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COMPLIANCE INSPECTION PROCESS
ODO conducts oversight inspections of ICE detention facilities with an average daily population
greater than 10, and where detainees are housed for over 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 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.
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.
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ODO reviews the facility’s compliance with selected standards in their entirety.
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Staff-Detainee Communication: One detainee stated an FIPC captain verbally abused him during
intake. Specifically, he stated he overheard the captain say, “If you don't know English, go back
to where you came from.”
•

Action Taken: ODO interviewed the FIPC compliance administrator and found the
facility had no record of this incident on file. ODO also reviewed the facility’s
grievance log and the detainee’s detention file and found the detainee did not file a
grievance of the alleged incident. An FIPC officer met with the detainee on January
27, 2022, to advise him how to submit a grievance and asked him if he would like to
file an official complaint. The detainee declined.

Medical Care: One detainee stated the facility never followed up with him for his vision and
cardiogram appointments, which the facility previously scheduled for December 2021.
•

Action Taken: ODO confirmed from the health services administrator a nurse
practitioner (NP) completed a physical assessment of the detainee on October 6, 2021
and noted his complaint of blurred vision. The NP measured the detainee’s vision at
20/30 for both eyes and told him his vision did not qualify for an optometry referral.
On November 6, 2021, the detainee submitted a sick call request for swollen feet and
dizziness whenever he changed posture from sitting to standing. A nurse examined
him on the same day, found his vital signs to be normal and no sign of swollen feet, but
as per nursing protocols, recommended an electrocardiography (EKG) test. However,
the facility needed to repair its EKG machine at that time. On November 9, 2021, the
NP examined the detainee and found no symptoms to warrant further testing. On
November 10, 2021, the detainee submitted a sick call request for an EKG because of
a burning sensation on the left side of his chest and blurred vision. On the same day,
facility staff offered to do an EKG, but the detainee declined and signed a refusal
statement. On November 24, 2021, the detainee submitted a sick call request for an
ophthalmologist to evaluate and treat his blurred vision so that he could read and watch
television. A nurse examined him on the same day and noted the detainee was able to
read using his reading glasses with the strength of 250. Policy 901-A under medical
care shows that only a detainee with visual acuity worse than 20/40 will be referred to
an optometrist.

COMPLIANCE INSPECTION FINDINGS
SECURITY
FUNDS AND PERSONAL PROPERTY (FPP)
ODO reviewed 12 active detainee files, interviewed an FIPC lieutenant, and found 12 out of 12
files did not contain forwarding addresses for the detainees (Deficiency FPP-24 8).

“Standard operating procedure shall include obtaining a forwarding address from every detainee for use in the event
that personal property is lost or forgotten in the facility after the detainee’s release, transfer, or removal.” See ICE
PBNDS 2011 (Revised 2016), Standard, Funds and Personal Property, Section (V)(D).
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SPECIAL MANAGEMENT UNITS (SMU)
ODO reviewed
SMU housing records and found in
out of
records, the officer did not
print his/her name nor sign the record whenever placing a detainee in SMU (Deficiency SMU99 9).
Corrective Action: Prior to the completion of the inspection, the facility updated the record
to include a space for the printed name and signature of the officer placing a detainee in
SMU (C-1).
STAFF-DETAINEE COMMUNICATION (SDC)
ODO reviewed the ICE request log and found two instances in which ERO Atlanta did not respond
to the detainees’ requests within 3 business days of receipt (Deficiency SDC-16 10).

CARE
SIGNIFICANT SELF-HARM AND SUICIDE PREVENTION AND INTERVENTION
(SSHSPI)
ODO reviewed the facility’s policy and the observation log of two detainees the facility placed on
suicide watch precaution and found nine observation log entries exceeded the 15-minute standard
requirement. Specifically, staff logged the observation entries between 16 to 59 minutes
(Deficiency SSHSPI-34 11).

CONCLUSION
During this inspection, ODO assessed the facility’s compliance with 24 standards under PBNDS
2011 (Revised 2016) and found the facility in compliance with 20 of those standards. ODO found
four deficiencies in the remaining four standards. ODO commends facility staff members for their
responsiveness during this inspection. ODO recommends ERO Atlanta 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 FIPC on
November 19, 2021.

“The officer that conducts the activity shall print his/her name and sign the record.” See ICE PBNDS 2011 (Revised
2016), Standard, Special Management Units, Section (V)(D)(3)(a)(3).
10
“The ICE/ERO staff member receiving the request shall normally respond in person or in writing as soon as possible
and practical, but no later than within three (3) business days of receipt.” See ICE PBNDS 2011 (Revised 2016),
Standard, Staff-Detainee Communication, Section (V)(B)(1)(a).
11
“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).
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