of the consulate list to the detainee. 

Telephone Access:  A detainee stated there is no poster with consulate information in his housing 
unit. 

• Action Taken:  ODO reviewed photos and found the consulate list is in a binder 
available to all detainees in the housing unit.  At the request of ODO, facility staff 
showed the detainee the binder on March 5, 2021.  

Use of Force and Restraints:  A detainee stated facility staff coerced him into a physical 
confrontation on February 3, 2021.  

• Action Taken:  ODO reviewed the use of force video from the incident and found the 
detainee continually refused direct orders from staff. When staff attempted to restrain 
the detainee, he resisted, and staff used force to place him on the ground and restrain 
him.  After the incident, medical staff evaluated the detainee and noted no injuries.  
Based on ODO’s review of the documentation and the video provided, it does not 
appear staff coerced the detainee into a physical confrontation. 
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COMPLIANCE INSPECTION FINDINGS 

SAFETY  

ENVIRONMENTAL HEALTH AND SAFETY (EHS) 

Due to the COVID-19 pandemic, the Howard County Fire Marshall has not conducted any official 
inspections since early 2020.  Facility staff provided ODO a copy of an email from the Fire 
Marshall dated June 1, 2020, which stated this information, and ODO verified this information by 
reviewing the Howard County Fire Marshall’s website.  ODO notes this as an Area of Concern.  

SECURITY 

ADMISSION AND RELEASE (AR) 

The facility did not provide documentation to verify facility staff received adequate training on the 
admissions process (Deficiency AR-106). 

ODO reviewed the orientation process and found the process does not contain the following topics:   
• typical detention-case chronology;  
• authority, responsibilities, and duties of security officers; 
• procedures for detainees to contact the deportation officer handling his/her docket; 
• availability of pro bono services legal services, and how to pursue such services in the 

facility, including accessing “Know Your Rights” presentations;  
• standards of conduct, including acceptable and unacceptable detainee behavior with an 

overview of other rules and requirements;  
• disciplinary procedures, including criminal prosecution, grievance procedures and appeals 

process; and 
• how detainees can file formal complaints with the Department of Homeland Security 

(DHS) Office of Inspector General (OIG) (Deficiency AR-667). 

ODO reviewed 12 detainee detention files and found 4 files did not contain documentation that 
the detainee received a copy of the local supplement (Deficiency AR-718). 

 
6 “Staff members shall be provided with adequate training on the admissions process at the facility.”  See ICE PBNDS 
2011 (Revised 2016), Standard, Admission and Release, Section (V)(B)(1). 
7 “The orientation shall include the following information:                                                                                                                                                                                                                                                       

2. typical detention-case chronology (what most detainees can expect); 
3. authority, responsibilities and duties of security officers; 
4. procedures for detainees to contact the deportation officer handling his/her docket; 
5. availability of pro bono services legal services, and how to pursue such services in the facility, including 

accessing “Know Your Rights” presentations (e.g., location of current listing); 
6. standards of conduct, including acceptable and unacceptable detainee behavior, with an overview of other 

rules and requirements; 
7. disciplinary procedures, including criminal prosecution, grievance procedures and appeals process; 
12. how the detainee can file formal complaints with the DHS OIG.”  See ICE PBNDS 2011 (Revised 2016), 

Standard, Admission and Release, Section (V)(F)(2-7)(12). 
8 “In accordance with standard “6.1 Detainee Handbook,” every facility shall issue to each newly admitted detainee a 
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during a formal count (Deficiency PC-10 23). 

SEXUAL ABUSE AND ASSAULT PREVENTION AND INTERVENTION (SAAPI) 

The facility did not provide documentation to verify all employees received training on the 
facility’s SAAPI program (Deficiency SAAPI-25 24). 

The facility did not provide documentation to verify all employees received annual refresher 
training on the facility’s SAAPI program (Deficiency SAAPI-26 25). 

ODO reviewed the SAAPI training curriculum and found the training curriculum does not include 
how staff shall prevent, recognize, and appropriately respond to allegations or suspicions of sexual 
assault involving detainees with mental and physical disabilities (Deficiency SAAPI-38 26). 

ODO reviewed  employee training records and found  records did not contain written 
documentation verifying the employees completed the SAAPI training (Deficiency SAAPI-45 27). 

The facility did not provide written documentation to verify the specialized training for the 
facility’s investigators (Deficiency SAAPI-48 28). 

ODO reviewed the facility’s orientation instructions and found the instructions did not inform 
detainees that reporting a sexual assault would not negatively impact their immigration 
proceedings (Deficiency SAAPI-58 29). 

ODO reviewed 11 detainee detention files and found 4 files did not contain documentation of the 
detainees’ participation in the SAAPI instruction session (Deficiency SAAPI-61 30). 

23 “Upon completing the first count, the officers shall change positions and count again.”  See ICE PBNDS 2011 
(Revised 2016), Standard, Population Counts, Section (V)(A)(2)(a). 
24 “Training on the facility’s Sexual Abuse and Assault Prevention and Intervention Program shall be included in 
training for all employees, and shall also be included in annual refresher training thereafter.”  See ICE PBNDS 2011 
(Revised 2016), Standard, Sexual Abuse and Assault Prevention and Intervention, Section (V)(E). 
25 “Training on the facility’s Sexual Abuse and Assault Prevention and Intervention Program shall be included in 
training for all employees, and shall also be included in annual refresher training thereafter.”  See ICE PBNDS 2011 
(Revised 2016), Standard, Sexual Abuse and Assault Prevention and Intervention, Section (V)(E). 
26 “Employee training shall ensure facility staff are able to fulfill their responsibilities under this standard, and shall 
include:  

11. prevention, recognition and appropriate response to allegations or suspicions of sexual assault involving
detainees with mental or physical disabilities.”  See ICE PBNDS 2011 (Revised 2016), Standard, Sexual
Abuse and Assault Prevention and Intervention, Section (V)(E)(11).

27 “The facility must maintain written documentation verifying employee, volunteer and contractor training.”  See ICE 
PBNDS 2011 (Revised 2016), Standard, Sexual Abuse and Assault Prevention and Intervention, Section (V)(E). 
28 “The facility must maintain written documentation verifying specialized training provided to investigators pursuant 
to this paragraph.”  See ICE PBNDS 2011 (Revised 2016), Standard, Sexual Abuse and Assault Prevention and 
Intervention, Section (V)(E). 
29 “Following the intake process, the facility shall provide instruction to detainees on the facility’s Sexual Abuse and 
Assault Prevention and Intervention Program and ensure that such instruction includes (at a minimum):  

6. prohibition against retaliation, including an explanation that reporting an assault shall not negatively impact
the detainee’s immigration proceedings.”  See ICE PBNDS 2011 (Revised 2016), Standard, Sexual Abuse
and Assault Prevention and Intervention, Section (V)(F)(6).

30 “The facility shall maintain documentation of detainee participation in the instruction session.”  See ICE PBNDS 
2011 (Revised 2016), Standard, Sexual Abuse and Assault Prevention and Intervention, Section (V)(F). 
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ODO interviewed the SAAPI coordinator and found the facility does not conduct an annual review 
of all sexual abuse investigations and resulting incident reviews to assess and improve sexual abuse 
intervention, prevention, and response efforts (Deficiency SAAPI-184 31).  Additionally, facility 
staff informed ODO the facility did not complete an annual report because the facility did not have 
any sexual abuse allegations; however, the facility did not prepare a negative report as required 
(Deficiency SAAPI-185 32).  

SPECIAL MANAGEMENT UNITS (SMU) 

ODO reviewed employee training records and found employees assigned to SMU do not receive 
specialized training in relevant SMU topics, such as:  

• identifying signs of mental health decompensation;
• techniques for more appropriate interactions with mentally ill detainees;
• the impact of isolation; and
• de-escalation techniques (Deficiency SMU-129 33). 

ODO found the facility secured a difficult-to-manage detainee days 
instead of placing the detainee in the SMU.  ODO notes this as an Area of Concern.   

STAFF-DETAINEE COMMUNICATION (SDC) 

The facility does not have written procedures to promptly route and deliver detainee requests to 
ERO Baltimore without reading, altering, or delaying such requests (Deficiency SDC-10 34). 

ODO reviewed 67 detainee requests and found 7 requests forwarded to ERO Baltimore were not 
responded to within 3-business days of receipt (Deficiency SDC-17 35). 

ODO found no documentation that ERO Baltimore tested detainee telephones in 10 out of 26 

31 “Each facility shall conduct an annual review of all sexual abuse investigations and resulting incident reviews to 
assess and improve sexual abuse intervention, prevention and response efforts.”  See ICE PBNDS 2011 (Revised 
2016), Standard, Sexual Abuse and Assault Prevention and Intervention, Section (V)(M)(5). 
32 “If the facility has not had any reports of sexual abuse during the annual reporting period, then the facility shall 
prepare a negative report.” See ICE PBNDS 2011 (Revised 2016), Standard, Sexual Abuse and Assault Prevention 
and Intervention, Section (V)(M)(5). 
33 “Security staff assigned to SMU shall receive specialized training in relevant topics, such as:  

1. Identifying signs of mental health decompensation;
2. Techniques for more appropriate interactions with mentally ill detainees;
3. The impact of isolation; and
4. De-escalation techniques.”  See ICE PBNDS 2011 (Revised 2016), Standard, Special Management Units,

Section (V)(O)(1-4).
34 “Each facility administrator shall: 

• Have written procedures to promptly route and deliver detainee requests to the appropriate ICE/ERO officials
by authorized personnel (not detainees) without reading, altering, or delaying such requests.”  See ICE
PBNDS 2011 (Revised 2016), Standard, Staff-Detainee Communication, Section (V)(B).

35 “In Facilities without ICE/ERO Onsite Presence Each detainee request shall be forwarded to the ICE/ERO office of 
jurisdiction within two business days and answered as soon as practicable, in person or in writing, but no later than 
within three business days of receipt.”  See ICE PBNDS 2011 (Revised 2016), Standard, Staff-Detainee 
Communication, Section (V)(B)(1)(b). This is a repeat deficiency. 
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weeks since ODO’s last inspection (Deficiency SDC-24 36). 

USE OF FORCE AND RESTRAINTS (UOFR) 

ODO interviewed the chief of security and found ERO Baltimore has not approved the facility’s 
UOF form (Deficiency UOFR-134 37). 

ODO interviewed the chief of security and found ERO Baltimore has not approved the facility’s 
written procedures for an after-action review of use of force incidents and the application of 
restraints (Deficiency UOFR-148 38). 

ODO reviewed one UOF file and found the facility does not model its incident review process 
after ERO’s process (Deficiency UOFR-149 39). 

ODO reviewed one UOF file and found the facility’s incident review process does not meet or 
exceed the requirements of ERO’s process (Deficiency UOFR-150 40). 

ODO reviewed one UOF file and found the facility’s review team does not include the FOD’s 
designee nor the HSA (Deficiency UOFR-154 41). 

ODO reviewed one UOF file and found the facility’s review team does not convene together to 
conduct an after-action review (Deficiency UOFR-155 42). 

CARE 

DISABILITY IDENTIFICATION, ASSESSMENT, AND ACCOMMODATION (DIAA) 

The facility did not provide documentation showing employees, volunteers, and contract personnel 
received annual refresher training on the facility’s disabilities procedures (Deficiency DIAA-
68 43). 

36 “Field Office Directors shall ensure that all phones for detainee use are tested at least weekly in accordance with 
standard '5.6 Telephone Access'.”  See ICE PBNDS 2011 (Revised 2016), Standard, Staff-Detainee Communication, 
Section (V)(C). This is a repeat deficiency. 
37 “All facilities shall have an ICE/ERO-approved form to document all uses of force.”  See ICE PBNDS 2011 (Revised 
2016), Standard, Use of Force and Restraints, Section (V)(O)(2). 
38 “All facilities shall have ICE/ERO-approved written procedures for after-action review of use of force incidents 
(immediate or calculated) and applications of restraints.”  See ICE PBNDS 2011 (Revised 2016), Standard, Use of 
Force and Restraints, Section (V)(P)(1). 
39 “All facilities shall model their incident review process after ICE/ERO’s process.”  See ICE PBNDS 2011 (Revised 
2016), Standard, Use of Force and Restraints, Section (V)(P)(1). 
40 “The process must meet or exceed the requirements of ICE/ERO’s process.”  See ICE PBNDS 2011 (Revised 2016), 
Standard, Use of Force and Restraints, Section (V)(P)(1). 
41 “The facility administrator, the assistant facility administrator, the Field Office Director’s designee and the health 
services administrator (HSA) shall conduct the after-action review.”  See ICE PBNDS 2011 (Revised 2016), Standard, 
Use of Force and Restraints, Section (V)(P)(3). 
42 “This four-member after-action review team shall convene on the workday after the incident.”  See ICE PBNDS 
2011 (Revised 2016), Standard, Use of Force and Restraints, Section (V)(P)(3). 
43 “Training on the facility’s Disability and Reasonable Accommodations procedures shall be provided to employees, 
volunteers, and contract personnel, and shall also be included in annual refresher training thereafter.”  See ICE PBNDS 
2011 (Revised 2016), Standard, Disability Identification, Assessment, and Accommodation, Section (V)(I). 






