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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 25 detainees who each voluntarily agreed to participate.  ODO requested 
interviews with eight additional detainees; however, all eight detainees declined ODO’s request 
for an interview.  None of the detainees made allegations of discrimination, mistreatment, or abuse.  
All detainees reported satisfaction with the facility services. 

COMPLIANCE INSPECTION FINDINGS 

SECURITY 

USE OF FORCE AND RESTRAINTS (UOFR) 

ODO reviewed a use of restraints incident report that occurred during this review cycle and 
found facility staff restrained a detainee in a restraint chair and although use of the restraint chair 
did not result in injuries to the detainee, facility medical staff did not examine the detainee for 
injuries after use of the restraint chair (Deficiency UOFR-517F

8). 
 
Additionally, ODO found the facility review team did not complete nor submit a report to the 
facility administrator for record of the incident 
(Deficiency UOFR-908F

9). 

CARE 

MEDICAL CARE (MC) 

ODO reviewed  detainee medical records and found in out of  records, detainees refused to 
consent to treatment and the facility medical staff did not explain the medical risks of declining 
treatment to the detainees (Deficiency MC-979F

10). 

ODO reviewed  detainee medical records and found in  out of  records, the facility medical 
staff did not document their treatment efforts nor the refusal of treatment in the detainees’ medical 
records (Deficiency MC-9810F

11). 

 
8 “After any use of force or application of restraints, medical personnel shall examine the detainee, immediately 
treating any injuries.”  See ICE NDS 2019, Standard, Use of Force and Restraints, Section (II)(G)(3).  
9 “The facility review team shall complete and submit its report to the facility administrator within five working days 
of the incident or the detainee’s release from restraints.”  See ICE NDS 2019, Standard, Use of Force and Restraints, 
Section (II)(J)(5).  
10 “If the detainee refuses to consent to treatment, medical staff will explain the medical risks to the detainee of 
declining treatment and make reasonable efforts to convince the detainee to voluntarily accept treatment in a language 
or manner that the detainee understands.”  See ICE NDS 2019, Standard, Medical Care, Section (II)(O).  
11 “Medical staff will document their treatment efforts and the refusal of treatment in the detainee’s medical record.” 
See ICE NDS 2019, Standard, Medical Care, Section (II)(O).  
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