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Our Findings: 
• The Obama administration failed to improve oversight or gain 

control over the sprawling immigration detention system and 
the problematic conditions approximately 34,000 immigrants 
face in custody every night.  
 

• The failures of the inspections system have made ICE 
complicit in obscuring human rights violations in detention 
facilities.  
 

• Public and private contractors who operate the jails that 
detain immigrants are able to continue multi-million dollar 
contracts – funded by American taxpayers – even when they 
fail to comply ICE’s own detention standards. 
 



Obama’s 2009 Reform Promises 

1. Increase 
government 
transparency 

 
2. Fix detention 

oversight 



2009 DHS Appropriations Act: 
“Provided further, That effective April 15, 2009, 

none of the funds provided under this heading may 

be used to continue any contract for the provision 

of detention services if the two most recent overall 

performance evaluations received by the contracted 

facility are less than ‘adequate’ or the equivalent 

median score in any subsequent performance 

evaluation system.” 

ICE Enforcement and Removal Operations (ERO) 
inspections count toward this provision. 



Fig. 5: Standards applied for most recent inspection obtained 



ICE Detention Standards 
• 2000 National Detention Standards 
 
• 2008 Performance-Based National Detention 

Standards 
 
• 2011 Performance-Based National Detention 

Standards 

“The PBNDS 2011 are crafted to improve medical and mental 

health services, increase access to legal services and religious 

opportunities, improve communication with detainees with no or 

limited English proficiency, improve the process for reporting and 

responding to complaints, and increase recreation and visitation.” 



ICE’s Internal Inspections Process 





Fig. 6:  
Failed inspections, 
2007-2012 
 



Fig. 1:  
Inspection 
checklist excerpt  
 
(from Eloy 2012 
ERO inspection) 
 



Fig. 2:  
First tier to the ERO 
checklist is a rating of 
individual 
components within a 
given standard. 

Fig. 3:  
Second tier to the 
ERO checklist is a 
rating for an overall 
standard, which is 
based on the ratings 
of individual 
components. 
 



Fig. 4:  
Third tier to the 
ERO checklist is a 
rating for the 
overall facility, 
which is based on 
the ratings given to 
standards. 
 



What are the final ratings  
based on? 

• 5 of 6 the facilities we review in this report, and 29 of 
the 35 reviewed by the GAO during roughly the 
same time period, have substantial variations in their 
findings. 

• In 2011, Baker had 14 deficient components and 
received a “Good” rating. The next year, it had only 
5 deficient components, but dropped to 
“acceptable.”  

• Etowah was given an acceptable rating despite 
having absolutely zero documented deficiencies. So 
what was that rating based on? 
 

 



Deaths in Detention 
• The Eloy Federal Contract Facility in Arizona has the 

highest number of known deaths of any detention 
facility, including at least six suicides since 2003.  

• In 2012 Eloy passed on the overall suicide prevention 
standard even though: 
– Failed to comply with one of its major components: the 

suicide watch room contained objects which could be used 
to commit suicide.  

– Problem was quickly dismissed by the inspectors because 
of assurances that individuals on suicide watch are 
monitored.  

– Taking facility staff members’ at their word is common 
– This inspection failure may be tied to the suicide at Eloy 

earlier this year 
 



Inadequate Medical Care 

• Inspections found that medical staffing 
was inadequate at Stewart despite 5 
vacant positions (at least two of which had 
been vacant for over two years),  

• At both Stewart and Eloy, intake exams 
were not promptly (or ever) reviewed by a 
physician as required.  

 



Sexual assaults 
• Although the number of sexual assault allegations are recorded, 

they are often swiftly and cursorily dismissed.  
• Eloy’s 2011 inspection references 10 allegations of sexual assault in 

the past year, but then dismisses them all as “unfounded or 
unsubstantiated.”  

• Stewart’s 2012 ERO report mentions six allegations of sexual 
assault or abuse, and then proceeds to methodically dismiss or 
minimize them. Two were downgraded, three found unsubstantiated, 
and the final one relabeled as physical assault, despite the clear 
sexual nature of the incident: the victim was severely beaten after 
refusing to provide sexual favors.  

• However, we know at least two sexual assault happened at Eloy in 
the 14 months prior to its inspection.  
– Tanya Guzman, a transgender woman who was held in an all-male pod 

at Eloy, was assaulted in December 2009 by a guard who was later 
convicted of the assault.  

– Four months later, despite the first assault and frequent complaints of 
harassment and abuse, Eloy continued to detain her in the male pod 
and she was assaulted by another detained person. 

 



Flexible definitions 

• And they contort the basic meaning of 
standards to allow facilities to pass.  
– At both Baker and Etowah, fully enclosed 

indoor rooms are counted as providing 
outdoor recreation essentially because they 
have windows which allow in light and air.  

 



Statements versus evidence 
• Inspectors often take facility staff at their word  

– In 2012, At the Tri-County Detention Center (now 
Pulaski County Jail), a new fire alarm system had 
been recently installed but had yet to be tested and 
emergency generators did not cover critical areas 
including medical. 

– However, because facility staff had plans to address 
these problems, the environmental health and safety 
standard was preemptively marked as having been 
fulfilled. 

• Inspectors track whether or not policies exist 
rather than inquire into their implementation or 
effectiveness.  
 



Recommendations 
• Increase transparency and oversight of the 

inspections process: 
– Make ERO and ODO inspections available to the public in a 

timely manner. 
–  Provide public reporting on suicide attempts, hunger 

strikes, work program stoppages, use of solitary 
confinement, use of force, and other significant events at 
detention centers. 

– Submit quarterly reporting to Congress on inspection and 
oversight activities of detention facilities, to be made 
available to the public. 

 
 



Recommendations 

•  Improve the quality of inspections 
–  Establish a DHS ombudsman outside of ICE to 

conduct unannounced inspections of immigration 
detention facilities at least once per year, with 
complete findings made available to the public. 

– Engage detained immigrants during 
inspections, as well as other stakeholders, in order 
to capture a broader range of concerns. 

 



Recommendations 

• Institute consequences for failed 
Inspections 
– Place detention facilities on probation and subject 

them to more intensive inspections after the first 
finding of substantial non-compliance. 

– Terminate contracts within 60 days for those 
facilities with repeat findings of substantial non-
compliance. 

 
 



View the inspections, report, and a recording of the webinar where this 
presentation was featured: 

immigrantjustice.org/TransparencyandHumanRights 
 

Tell us how you’ve used these docs in your advocacy 
(and send us inspections or contracts you’ve obtained to add to the site): 

ttidwellcullen@heartlandalliance.org 
 

Contact the presenters: 
 

Claudia Valenzuela, National Immigrant Justice Center: 
cvalenzuela@heartlandalliance.org 

 
Mary Small, Detention Watch Network: msmall@detentionwatchnetwork.org 

Thank you for joining us 


	An Inside Look at the ICE Inspections System��November 2, 2015��immigrantjustice.org/TransparencyandHumanRights
	Today’s Presenters
	Slide Number 3
	Our Findings:
	Obama’s 2009 Reform Promises
	2009 DHS Appropriations Act:
	Slide Number 7
	ICE Detention Standards
	ICE’s Internal Inspections Process
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	What are the final ratings �based on?
	Deaths in Detention
	Inadequate Medical Care
	Sexual assaults
	Flexible definitions
	Statements versus evidence
	Recommendations
	Recommendations
	Recommendations
	Thank you for joining us

