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FOLLOW-UP COMPLIANCE INSPECTION PROCESS
ODO conducts oversight inspections of ICE detention facilities with an average daily population
of 10 or more detainees, 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 wellbeing. In FY 2021, to meet congressional requirements, ODO began conducting follow-up
inspections at all ICE ERO detention facilities, which ODO inspected earlier in the FY.
While follow-up inspections are intended to focus on previously identified deficiencies, ODO will
conduct a complete review of several core standards, which include but are not limited to Medical
Care, Hunger Strikes, Suicide Prevention, Food Service, Environmental Health and Safety,
Emergency Plans, Use of Force and Restraints/Use of Physical Control Measures and Restraints,
Admission and Release, Classification, and Funds and Personal Property. ODO may decide to
conduct a second full inspection of a facility in the same FY based on additional information
obtained prior to ODO’s arrival on-site. Factors ODO will consider when deciding to conduct a
second full inspection will include the total number of deficiencies cited during the first inspection,
the number of deficient standards found during the first inspection, the completion status of the
first inspection’s UCAP, and other information ODO obtains from internal and external sources
ahead of the follow-up compliance inspection. Conditions found during the inspection may also
lead ODO to assess new areas and identify new deficiencies or areas of concern should facility
practices run contrary to ICE standards. Any areas found non-compliant during both inspections
are annotated as “Repeat Deficiencies” in this report.
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DETAINEE RELATIONS
ODO interviewed 13 detainees, who each voluntarily agreed to participate. One detainee stated
he felt intimidated by a facility guard when the guard escorted him to the interview. Most detainees
reported satisfaction with facility services except for the concern listed below.
Staff-Detainee Communication: One detainee stated he felt intimidated by a guard when being
escorted to the ODO interview. The detainee claimed the officer stated he did not understand why
he was being interviewed when the detainee did not understand English, which he felt was
intimidating since he did understand English and wanted to participate in the interview.
•

Action Taken: ODO interviewed the OIC, reviewed the detainee’s detention file, and
found the detainee had no prior grievances or significant incidents at the facility. ODO
advised the OIC of the detainee’s concern and the importance of the interview process for
ODO’s inspection. The OIC briefed the guards to ensure that when they contact the
detainees ODO has requested to interview, they inform the detainees of ODO’s request and
ask if they would like to volunteer to participate in an interview with ODO, and to keep all
encounters with the detainees professional.

FOLLOW-UP COMPLIANCE INSPECTION FINDINGS
SAFETY
EMERGENCY PLANS (EP)
ODO reviewed the facility’s EP training program, interviewed the ERO Buffalo emergency
services officer, and found the facility did not conduct training exercises incorporating the
activation of the command post at least once in the past 6 months (Deficiency EP-99 6).

SECURITY
SPECIAL MANAGEMENT UNITS (SMU)
ODO reviewed the facility SMU policy, interviewed the ERO Buffalo assistant officer in charge
(AOIC), and found the facility considered a detainee’s placement in the SMU as a valid basis for
the application of restraints. Specifically, BSPC routinely applied restraints to detainees in
disciplinary segregation during movement outside of their cells (Deficiency SMU-108 7). This is
a repeat deficiency.

6
“Training exercises integrating the activities of the command post, HNT and SRT, shall occur every six months to
underscore the importance of a total facility response to a hostage situation.” See ICE PBNDS 2011 (Revised 2016),
Standard, Emergency Plans, Section (V)(E)(5)(b)(5).
7
“Placement in an SMU does not constitute a valid basis for the use of restraints while in the SMU or during movement
around the facility.” See ICE PBNDS 2011 (Revised 2016), Standard, Special Management Units, Section (V)(E).
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USE OF FORCE AND RESTRAINTS (UOFR)
ODO reviewed one calculated use-of-force (UOF) audiovisual recording and found the team leader
did not name the camera operator nor offer the detainee a last chance to cooperate before the team
acted (Deficiency UOFR-73 8).
ODO reviewed the detainee detention files of seven detainees involved in UOF incidents and found
in seven out of seven files, no copies of UOF reports (Deficiency UOFR-130 9).
ODO reviewed the A-files of seven detainees involved in UOFR incidents and found in seven
out of seven files, no copies of UOFR reports (Deficiency UOFR-135 10).
ODO reviewed seven UOF files and found in seven out of seven files, no after-action review team
meeting on the workday after the incident. Specifically, the after-action review team convened
between 2 and 30 workdays after the UOF incidents (Deficiency UOFR-155 11).

CARE
HUNGER STRIKES (HS)
ODO reviewed the medical files of seven detainees who went on a hunger strike and found a
physician did not order the detainees’ release from hunger strike treatment nor document the
release orders in their medical records. Specifically, ODO found in three out of the seven files, a
nurse practitioner ordered and documented the release from hunger strike treatment (Deficiency
HS-19 12).
MEDICAL CARE (MC)
ODO reviewed medical files of detainees who received psychotropic medications and found in
out of
files, no separate informed consent forms with descriptions of the medication’s side
effects prior to administering the medication (Deficiency MC-241 13).

“Calculated use-of-force incidents shall be audio visually recorded in the following order:
a. Introduction by team leader stating facility name, location, time, date, etc., describing the incident that
led to the calculated use of force, and naming the audiovisual camera operator and other staff present.
c. Team Leader offers the detainee a last chance to cooperate before team action, outlines the use-of-force
procedures, engages in confrontation avoidance and issues use-of-force order.”
See ICE PBNDS 2011 (Revised 2016), Standard, Use of Force and Restraints, Section (V)(I)(2)(a) and (c).
9
“A copy of the report shall be placed in the detainee’s detention file.” See ICE PBNDS 2011 (Revised 2016),
Standard, Use of Force and Restraints, Section (V)(O).
10
“Within two working days, copies of the report shall be placed in the detainee’s A-File and sent to the Field Office
Director.” See ICE PBNDS 2011 (Revised 2016), Standard, Use of Force and Restraints, Section (V)(O)(2).
11
“This four-member after-action review team shall convene on the workday after the incident.” See ICE PBNDS
2011, Standard, Use of Force and Restraints, Section (V)(P)(3).
12
“Only a physician may order a detainee’s release from hunger strike treatment and shall document that order in the
detainee’s medical record.” See ICE PBNDS 2011 (Revised 2016), Standard, Hunger Strikes, Section (V)(C)(8).
13
“Prior to the administration of psychotropic medications, a separate documented informed consent, that includes a
description of the medication’s side effects, shall be obtained.” See ICE PBNDS 2011 (Revised 2016), Standard,
Medical Care, Section (V)(AA)(4).
8
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PERSONAL HYGIENE (PH)
ODO observed the facility’s compliance with the PH standard’s requirement for staff members to
announce their presence when entering housing units of the opposite gender and found staff did
not always announce themselves. Specifically, ODO observed one female officer enter three male
housing units without announcing her presence (Deficiency PH-43 14).
SIGNIFICANT SELF-HARM AND SUICIDE PREVENTION AND INTERVENTION
(SSHSPI)
ODO reviewed the observation logs of six detainees placed on continuous monitoring and found
the facility did not document the monitoring every 15 minutes or more frequently if required.
Specifically, ODO found in all eight logs, observation entries ranged from 16 to 21 minutes
(Deficiency SSHSPI-34 15).

ADMINISTRATION AND MANAGEMENT
DETAINEE TRANSFERS (DT)
ODO interviewed the intake and release officer, reviewed
detainee detention files, and found
each file did not contain the detainee’s written acknowledgement that they may place a domestic
phone call at no expense to the detainee, upon admission to the receiving facility (Deficiency DT15 16).

CONCLUSION
During this inspection, ODO assessed the facility’s compliance with 18 standards under PBNDS
2011 (Revised 2016) and found the facility in compliance with 10 of those standards. ODO found
11 deficiencies in the remaining 8 standards. ODO commends facility staff members for their
responsiveness during this inspection. ODO recommends ERO Buffalo work with the facility to
resolve any deficiencies that remain outstanding in accordance with contractual obligations. ERO
provided ODO with the uniform corrective action plan for ODO’s last inspection of BSPC on
February 25, 2022.

“Staff of the opposite gender shall announce their presence when entering an area where detainees are likely to be
showering, performing bodily functions, or changing clothing.” See ICE PBNDS 2011 (Revised 2016), Standard,
Personal Hygiene, Section (V)(E).
15
“The qualified mental health professional may place the detainee in a special isolation room designed for evaluation
and treatment with continuous monitoring that must be documented every 15 minutes or more frequently if necessary.”
See ICE PBNDS 2011 (Revised 2016), Standard, Significant Self-harm and Suicide Prevention and Intervention,
Section (V)(F).
16
“The sending facility shall ensure that the detainee acknowledges, in writing, that:…
3) he or she may place a domestic phone call, at no expense to the detainee, upon admission into the
receiving facility.”
See ICE PBNDS 2011 (Revised 2016), Standard, Detainee Transfers, Section (V)(B)(2)(C)(3).
14
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