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Executive Summary 

The United States’ immigration detention population is at an all- time 
high and continuing to grow. Thousands of people are held in immigration 
detention facilities in California. The largest of these detention facilities is 
the Adelanto ICE Processing Center (“Adelanto Detention Center” or 
“Adelanto”) in the City of Adelanto in San Bernardino County. The facility is 
owned and operated by a private contractor, the GEO Group, Inc., pursuant 
to an Intergovernmental Service Agreement between the Department of 
Homeland Security’s Immigration Customs Enforcement (ICE) and the City 
of Adelanto. Adelanto is the largest ICE detention facility in California, and 
one of the largest in the country, with an average detainee population of 
almost 2,000 people. 

Recent government policy changes regarding immigration 
enforcement priorities has made a significant increase in the detention of 
people with disabilities all but certain. Most notable is the January 2017 
Presidential order that terminated the exercise of “prosecutorial discretion” 
for people with disabilities and other special populations. There has also 
been a dramatic rise in the detention of asylum seekers, who often carry 
with them experiences of trauma and have significant mental health needs. 

When conditions in a detention facility fall below prevailing legal and 
other standards, it is people with disabilities who are among the most likely 
to suffer the harms that result. 

As the designated protection and advocacy system charged with 
protecting the rights of people with disabilities in California, Disability Rights 
California (DRC) opened an investigation into conditions at the Adelanto 
Detention Center in January 2018. We conducted a tour of Adelanto’s 
facilities and completed interviews with ICE and GEO Group leadership, 
facility staff, and Adelanto detainees. We have reviewed thousands of 
pages of relevant policies, procedures, and forms as well as individual 
detainee records. 

Our investigation at Adelanto Detention Center has focused on the 
treatment of immigration detainees with mental health treatment needs and 
other disabilities. We provide specific recommendations for systemic 
improvements. 

Disability Rights California’s key findings include: 



• People held at Adelanto are subjected to punitive, prison-like 
conditions that harm people with disabilities. Adelanto is infused with 
unnecessarily harsh – and in effect, punitive – conditions, raising questions 
as to whether ICE and GEO Group are violating the constitutional rights of 
the people held there as civil detainees. Adelanto looks, feels and operates 
like a prison, from the extreme idleness and regimented daily schedule to 
the use of solitary confinement-type housing. In fact, the east side of the 
facility was constructed to be and was operated as a prison for many years. 
ICE is underutilizing feasible alternatives to detention for people who can 
be effectively supervised in the community. The facility’s prison-like 
conditions disproportionately harm people with mental illness and other 
disabilities. 

• Adelanto has an inadequate mental health care and medical care 
system, made worse by the facility’s counter-therapeutic conditions 
and practices. We identified many people with serious mental health 
needs who have suffered in detention. They receive inadequate clinical 
contacts and ineffective, non-individualized treatment. GEO Group fails to 
provide structured mental health programming to meet Adelanto detainees’ 
clinical treatment needs. GEO Group also restricts people’s ability to 
engage in self-directed activities, including something as simple as reading 
books that help them cope in detention. Men and women at the facility are 
further harmed by the facility’s harsh and non-therapeutic institutional 
responses to people in psychiatric crisis. When people are in crisis, they 
are met with pepper spray and extreme isolation. We also found several 
examples of deficient medication management practices that are 
dangerous and harmful. Overall, conditions at Adelanto are antithetical to 
the therapeutic, trauma-informed approach to treatment that is 
recommended by mental health professionals and that many people at the 
facility need. 

We found that GEO Group operates administrative and disciplinary 
segregation units that are extremely restrictive and in some cases reflect 
solitary confinement-type conditions. These segregation units put people 
with mental health disabilities at substantial risk of psychological and even 
physical harm. We found people who had suffered greatly in these units, 
and even attempted suicide. The specter of being placed in solitary 
confinement hangs over all Adelanto detainees. More than 50 offenses can 
result in a detainee’s placement in solitary confinement, including minor 
infractions like “refusal to clean assigned living area,” “refusing to obey a 



staff member officer’s order,” “being in an unauthorized area,” or “failure to 
stand [during] count.” 

Beyond mental health care, we found that serious delays and gaps in 
the provision of medical care at Adelanto are a pervasive problem, and that 
such deficiencies disproportionately harm people with disabilities. Denials 
of medical care have in many cases also caused or exacerbated a person’s 
psychiatric distress. 

• GEO Group significantly underreports data on the number of 
suicide attempts that occur at Adelanto. The frequency with which 
detainees engage in self-harm or attempt suicide at the facility demands 
attention. However, we found that GEO Group’s reporting practices result 
in significant underreporting of this information. For example, GEO Group’s 
data, as reported to DHS and ICE, show zero suicide attempts at the facility 
for the first ten (10) months of 2018. Our investigation showed this to be 
demonstrably false. The underreporting of such data is the result of GEO 
Group’s inappropriately narrow definition of “suicide attempt,” one that is 
inconsistent with the definition used by the federal government. 

• Adelanto’s system fails to comply with disability 
antidiscrimination laws as well as ICE’s detention standards 
regarding the treatment of people with disabilities. First, ICE and GEO 
Group fail to ensure equal access and reasonable accommodations to 
people with disabilities. Second, they fail to provide for the placement of 
people with disabilities in the least restrictive and most integrated setting 
possible. In fact, people with mental illness and other disabilities are 
regularly placed in restrictive segregation housing because of their 
disability, a practice that likely violates federal law. Third, we found aspects 
of the Adelanto facility to be physically inaccessible for people with 
disabilities. 

The harmful conditions, practices, and inadequate mental health and 
medical care at Adelanto result in the abuse and neglect of people with 
disabilities as defined by federal law. The situation demands action. Access 
to treatment and disability-related accommodations must improve, and 
steps to reduce unnecessarily punitive conditions at the facility must be a 
top priority. 

At the same time, given the extraordinary risks and the harms to 
people with mental illness and disabilities detained at Adelanto, it is 



essential to ask: Is it necessary to imprison this population? Are there less 
restrictive and less damaging alternatives that better serve the country’s 
constitutional freedoms and commitment to the rights, safety, and dignity of 
all? 

DRC’s KEY FINDINGS 

1. People held at Adelanto are subjected to punitive, prison-
like conditions that harm people with disabilities. 

2. Adelanto has an inadequate mental health care and medical 
care system, made worse by the facility’s counter-
therapeutic conditions and practices. 

3. GEO Group significantly underreports data on the number of 
suicide attempts that occur at Adelanto. 

4. Adelanto’s system fails to comply with disability 
antidiscrimination laws as well as ICE’s detention standards 
regarding the treatment of people with disabilities. 

Disability Rights California protects and advocates for the rights of all 
people with disabilities in the State of California, regardless of their 
ethnicity, cultural background, language, or immigration status. 

Many people migrating to the United States are forced to leave their 
countries due to political instability, dangerous conditions, or persecution. 
Many are seeking asylum. They exhibit high instances of trauma and 
present numerous mental health needs. Immigration detention facilities are 
generally ill-equipped, and are not the least restrictive setting to meet the 
medical, mental health, and other needs of adults and children with 
disabilities. 

Disability Rights California has long fought for the de-institutionalization of 
people with disabilities and for their right to live and receive services in the 
community. Immigrants with disabilities deserve this same treatment.  



I. Introduction 

Federal immigration enforcement impacts millions of people in California 
each year, most acutely people with pending immigration proceedings, 
noncitizens who face potential arrest and deportation, and their families. 
The number of people subject to immigration detention has grown 
tremendously in recent years. This trend is likely to continue for the 
foreseeable future. 

In the last two years, federal immigration policy has also dramatically 
shifted in its handling of people with serious mental health needs and other 
disabilities. Along with the overall ratcheting up of immigration detention, 
the federal government in 2017 rescinded DHS policies that sought to 
avoid the detention of lower-risk people with mental illness, disabilities, and 
other characteristics that put them at elevated risk harm in immigration 
detention. The detention of asylum seekers, many with a history of severe 
trauma and serious mental health needs, is also on the rise. 

 

A series of government investigation reports have identified systemic 
deficiencies in ICE detention facilities. The DHS Office of Inspector General 
(OIG) has identified problems – including the mistreatment of detainees by 
staff, inadequate medical and mental health care, and the misuse of 
segregation – so serious as to “undermine the protection of detainees’ 
rights, their humane treatment, and the provision of a safe and healthy 



environment.”1 The DHS OIG recently concluded that ICE is failing to 
provide adequate oversight of facility conditions, and that “some 
deficiencies remain[] unaddressed for years.”2 

Media reports have shed further light on harmful conditions in 
immigration detention facilities – including delayed and inadequate mental 
health and medical care, use of forced medication and restraints for 
children and teenagers with mental health needs, sexual abuse and 
violence, the punitive use of solitary confinement, sanitation deficiencies, 
and a growing number of avoidable deaths.3 Human rights and advocacy 
groups have issued additional reports on the dangerous conditions in 
immigration detention.4 

Adelanto Detention Center has been a particular focus of concern. 
Adelanto is the largest ICE detention facility in California, and one of the 
largest in the country, with almost 2,000 people held there on a given day. 
The population at the facility is remarkably diverse, with people from nearly 
all parts of the world and many languages spoken. The facility’s operator, 
the GEO Group, is among the most prominent for-profit prison companies 
in the United States. It is also ICE’s largest single contractor, having 
secured $327 million from ICE in 2018.5 (In California, GEO Group also 
operates ICE’s 400-bed Mesa Verde detention facility in Bakersfield.) 

In September 2018, the DHS OIG issued a Management Alert - 
Issues Requiring Action at the Adelanto ICE Processing Center, in which it 
identified “serious issues” that violate ICE’s detention standards and “pose 
significant health and safety risks at the facility.” The OIG highlighted 
concerns about inadequate suicide prevention practices, improper and 
overly restrictive segregation units, and untimely and inadequate medical 
care. The report stated that these issues require immediate attention.6 

In June 2017, the State of California enacted Assembly Bill 103, 
which directed the California state attorney general to review and report on 
county, local, and private locked detention facilities in which noncitizens are 
housed or detained for purposes of civil immigration proceedings in 
California.7 The law directs the attorney general to conduct a review of the 
conditions of confinement, the standard of care and due process provided 
to people held in immigration detention facilities, and the circumstances 
around their apprehension and transfer to those facilities.8 



This sort of comprehensive review is important and necessary. At the 
same time, when conditions in a detention facility fall below prevailing legal 
and other standards, people with disabilities are among the most likely to 
be harmed. Focused attention on their particular experience in detention is 
essential. 

Our investigation of conditions at Adelanto Detention Center revealed 
many individual stories of people with mental health needs and other 
disabilities experiencing serious psychological and physical harm. These 
harms are the consequence of harsh and punitive conditions at the facility, 
and of an inadequate health care treatment system. We also found that 
Adelanto’s disability accommodation system was deficient in a number of 
ways, with real and damaging consequences for people with disabilities. 

Our findings warrant attention and demand action. DHS, ICE, and 
GEO Group must take steps to address the harmful conditions and 
treatment failures that affect people with disabilities at Adelanto. Where 
problems persist, it is the responsibility of government officials, advocacy 
groups, and the general public to demand that the rights and well-being of 
people subject to immigration detention are protected. 

Ugo: “There Is No Safety Here” 

Ugo’s search for safety began with the burning down of the school where 
his mother taught in Nigeria. Ugo was forced to flee his Nigerian village 
after an extremist group threatened to kill him, his parents, family members 
and all Christian residents of the village. For the next decade, Ugo moved 
several times while fleeing religious persecution. 

When he arrived at Adelanto in 2018, Ugo struggled with depression due to 
the trauma of these experiences and the recent death of his uncle. The 
harsh and regimented conditions of detention made coping nearly 
impossible. Ugo recalls one incident when he sat down to calm himself 
while detainees were forming a meal line. Custody staff yelled at him to 
stand up. The situation escalated to the point where he was pushed against 
a wall and surrounded by several officers. He recalls trying to explain his 
circumstances and distress, but not being permitted to do so. The 
altercation led to Adelanto staff placing Ugo in restraints, pepper spraying 
him, and sending him to disciplinary segregation. 



Ugo’s condition deteriorated in disciplinary segregation, where he was 
confined to a small cell for more than 23 hours per day. His anxiety and 
desperation increased. He made a noose out of his T-shirt. When staff saw 
that Ugo was trying to hang himself, they immediately pepper-sprayed him 
in his face and on his body. Recounting this episode, Ugo wondered, “If I 
say I am going to hurt myself, why pepper spray me? Why not try to help 
me?” 

Ugo explained that “you cannot house someone with mental illness here, 
the noise, the lack of nutrition, the crowds, there is no therapy, nothing to 
do.” His voice grew quiet, as he considered his journey from persecution in 
his home country to the United States and Adelanto Detention Center: 
“When I arrived here, I thought I was safe, but there is no safety here.” 

 

Men’s Administrative Segregation Unit Cell (Adelanto West Facility)  



II. Scope of Investigation 

A. DRC Investigation Process 

Disability Rights California (DRC) is the state’s designated protection 
and advocacy system, charged with protecting the rights of people with 
disabilities.9 DRC has the legal authority to inspect and monitor conditions 
in facilities that provide care and treatment to people with mental illness 
and other disabilities.10 

Pursuant to this monitoring authority, DRC opened an investigation of 
Adelanto Detention Center based on troubling accounts from advocacy and 
community groups, information received from people with disabilities who 
have been detained at Adelanto, and public reports regarding facility 
conditions. 

DRC conducted on-site monitoring of the Adelanto facility on 
February 1 and 2, 2018, and again on August 13 and 14, 2018. We viewed 
areas accessible to people in detention, including the intake area, health 
care treatment areas, recreation areas, visitation areas, and housing units. 
During the visit, staff provided information and answered questions about 
the facility and programs. Staff and representatives from GEO Group and 
ICE cooperated with DRC’s monitoring work. 

We spoke with well over one hundred people detained at the facility, 
through interviews in housing unit common areas, in confidential visiting 
rooms, or at cell-front. The stories of some of these people are included in 
this report. (To protect the privacy of the people who we interviewed, the 
report uses pseudonyms rather than real names.) 

We reviewed publicly available documents as well as documents and 
data provided by ICE and GEO Group. We also obtained records for 
individual detainees with their authorization. 

B. Expert Analysis 

DRC retained two experts to conduct detailed evaluations of people 
detained at the Adelanto facility. These experts, Altaf Saadi, M.D., 
M.S.H.S., and Erica Lubliner, M.D. (the “DRC Experts”), have experience 
and expertise as treatment providers, and have considerable experience 
evaluating and treating immigrants who have been held in detention 
facilities. 



Dr. Saadi is a physician who is board certified in Neurology. She has 
served as an expert evaluator for immigrants seeking asylum in the United 
States. She regularly conducts psychological and medical evaluations of 
immigrants in the community and in detention. She is an expert volunteer 
and member of the Physicians for Human Rights Asylum Network. She has 
worked in underserved communities domestically and internationally, 
including in Zambia, in Tanzania, at the Navajo Medical Center in New 
Mexico, and at the Boston Healthcare for the Homeless. Her expertise 
extends to working with survivors of rape and sexual assault. Dr. Saadi is a 
graduate of Harvard Medical School and completed her training at 
Massachusetts General and Brigham and Women’s Hospitals in Boston, 
where she served as chief resident. She is a Health Sciences Clinical 
Instructor of Medicine at UCLA, with a research focus on health inequities 
among minority and immigrant populations. 

Dr. Lubliner is chief resident at the UCLA/Greater Los Angeles-VA 
Psychiatry Residency Training Program. She has extensive practical and 
research experience with Latino/a and immigrant communities. Her 
research explores the intersection of health care, immigration, and culture. 
She is a graduate of the David Geffen School of Medicine at UCLA. She is 
a native Spanish speaker. 

The DRC Experts evaluated ten (10) men and four (4) women 
detained at Adelanto who have a mental illness and/or a history of suicidal 
thoughts or self-harm. The DRC Experts reviewed individual records and 
conducted confidential interviews in each detainee’s preferred language, 
with the assistance of an interpreter when needed. The DRC Experts 
focused their assessments on the detainees’ experience and psychological 
health in immigration detention, while also gathering information on their 
pre-detention experiences and health histories. 

The DRC Experts provided their findings, which are incorporated in 
this report, in their personal capacities. Their opinions do not represent the 
official views of their employers or affiliated institutions.  



III. The Growth in Detention of ICE Detainees, Including 
People with Disabilities and Asylum Seekers 

A. A Rapidly Growing ICE Detention System 

In the last two decades, the United States’ immigration detention 
system has ballooned. In 2017, DHS reported a record-high ICE detainee 
population – more than 38,000 people on a given day.11 The number 
continues to rise, with ICE reporting an average daily detention population 
of 44,631 as of October 2018.12 For Fiscal Year 2019, DHS submitted a 
budgetary request for 52,000 ICE detention beds.13 

Private prison companies like GEO Group dominate ICE’s 
immigration detention system, with approximately 70% of detained people 
held in private facilities that operate pursuant to federal government 
contracts.14 

B. Government Policies Are Driving Increased Detention of 
People with Disabilities 

Although we were unable to obtain systemwide population data on 
immigration detainees with disabilities, it is apparent that the number is 
substantial and very likely increasing. Such an increase is the result of both 
the overall increase in ICE detention as well as the federal government’s 
rescission, in 2017, of policies designed to divert people with disabilities 
from immigration detention. 

Though aggressive federal government efforts to detain and deport 
people accused of violating United States immigration laws is not new,15 
the government for several years had procedures intended to avoid or 
mitigate the harms of immigration detention for people with disabilities. 

These procedures followed a DHS report, Immigration Detention 
Overview and Recommendations, authored by Dora Schriro, the founding 
Director of the ICE Office of Detention Policy and Planning. Based on a 
comprehensive evaluation of ICE’s immigration detention system, the 
report provided detailed recommendations to meet the health care and 
other special needs of people subject to immigration proceedings and 
detention, and to expand community-based supervision programs as 
alternatives to detention.16 



In the wake of that report, DHS took steps toward reducing the 
detention of “special populations.” In 2011, the Director of ICE issued a 
memorandum stating that the detention of “individuals who suffer from a 
serious mental or physical disability” and “individuals with serious health 
conditions,” among other groups, warrant “particular care and 
consideration.”17 

In 2014, DHS further articulated its immigration enforcement priorities 
to reflect heightened consideration for people with disabilities and other 
special needs. These priorities focused enforcement efforts on people who 
pose “threats to national security, border security, and public safety,” 
including those with serious criminal histories.18 DHS directed that, as a 
general matter, ICE should not detain individuals “who are known to be 
suffering from serious physical or mental illness, who are disabled, elderly, 
pregnant, or nursing, who demonstrate that they are primary caretakers of 
children or an infirm person, or whose detention is otherwise not in the 
public interest.”19 

In early 2017, the government rescinded this policy guidance by 
Presidential Executive Order 13,768, ending the exercise of “prosecutorial 
discretion” for special populations.20 The termination of such prosecutorial 
discretion made an increase in the detention of people with disabilities all 
but certain. 

Our investigation revealed a considerable number of Adelanto 
detainees with mental health needs and other disabilities. According to 
ICE’s data, there are approximately 300 people on the mental health 
caseload, representing about 15% of the facility’s population. We identified 
many more Adelanto detainees with physical, sensory, and other types of 
disabilities, as well as with acute and chronic medical needs. 

Cristina: A Dreamer’s Nightmare at Adelanto 

Cristina has lived most of her life in California, arriving when she was a 
toddler. She qualified as a “Dreamer” under the Deferred Action for 
Childhood Arrivals (DACA) program and attended college in Northern 
California. After her DACA status expired, she was apprehended by 
immigration officials and detained at Adelanto. At the time of our interview, 
Cristina had been detained for approximately four months. 



Cristina had a history of mental illness and had attempted suicide two 
months prior to her detention. She was experiencing auditory hallucinations 
when she arrived at Adelanto. She was initially evaluated at an off-site 
health care facility, where staff found her to have acute mental health 
needs requiring treatment and placement on suicide watch. The following 
day, she was sent to Adelanto. (Under DHS’s pre-2017 prosecutorial 
discretion guidelines, it is likely that Cristina would have been diverted from 
detention.) 

During her first session with mental health staff at Adelanto, Cristina 
disclosed her history of abuse, depression, and suicidality. The clinician 
suggested breathing exercises and did not see her again for five weeks. 

Cristina’s condition grew worse. She had difficulty breathing and a rapid 
heart rate. But she also feared telling mental health staff about how she 
was feeling, knowing that they could put her back in the suicide watch cell 
and, regardless, would provide little, if any, treatment. 

After a few months at Adelanto, Cristina sliced her wrists, injuries that 
required hospitalization for five days. Mental health staff wrote: “[Cristina] 
has been hesitant to tell myself and other providers about her cutting and 
how severe her [suicidal ideation] is because she doesn’t want to be placed 
in a suicide smock and made to sit alone in a cell.” 

Suicide watch cells are discussed in Section V.A.3, below. 

C. Detention of Asylum Seekers with Serious Mental Health 
Needs 

The growing number of asylum seekers, many with mental health 
treatment needs, in immigration detention is striking and troubling. As the 
number of people seeking asylum in the United States rises (growing by as 
much as 20 percent annually),21 the rate of detention of people seeking 
asylum has also dramatically increased.22 According to ICE data, between 
2011 and 2013, five major ICE Field Offices, including the office in Los 
Angeles, paroled 92% of arriving asylum seekers.23 In contrast, the asylum 
seeker parole rate fell to below 4% across the same offices for the period of 
February 2017 to September 2017.24 

While mental illness is by no means limited to asylum seekers in ICE 
detention facilities, the asylum seeker population has a disproportionately 
high incidence of psychological and physical trauma, as well as serious 



mental health treatment needs. People seeking asylum are often fleeing 
horrific violence, abuse, or persecution in their country of origin. Some may 
be seeking to escape persecution based on their mental illness or other 
disabilities.25 Detained asylum seekers experience very high rates of 
anxiety, depression, post-traumatic stress disorder (PTSD), and thoughts of 
suicide.26 One study found that 77% of detained asylum seekers showed 
clinically significant symptoms of anxiety, 86% suffered from depression, 
50% showed signs of PTSD, and 26% had thoughts of suicide.27 

I thought I would die from the beating, 
and they [gang members] threatened to 
kill me next time. So I left. 
– Honduran asylum seeker at Adelanto 

The number of asylum seekers at Adelanto is substantial. According 
to ICE, as of March 2018, there were 445 detainees who were seeking 
asylum (27% percent of the facility population). More than 50% of women 
held at the facility were seeking asylum. 

The DRC Experts interviewed many Adelanto detainees who 
described “traumatic experiences before immigration, including rape, 
childhood sexual assault, and targeted political violence such as home 
burnings or police violence.” Multiple female asylum seekers reported 
having witnessed their children and/or husbands tortured or killed. We 
encountered one young asylum seeker with visible scars and trouble 
swallowing due to a severe beating he endured in his home country. 

The federal government has itself recognized that asylum seekers 
are among the special populations with an elevated need for treatment and 
services as they await resolution of their immigration proceedings.28 DHS 
has acknowledged that the “indefinite nature of immigration detention may 
trigger a profound sense of powerlessness and loss of control, contributing 
to additional severe and chronic emotional distress for asylum seekers.”29 

The DRC Experts found that asylum seekers held at Adelanto face an 
extremely high risk of psychological and other harms. The risks are 



particularly acute given the severe, prison-like living conditions at the 
facility. (Read Ugo’s story, click here; Sofia’s story, click here.) 

Many of the asylum seekers we interviewed would likely have 
avoided detention under DHS’s pre-2017 enforcement priorities given their 
mental and physical care needs and their low security risk classification.  



IV. Adelanto’s Punitive, Prison-Like Conditions Result in 
Significant Harm to People with Disabilities 

A. The United States Constitution Prohibits Subjecting Civil 
Immigration Detainees to Punitive Conditions 

People held in immigration detention are civil, not criminal, detainees. 
Courts have recognized that people held in civil detention should not be 
subjected to conditions that amount to punishment when less harsh 
alternatives exist, particularly when it comes to access to health, mental 
health, and other services. While this constitutional principle, based on 
rights guaranteed under the Fifth and Fourteenth Amendments to the 
Constitution, has been recognized by the United States Supreme Court for 
decades,30 it has recently received renewed attention. 

In 2018, the Court of Appeals for the Ninth Circuit reaffirmed the 
constitutional limitations on subjecting people in civil detention to punitive 
conditions. In King v. County of Los Angeles, the court explained that 
detention conditions “are presumptively punitive if they are identical to, 
similar to, or more restrictive than, those in which [a civil detainee’s] 
criminal counterparts are held,” and that such conditions violate a 
detainee’s constitutional rights unless they are necessary to achieve 
legitimate, non-punitive objectives that cannot be achieved through 
alternative and less harsh methods. 31 

DHS’s 2009 report, Immigration Detention Overview and 
Recommendations, was critical of ICE’s detention practices in this regard, 
noting the distinct impact on people with mental health, medical, and 
disability needs. The report noted that “with only a few exceptions, the 
facilities that ICE uses to detain aliens were built, and operate, as jails and 
prisons.”32 The report found that ICE’s detention standards were largely 
informed by criminal facility-based standards, and that they “impose more 
restrictions and carry more costs than are necessary to effectively manage 
the majority of the detained [immigrant] population.”33 The report 
recommended that ICE modernize its system of detention to more 
appropriately meet the needs of the civil immigration detainee population, 
drawing a clear distinction to the management of criminal prisoner 
populations.34 It recommended that ICE pursue less restrictive detention 
strategies as well as alternatives to detention for people with disability and 
other needs who can be supervised in the community.35 



The constitutional prohibition against punitive conditions for civil 
detainees is in fact reflected in Adelanto’s Intergovernmental Service 
Agreement. The Adelanto service agreement recognizes that “ICE 
detainees are not charged with criminal violations and are only held in 
custody to assure their presence throughout the administrative hearing 
process and … removal from the United States.”36 The Adelanto service 
agreement states that “ICE is reforming the immigration detention system 
to move away from a penal model of detention.”37 

B. Adelanto Looks, Feels and Operates Like a Prison 

In spite of the constitutional mandate against punitive civil detention 
and the government’s findings and contract language, conditions at 
Adelanto are largely equivalent to those in prisons, and amount to the 
unnecessary and possibly unlawful punishment of civil detainees. For most 
people detained at the facility, the conditions are like nothing they have 
experienced before, and are deeply jarring. The punitive, prison-like 
conditions disproportionately harm people with mental illness and other 
disabilities. 

The prison-like conditions at Adelanto are obvious from the moment 
one enters the detention center complex. In fact, the East facility was 
constructed to be a prison, which it was for many years.38 

The large greyish buildings that hold ICE detainees have small 
windows and are surrounded by tall barbed wire fencing. 

Detainees are made to wear color-coded uniforms based on their 
classification and housing location. The majority of detainees at Adelanto 
sleep in cells, with some sleeping in crowded dormitory-style units. They 
are closely monitored at all times and must follow a strict schedule. They 
are not free to leave their housing units without specific authorization by 
staff. They spend the majority of their day confined inside their housing unit 
or their cells. Access to showers is limited. When detainees are permitted 
to go outdoors, the exercise areas available to them are often made 
entirely of concrete, though some have artificial grass. For much of the 
year, the largely unshaded outdoor areas can be unbearable under the hot 
desert sun. 

We heard many reports about meals that lacked sufficient nutrition, 
did not comply with religious and medical dietary needs, and were often 
spoiled.39 



Detainees have limited phone access to communicate with their 
families or legal counsel, and essentially no physical contact with the 
outside world beyond limited visitation hours. 

Detainees are subject to prison-like solitary confinement, whether for 
disciplinary or administrative reasons. (See Section V.B, below.) 

 

Women’s Disciplinary Segregation Cell (Adelanto East Facility) 

Meanwhile, the profiles and records of many Adelanto detainees – 
with no criminal or violent history, and having disabilities and related needs 



– strongly suggest that (1) Adelanto is imposing unnecessarily harsh – and 
in effect, punitive – conditions, and (2) ICE is underutilizing feasible 
alternatives to detention for people who can be effectively supervised in the 
community.40 These facts raise serious questions as to whether ICE and 
GEO Group are violating the constitutional rights of Adelanto’s civil 
detainees, and in particular those people with disabilities. 

Recommendations to Address the Punitive Treatment of Civil 
Immigration Detainees, Including People with Disabilities 

DHS and ICE 

1. Reinstate and build upon the pre-January 2017 exercise of prosecutorial 
discretion for special immigrant populations, to reduce or eliminate the 
detention of people with serious mental illness and other disabilities. 

2. Implement immigration enforcement policies to reduce or eliminate the 
detention of people with histories of trauma, particularly those seeking 
asylum in the United States. 

3. Implement and require less restrictive ICE detention practices that better 
reflect the nature of civil immigration detention and prevent the violation 
of detainees’ constitutional right not to be subjected to punitive 
conditions of confinement, which disproportionately harm people with 
disabilities. 

4. Increase oversight of Adelanto operations and practices and ensure that 
conditions are consistent with the Adelanto Intergovernmental Service 
Agreement’s directive to “move away from a penal model of 
[immigration] detention.” 

5. Terminate service agreements with contracted operators of immigration 
detention facilities that fail to maintain conditions that meet the 
constitutional and legal requirements for civil detention. 

GEO Group 

1. Ensure that conditions at Adelanto are not punitive, are no more 
restrictive than necessary, and are conducive to the psychological and 
physical well-being of detainees, in particular people with disabilities. 



2. Take immediate steps to normalize Adelanto’s living environment for 
detainees to the maximum extent feasible based on individualized risk 
assessments, including: expanded access to the outdoors, exercise, and 
recreation; provision of nutritious meals and fresh foods consistent with 
religious observance and medical needs; and significantly expanded 
access to visitation and telephone communication with legal counsel and 
family.  



V. Adelanto’s Inadequate Mental Health and Medical 
Treatment, and Counter-Therapeutic Conditions 

Adelanto’s mental health care system does not meet the needs of the 
detainee population, and facility conditions are counter-therapeutic, all of 
which places people with mental health disabilities at a significant risk of 
harm. We found that the conditions and practices at Adelanto result in the 
abuse and neglect of detainees with mental health disabilities as defined in 
federal law.41 

There are several steps that ICE and GEO Group can take right now to 
improve mental health care and conditions at Adelanto. At the same time, 
the seriousness of the harms we found strongly suggest that it may be 
impossible to safeguard the rights and well-being of people with serious 
mental health needs in such a prison-like facility. 

A. Inadequate Mental Health Treatment 

The mental health treatment program at Adelanto fails to meet the 
needs of the facility’s population. Key deficiencies include: 

1. Cursory clinical contacts and non-individualized treatment; 

2. A lack of structured programming and activities; 

3. Harmful institutional responses to patients in psychiatric crisis; and 

4. Deficient medication management practices. 

In addition, the traumatic backgrounds and mental health needs of 
many people held at Adelanto – including people seeking asylum – 
demand the implementation of a robust trauma-informed care system that 
addresses the distinct needs of this population. 

1. Cursory Clinical Contacts and Non-Individualized 
Treatment 

In nearly each case reviewed by the DRC Experts, the mental health 
treatment provided was not individualized to the patient’s psychological 
profile and needs. Detainees described how their encounters with mental 
health staff are brief and marked by a rapid checklist assessment. Review 
of detainee records confirm the lack of individualized care. For example, 
clinical staff repeatedly recommend “breathing techniques and physical 
exercise,” even for detainees in highly restrictive units with extremely 



limited out-of-cell recreation time, and thus almost no opportunity to engage 
in “physical exercise.” (Read Sofia’s story, click here; Cristina’s story, click 
here.) 

Mental health staff also recommend “religious coping,” even for 
detainees who explain that they do not have religious beliefs. Other 
detainees who received this clinical recommendation reported that they do 
not have access to religious texts related to their faith or in their language. 

Mental health staff document the same recommendations month after 
month, even as patients experience worsening symptoms or develop 
thoughts of self-harm or suicide. 

The repeated use of boilerplate clinical recommendations suggest 
that mental health staff may not be meaningfully engaging with patients. 
Our finding is consistent with the DHS OIG’s September 2018 report that 
GEO Group clinical staff were recording the completion of patient 
encounters without making contact with the patient.42 

Ultimately, the lack of individualized treatment means that detainees 
are not getting the care they need and are unlikely to seek help when they 
need it. 

2. Lack of Structured Mental Health Programming and 
Activities 

A related deficiency is the lack of structured mental health 
programming and opportunity to engage in any meaningful activities. Even 
in jails and prisons, contemporary standards require “basic on-site 
outpatient [mental health] services,” including “individual counseling, group 
counseling and psychosocial/psychoeducational programs.”43 GEO Group 
fails to provide such services to meet the needs of its population. 

An example of this failure is the near non-existence of structured 
group treatment. We spoke with GEO Group mental health staff who 
recognized the value of and need for group treatment programming for his 
patients. But when we first toured the facility in February 2018, GEO Group 
offered no structured therapy groups due to the lack of clinical staff to 
provide such programming. When we returned to the facility in August 
2018, staff reported that they were offering two therapy groups, though 
exclusively in Spanish and only for women. For male and non-Spanish-
speaking detainees, no structured group treatment programming was 



available at all. (Even within the female Spanish-speaking population, many 
women reported to us that they were not aware of therapy groups or how 
they could participate.) Nor were there classes or vocational programs 
offered at the facility to engage people’s minds or provide structure to their 
days. 

Sofia: An Asylum Seeker Brought to the Brink of Suicide at 
Adelanto 

Sofia sought asylum in the United States due to persecution she faced in 
Russia. She and her husband, Aleksei, were both detained at Adelanto 
Detention Center starting in 2017. (Read Aleksei’s story, click here). 

During our first interview, Sofia spoke in a whisper as she described her 
experiences in detention. A thick bandage covered her wrist. She had 
recently been hospitalized following an attempted suicide by cutting herself. 

Sofia explained how visits with her husband were rare and how requests to 
send him a letter or speak with him on the phone were denied. In addition 
to the distress caused by not being able to communicate with her husband, 
Sofia described feeling anxious and depressed based on her living 
conditions and lack of medical treatment at Adelanto. When she 
experienced intense headaches, her requests for medical care went 
unanswered. Other requests for small sources of comfort, such as a book 
in Russian or a sweater, were also denied. 

She requested to see mental health staff but found that “they make me feel 
worse.” She explained: “Their advice or therapy are not suitable for my 
case . . . they tell us to exercise or breathe.” Sofia, like her fellow 
detainees, has very limited and inconsistent access to outdoor recreation 
time, making it difficult to exercise regularly. Clinical staff also directed 
Sofia to use “religious coping” even though she is not religious. A review of 
her medical records reveals that mental health staff persisted with these ill-
fitting recommendations even as Sofia reported worsening mental health, 
had suicidal thoughts, and finally reached the point of wanting to kill herself. 

Approximately four and a half months into her detention, Sofia attempted 
suicide. She had no history of suicidal thoughts or self-harm prior to her 
detention at Adelanto. She recalled: “I was tired of being here, of being 
detained. It was just too stressful.” 



There is also severely limited opportunity for detainees to engage in 
self-directed activities, including something as simple as reading books. 
Detainees reported significant barriers to obtaining books, a right protected 
even for people imprisoned under the First Amendment.44 We spoke with 
multiple detainees with mental health needs who, concerned about the lack 
of treatment and support at the facility, had unsuccessfully attempted to 
order self-help books from outside vendors to help them endure during their 
detention. We reviewed a written detainee request for self-help books that 
facility staff had rejected, with a note that the detainee must go through 
mental health staff to request such materials. The detainee reported that he 
had spoken with mental health staff and was told that such requests were 
outside mental health staff’s responsibilities. Other detainees reported that 
the facility had denied their requests to order books in their native 
language, vocational books, and dictionaries. 

Many detainees also complained about the limited availability of 
reading material in the housing units. We observed “library” areas within 
the units consisting of one or two carts of books. Book selection was quite 
limited. It included a noticeably large number of Bibles and other Christian 
literature, but few or no books related to other religions. Additionally, the 
majority of books were in English only, despite Adelanto’s significant non-
English speaking population. 

With no meaningful structured therapeutic activities, the lack of 
books, and days spent largely confined in crowded dorms and solitary 
confinement-type cells, detainees face an enforced idleness that worsens 
their mental health. 

3. Harmful Institutional Responses to Detainees in 
Psychiatric Crisis 

We interviewed many people who had developed suicidal thoughts, 
engaged in self-harming behaviors, or attempted suicide at the Adelanto 
facility. They described reaching a point of wanting to die due to the intense 
stress of prison-like detention, and the harsh responses they faced when 
they manifest a psychiatric crisis. Their accounts speak to a system that 
fails to provide treatment to prevent decompensation, and that instead 
relies on a severe, non-therapeutic crisis response system. 

Similar to what we have observed in prisons and jails with inadequate 
mental health care systems, GEO Group regularly relies on suicide watch 



cells when detainees experience a psychiatric crisis. The suicide watch 
cells are barren and extraordinarily isolating settings. They are small rooms 
that prevent any sort of normal interaction with another human being. 
People placed in these cells at Adelanto are often stripped naked and given 
only a “safety smock” made from heavy tear-proof material. They generally 
receive no books or other personal property while in one of these cells. 

I told the doctor, [the suicide watch cell] 
makes me want to kill myself quicker. It 
will happen faster this way, being in this 
room. The doctor just said, ‘this is the 
process we have to go through here.’ I 
told him, I am going to hurt myself, 
please send me back otherwise I am 
afraid I will hurt myself. The doctor said 
that ‘the only way I can send you out is 
if you tell me you won’t hurt yourself,’ so 
I did that and they let me out. 

-Adelanto Detainee 

Mental health staff have acknowledged the damaging effects of 
placing Adelanto detainees in a suicide watch cell. One GEO Group 
clinician recorded that a patient had stopped sharing information about her 
suicidal thoughts with staff for fear of being placed on suicide watch and 
noted that such a placement could “completely ruin the therapeutic 
alliance” between clinician and patient. (Read Cristina’s story, click here.) 



 

Suicide Observation Cell (Adelanto West Facility) 

Beyond the reliance on suicide watch cells, GEO Group’s response to 
detainees in acute mental health crisis can be violent or punitive, lacking in 
appropriate therapeutic intervention, and ultimately psychologically 
damaging. 

I cannot ask for help because they will 
put me on suicide watch by myself and I 
get more depressed. It does not help. I 
don’t trust them. So I suffer in silence. 
-Adelanto Detainee 

Aleksei: “They Treat Us Like Animals” 

Aleksei was apprehended by immigration agents along with his wife, Sofia. 
(Read Sofia’s story, click here). He has diagnoses of pancreatitis and 



gastroesophageal reflux disease, a condition that causes intense 
abdominal and chest pain. His medications were discontinued when he 
arrived at Adelanto. Within a few weeks, his pain had become so severe 
that he could not walk or stand. Staff provided him Ibuprofen repeatedly, 
which according to the DRC Experts is inappropriate for a patient with his 
condition and could lead to dangerous internal bleeding. After more than a 
year in detention with worsening symptoms, including symptoms of internal 
bleeding, Aleksei still had not received clinically indicated follow-up, such 
as an endoscopy ordered by medical staff. Records show that Aleksei had 
filed repeated grievances, and that the facility’s responses were 
inadequate. 

Aleksei described how he and other detainees felt that staff “treat us like 
animals.” They were summarily punished for minor violations of facility 
rules. On one occasion, facility staff forced his entire housing unit to get up 
in the early hours of the morning and stand outside in the cold because 
some detainees had complained about one officer’s behavior towards 
them. Many of the men had no shoes and wore only underwear. 

After being unable to receive updates on his immigration case, Aleksei’s 
distress became unbearable and he began a hunger strike. He was placed 
in a suicide watch cell for two days. Aleksei recalled his time there as 
“torture, I could not sleep, they keep the lights on at all times, I had no 
water or food, no clothing.” 

Aleksei’s trauma in the suicide watch cell lingered, and his depression 
worsened. He attempted suicide by lacerating a vein in his arm. The razor 
was too dull to inflict fatal harm, but he was again placed in the suicide 
watch cell. Aleksei recalls being so distraught that he yelled for someone to 
end his life. He was allowed no time outside the cell, no contact with his 
wife, and no clothes other than a heavy, tear-proof smock. After four days 
in the suicide watch cell, health care staff told him that the only way he 
would be released is if he said he was OK. So he did. 

After this second experience in the suicide watch cell, Aleksei withdrew 
from Adelanto’s mental health staff. He explained, as his hands visibly 
shook, “I am afraid of being sent back to the suicide room, I do not tell the 
doctor how I feel, I say everything is fine because I don’t want to go back . . 
. but I can’t sleep, there’s nightmares and I shake, I do not want to do 
anything but lay in bed.” 



We witnessed one incident firsthand that illustrated GEO Group’s 
punitive and counter-therapeutic response to a detainee’s psychiatric crisis. 
The detainee was being discharged from suicide watch when he suddenly 
ran down the hallway, an act that clinical staff described to us as related to 
his still unstable mental health condition. Notwithstanding this assessment, 
custody staff treated the incident as an “Attempted Escape” and 
immediately placed the detainee in disciplinary segregation. Things got 
worse in the segregation unit. The man started banging his head against 
the wall and kicking his legs at custody staff who tried to restrain him. After 
some time, clinical staff directed that he be taken to an inpatient psychiatric 
hospital. A clinician who had evaluated this man told us that disciplinary 
segregation was not an appropriate placement for him. 

Another detainee reported that he was immediately pepper sprayed 
after staff saw him attempting to commit suicide by hanging himself. (Read 
Ugo’s Story, click here). 

The DRC Experts described these types of responses to a person’s 
psychiatric crisis as “reflective of a penal rather than healing attitude toward 
addressing mental health distress.” 

4. Deficient Medication Management Practices 

The DRC Experts found that medication practices at Adelanto do not 
meet standards of care. They noted a number of cases of medication 
management failures. 

In one case, a detainee stopped receiving his psychiatric medications 
for ten days “pending ICE approval,” a gap in medication that the DRC 
Experts found “quite dangerous” for the patient, who had a history of 
serious mental illness involving suicidal ideation and hallucinations. 

Another young Adelanto detainee required psychiatric hospitalization 
after experiencing hallucinations, anxiety, and insomnia, and becoming 
suicidal. Hospital staff attributed his decompensation in part to the fact that 
“his medication was inexplicably stopped 3 days ago at Adelanto.” (Read 
Luis’s story, click here.) 

In another case, the DRC Experts found that a prescribed medication 
to address a patient’s anxiety was contraindicated given the patient’s 
cognitive condition and gait instability. According to the DRC Experts, the 



medication risked worsening the patient’s cognitive functioning and 
increasing the likelihood of a fall. 

Our findings of medication management deficiencies at Adelanto are 
generally consistent with the findings of the DHS OIG and recent 
investigative reports.45 

5. The Need for Trauma-Informed Care 

The DRC Experts found that the mental health care system at 
Adelanto failed to meet the needs of detainees who have experienced 
trauma. They recommend the implementation of a trauma-informed 
approach for immigrants held at Adelanto and similar immigration detention 
facilities. At the same time, serious effort should be made to keep people 
who are coping with past trauma and serious mental illness out of detention 
altogether. 

A trauma-informed approach to mental health care requires an 
understanding of trauma and an awareness of the impact it can have 
across settings, services, and populations. The Substance Abuse and 
Mental Health Services Administration (SAMHSA) of the United States 
Department of Health & Human Services has articulated a detailed 
framework for a trauma-informed approach.46 

SAMHSA identifies four key assumptions for a trauma-informed 
approach to care (referred to as the “four R’s”): (1) Realizing the 
prevalence of trauma; (2) Recognizing how trauma affects all individuals 
involved with the program, organization, or system, including its own 
workforce; (3) Responding by putting this knowledge into practice; and (4) 
Resisting re-traumatization.47 SAMHSA recommends that a trauma-
informed approach adhere to six key principles: 1) safety (emotional and 
physical); 2) trustworthiness and transparency; 3) peer support; 4) 
collaboration and mutuality; 5) empowerment, voice and choice; and 6) 
attention to cultural, historical and gender issues.48 

In 2016, a DHS Advisory Committee recommended that DHS and 
ICE take a variety of steps to “holistically implement a trauma-informed 
approach” and services in DHS’s Family Residential Centers.49 There is a 
compelling need for trauma-informed care in ICE detention facilities like 
Adelanto as well. 



A trauma-informed approach requires the provision of meaningful 
treatment and an environment defined by safety, support, and individual 
agency. It must go beyond interactions between clinical staff and 
detainees. As the DRC Experts explained, trauma-informed care requires 
the participation of “all staff, from the receptionist to guards to escort staff, 
who must be trained on how violence and trauma impact the lives of people 
being served, so that every interaction is consistent with the recovery 
process and reduces the possibility of re-traumatization.” 

GEO Group fails to maintain an environment where detainees feel 
safe. We heard multiple reports from detainees about staff addressing them 
with derogatory and demeaning language. Detainees reported the use of 
racial slurs by facility staff and being mocked for not speaking English 
fluently. They described staff making derisive comments directed at people 
with mental illness. The DHS OIG similarly documented a report of 
Adelanto “guards laugh[ing] at [people who attempt to hang themselves] 
and call[ing] them ‘suicide failures’ once they are back from medical.”50 
Improved training and better accountability at Adelanto is necessary in this 
regard. 

Overall, Adelanto – with its prison-like conditions, tightly regimented 
schedule with little freedom of movement or individual agency, and the 
dearth of programming and stimulating activity – is a setting antithetical to a 
trauma-informed approach. As the DRC Experts found, the adoption of a 
“trauma-informed care approach appears inconsistent with the nature of 
detention conditions” as they are at Adelanto. 

B. Housing People with Mental Health Disabilities in 
Segregation 

GEO Group operates administrative and disciplinary segregation 
units for both men and women held at Adelanto. These units are much 
more restrictive than the general population units. The conditions in these 
segregation units put people with mental health disabilities at substantial 
risk of psychological and even physical harm. (In fact, we found evidence 
that GEO Group houses people with mental illness and other disabilities in 
segregation because of their disability, a practice that likely violates federal 
law, as discussed in Section VII.B, below.) 

Adelanto’s administrative segregation units are generally utilized as 
“protective custody” units – that is, with the purpose of protecting the safety 



of a detainee who may not feel safe in general population housing areas. 
But the significantly more restrictive nature of these administrative 
segregation units in many cases inflicts psychological harm on detainees 
whom the facility claims to seek to protect. Men held in administrative 
segregation are permitted out of their cells for just 3-4 hours each day, 
including about one hour outdoors. 

(In contrast, people in the general population units are allowed to be 
in common areas for most of the day.) Women held in administrative 
segregation face even more isolating conditions than their male 
counterparts. The women are confined alone in their cell for as many as 22 
hours per day, and are rarely permitted to go outdoors for fresh air or 
exercise. With the restricted out-of-cell time comes limitations on access to 
the telephones to communicate with family and legal counsel. 

Adelanto’s disciplinary segregation units closely mirror solitary 
confinement units in prisons and jails. Men held in disciplinary segregation 
are placed in single cells with no windows to the outside and only a small 
window in the cell door that looks into a hallway. There is no common area 
in the men’s disciplinary segregation unit. Men are confined to their cells for 
about 23 hours per day. The outdoor “recreation area” for men held in 
disciplinary segregation consists of small cage-like spaces that are 
constructed entirely with concrete. 

Women held in disciplinary segregation are placed in the same unit 
as those held in administrative segregation. An additional cage-like fence 
separates their cells from the rest of the housing area. They are confined to 
their cell for about 23 hours each day. 

People held in disciplinary segregation have restricted access to 
telephones and to visits with family and legal counsel. 



 

Concrete, Fenced-In Recreation Area for Disciplinary Segregation Unit 
(Adelanto West Facility) 

The specter of being placed in solitary confinement hangs over all 
Adelanto detainees. GEO Group’s Adelanto ICE Processing Center 
Supplemental Detainee Handbook lists more than 50 offenses that can 
result in a detainee’s placement in disciplinary segregation, including minor 
infractions like “refusal to clean assigned living area,” “refusing to obey a 
staff member officer’s order,” “being in an unauthorized area,” or “failure to 
stand [during] count.” (GEO Group’s policy appears to track the applicable 
2011 ICE Performance-Based National Detention Standards, which 
explicitly permit disciplinary segregation for these behaviors.51) 

There is extensive research on the damaging effects of restrictive 
solitary confinement-type conditions, finding that they exacerbate 
symptoms of mental illness and even cause mental illness in those who 
previously did not have such a condition.52 

Such damaging effects are evident in the segregation units at 
Adelanto, particularly among detainees with a history of trauma or mental 
health needs. Multiple detainees at Adelanto have decompensated and 



engaged in self-harm or attempted suicide after spending time in these 
segregation units. (Read Ugo’s story, click here; Luis’s story, click here.) In 
March 2017, Osmar Epifanio Gonzalez-Gadba committed suicide while in 
detention at Adelanto after spending several weeks in disciplinary and 
administrative segregation. The External Reviews and Analysis Unit 
(ERAU) of the ICE Office of Professional Responsibility documented Mr. 
Gonzalez-Gadba’s psychiatric deterioration in those units, where he began 
refusing meals, became psychotic and delusional, and stated a desire to 
die.53 (The ERAU report details multiple deficiencies in how Mr. Gonzalez-
Gadba was treated.54) 

A 2017 DHS OIG report on segregation practices at several ICE 
detention facilities, including Adelanto, recognized that “placing detainees 
with mental health conditions in segregation is a serious step that requires 
careful review and oversight to ensure it is necessary, protects staff and 
detainees, and is in detainees’ best interest.”55 The report was critical of 
ICE’s practices in reviewing detainees’ segregation placements, which 
according to the OIG, meant that “ICE may be missing opportunities to use 
alternatives that may be better for those with mental health conditions.”56 

The continued use of restrictive segregation housing remains a 
problem at Adelanto. The DRC Experts found that the conditions in 
Adelanto’s segregation units were damaging well beyond the period of a 
detainee’s confinement: “The pernicious impact of isolation and solitary 
confinement on detainees’ mental health is not limited to their time in 
isolation," they noted. “It is compounded by living under constant threat and 
fear of the facility’s penal philosophy.” 

Luis: A Teenager with Unmet Mental Health Needs, Trapped 
in Segregation 

Luis is 19 years old and was raised by a single parent in a Salvadorian 
community that was inundated with gang violence. He immigrated to the 
United States at the age of 17 because of threats to his life after he refused 
to join a local gang. Luis is also a survivor of sexual assault and was raped 
as a child. 

Luis has a history of mental illness and has taken psychiatric medication 
since childhood. When he arrived at the United States border, he was sent 
to a children’s shelter but was later released to live with a family member. 



Luis attended high school for a period of time, but later dropped out and 
became homeless. He was arrested and taken to juvenile hall, and was 
then transferred to ICE custody. 

Luis arrived at Adelanto in 2017. During his initial mental health evaluation, 
Luis reported auditory hallucinations and other mental health history. He 
was placed in the administrative segregation unit. Luis’s symptoms grew 
worse in Adelanto’s segregation units, and he repeatedly raised concerns 
about his medication regimen. He engaged in acts of self-harm and at least 
once attempted suicide. 

Luis has required at least two acute psychiatric hospitalizations while at 
Adelanto. Hospital staff documented his deteriorated condition and 
inadequate care at Adelanto, noting that Luis “is here after experiencing 
worsening voices, anxiety, and insomnia after his medication was 
inexplicably stopped 3 days ago at Adelanto.” 

When we last spoke with Luis, he was still in administrative segregation. He 
continued to struggle with the unit’s restrictive nature and lack of activity. 
He told us: “I wish I could be out there [in the facility’s general population]. I 
wish I could have more time outside.” 



 

Men's Disciplinary Segregation Unit (Adelanto West Facility) 

C. Beyond Mental Health Care Deficiencies: Delays and Gaps 
in Medical Care 

We found that serious delays and gaps in the provision of medical 
care at Adelanto are a pervasive problem, and that they disproportionately 
– though not exclusively – harm people with disabilities. Denials of medical 
care have in many cases also caused or exacerbated a person’s 
psychiatric distress. 



We identified multiple cases of acute and chronic medical treatment 
needs that were not timely addressed. In many cases that we requested 
the facility review, ICE and GEO Group acknowledged that there had been 
significant delays in the delivery of care. 

• A man who was taking prescribed medication for a 
gastrointestinal disorder had his medication discontinued when he 
arrived at Adelanto. Without his medication, he experienced pain 
so severe that he could not walk. Facility staff referred him for an 
endoscopy, which was scheduled to occur in April 2018. That 
procedure did not occur as scheduled. It was reportedly provided 
nearly six months later, after DRC contacted ICE and GEO Group 
about the case. (Read Aleksei’s story, click here.) 

• A woman who was raped multiple times during her journey to the 
United States requested and was provided HIV and pregnancy 
testing when she arrived at Adelanto. However, staff failed to 
provide the test results to her for more than three months. Dealing 
with her recent traumas and unable to find out whether she was 
pregnant or if she had contracted HIV, she became suicidal and 
required placement on suicide watch. 

• A man was evaluated for hemorrhoids causing severe pain and 
bleeding, and was referred for a colonoscopy in or about June 
2018. ICE and GEO Group acknowledged the delay in providing 
the procedure, which as of November 2018 still had not occurred. 
In October 2018, the man was placed on suicide watch for five 
days after becoming suicidal. 

• A woman with cataracts who entered ICE detention needing 
surgery went without such treatment for the approximately one 
year she was detained. ICE and GEO Group acknowledged a 
lengthy delay in completing necessary labs and arranging the 
surgery. By the time of her release in late 2018, the surgery still 
had not been provided. Her vision had greatly deteriorated. 

The 2018 DHS OIG report, Management Alert - Issues Requiring 
Action at the Adelanto ICE Processing Center, found a significant number 
of detainees who faced delays in the provision of urgent care, 
appointments for ongoing medical conditions, and prescribed 
medications.57 The report cited a 2017 internal investigation at Adelanto 



that “identified 60 to 80 clinic appointments that were canceled because 
contract guards were not available to take detainees from their cells to their 
appointments.”58 The report also pointed to a 2017 external medical care 
review finding that “wait times to see a provider for both acute illness/injury 
and chronic care needs are often excessively long.”59 The OIG stated that 
“ICE must take these continuing violations seriously and address them 
immediately.”60 

Our investigation reveals that these delays and treatment failures 
persist, causing real harm to people detained at the facility. 

Recommendations to Address Adelanto’s Inadequate Health Care 
Treatment System and Counter-Therapeutic Conditions 

DHS and ICE 

1. Conduct a comprehensive review of Adelanto’s mental health treatment 
system to ensure adequate clinical staffing, individualized treatment, 
structured therapeutic programming and unstructured activities, and 
medication management practices that meet prevailing standards of 
care. 

2. Review and revise standards to ensure that ICE detention facilities’ 
institutional response to detainees in psychiatric crisis is humane, non-
punitive, driven by individual clinical need, and consistent with prevailing 
standards of care. 

3. Review and revise standards to end the use of solitary confinement and 
similarly restrictive segregation housing for ICE detainees, most urgently 
for detainees with mental health needs or other disabilities. Where 
detainees require separation from a facility’s general population, they 
should be placed in a separate “protective housing” unit with equivalent 
programming, activities, and privileges. 

4. Review and revise standards to ensure that ICE detention facilities 
implement a trauma-informed approach to treating people with mental 
health needs, following SAMHSA’s framework for trauma-informed care. 

5. Conduct a comprehensive review of Adelanto’s medical care system to 
ensure that detainees with acute, urgent, or chronic care needs receive 
timely and adequate evaluation and treatment. 



GEO Group 

1. Increase mental health staffing and significantly enhance mental health 
programming at Adelanto, including individualized counseling and group 
therapy to meet the clinical needs of the detainee population. 

2. Revise Adelanto’s policies and procedures to allow detainees to order 
books and other reading materials, and increase reading materials 
available to detainees at the facility, including appropriate religious texts 
and materials written in detainees’ primary language. 

3. Implement a trauma-informed approach to care at Adelanto, and provide 
all Adelanto clinical, custody, and program staff with relevant training. 

4. Conduct a comprehensive review of medication management policies 
and practices at Adelanto and take corrective action to ensure 
medication continuity and safe prescription practices. 

5. Convert Adelanto’s administrative segregation units to “protective 
housing” units with programming, activities, and privileges equivalent to 
what is offered in general population. 

6. End the use of solitary confinement as a disciplinary or administrative 
housing option at Adelanto, most urgently for detainees with mental 
health needs or other disabilities.  



VI. GEO Group’s Underreporting of Suicide Attempts 

We found that GEO Group’s data collection practices lead to the 
underreporting of suicide attempts among Adelanto detainees. The 
frequency of suicide attempts and the circumstances of such incidents 
shed considerable light on the conditions and risks faced by people in 
immigration detention. GEO Group’s lack of transparency regarding these 
incidents undermines public oversight and accountability. 

Data regarding suicide attempts at Adelanto Detention Center is difficult 
to extract from existing records. The ICE Office of Detention Oversight 
reported eight (8) suicide attempts at the facility in 2013.61 A Los Angeles 
Times investigation of 911 call logs found at least five (5) suicide attempts 
at the facility between December 2016 and July 2017.62 

DRC requested data and records on suicide attempts at the facility. In 
response, ICE produced data indicating that Adelanto had just one (1) 
suicide attempt in 2016, three (3) in 2017, and zero in 2018 through mid-
November. 

We found evidence that this data represents a significant undercounting 
of suicide attempts among Adelanto detainees. In the course of DRC’s 
monitoring, and without conducting anything close to a comprehensive 
review of all detainees, we encountered several people who, as 
documented by Adelanto health care staff and confirmed by the DRC 
Experts’ assessment, attempted suicide between January 2018 and 
September 2018. For example: 

• In one case from early 2018, facility records document that the 
detainee was found “in the shower in fetal position, fully dressed, 
crying and holding left bleeding wrist,” leading to a five-day 
hospitalization. Medical records referred to the incident as a 
“suicide attempt,” noting that the detainee had suicidal thoughts 
and plans to commit suicide. The detainee confirmed in an 
interview that her actions were made in an attempt to die. 

• In another case from August 2018, medical records describe a 
man experiencing auditory hallucinations and expressing plans to 
hang himself. A few days later, he attempted to strangle himself 
with clothing. The clinician documented the incident as a “suicide 



attempt,” and ordered that the patient’s clothing and mattress be 
taken away. 

Neither of these incidents, nor others we found that strongly suggest 
that detainees had attempted to kill themselves, are reflected in the data 
produced by ICE, which (again) indicated zero suicide attempts during the 
time period when they occurred. 

When we raised this discrepancy, ICE noted that the data came from 
the facility and pointed to GEO Group’s definition of “suicide attempt.” ICE 
informed us that “according to GEO’s corporate policy and procedures, a 
suicide attempt is defined as ‘serious self-harm intended to cause death.’” 

GEO Group’s definition, requiring that some kind of “serious self-
harm” occur, is inconsistent with – and far narrower than – the federal 
government’s definition of “suicide attempt.” The Centers for Disease 
Control and Prevention defines “suicide attempt” as a “non-fatal self-
directed potentially injurious behavior with any intent to die as a result of 
the behavior.” It explains that “a suicide attempt may or may not result in 
injury.”63 

When suicide attempts are not counted or tracked due to the 
inappropriately narrow definition of a private government contractor like 
GEO Group, it undermines public oversight and systemic quality 
improvement efforts. This finding is particularly troubling in the context of 
the September 2018 DHS OIG report regarding Adelanto, which identified 
suicide prevention deficiencies at the facility and noted reports of attempted 
suicides by hanging.64 

The 2017 suicide of Osmar Epifanio Gonzalez-Gadba also exposed 
numerous deficiencies in suicide prevention practices at Adelanto 
Detention Center. A government review of his death found that custody 
staff had not been conducting timely or adequate safety checks, including 
immediately preceding Mr. Gonzalez-Gadba’s death.65 The report also 
documented failures with respect to emergency response procedures and 
the maintenance of emergency response equipment.66 

DHS and ICE must demand greater transparency and accurate 
reporting from its contractor to ensure adequate oversight and 
accountability.67 



Recommendations to Address Underreporting of Suicide Attempts 
and Need for Adequate Public Oversight 

DHS and ICE 

1. Require GEO Group to adopt the definition of “suicide attempt” 
employed by the Centers for Disease Control and Prevention and to 
report all suicide attempts at Adelanto and other GEO Group-operated 
ICE detention facilities, to ensure appropriate oversight. 

2. Conduct a comprehensive audit of GEO Group’s suicide prevention 
practices and procedures, including as to whether deficiencies found in 
the Gonzalez-Gadba death review and the 2018 DHS OIG report, 
Management Alert – Issues Requiring Action at the Adelanto ICE 
Processing Center in Adelanto, California, have been remedied.  



VII. Discrimination Against Adelanto Detainees with 
Disabilities 

Under Section 504 of the Rehabilitation Act of 1973, DHS and ICE are 
prohibited from discriminating against people with disabilities. In addition, 
DHS has adopted a regulation guaranteeing that “[n]o qualified individual 
with a disability in the United States, shall, by reason of his or her disability, 
be excluded from the participation in, be denied benefits of, or otherwise be 
subjected to discrimination under any program or activity conducted by the 
Department [of Homeland Security].”68 People with disabilities in 
immigration detention facilities like Adelanto have legal rights to equal 
access to programs, activities, and services, and to reasonable 
accommodations and modifications as necessary to ensure such equal 
access. It is the responsibility of DHS, ICE and their contractors – GEO 
Group and the City of Adelanto – to ensure against disability discrimination 
at the Adelanto Detention Center.69 California State disability law also 
applies to the treatment of individuals with disabilities who are detained in 
this privately operated facility.70 

 

Men’s Disciplinary Segregation Unit Cell with Wheelchair 
(Adelanto West Facility) 



Federal disability antidiscrimination law is reflected in the ICE/ERO 
Performance-Based National Detention Standards (“ICE National Detention 
Standards”) that GEO Group and the City of Adelanto must follow in 
operating the Adelanto Detention Facility. These standards make clear that 
GEO Group and the City of Adelanto have a duty to “act affirmatively to 
prevent disability discrimination” against detainees. This duty includes the 
provision of: 

(a) “processes to ensure that detainees with a disability will have 
an equal opportunity to participate in, access, and enjoy the benefits 
of the facility’s programs, services, and activities”; 

(b) placement in the “least restrictive and most integrated setting 
possible”; and 

(c) “physically accessible” facilities.71 

Our investigation revealed a system that fails to meet legal 
requirements and the ICE National Detention Standards regarding the 
treatment of detainees with disabilities. Specifically, we found that Adelanto 
(a) does not ensure equal access and reasonable accommodations to 
people with disabilities, (b) does not provide for the placement of people 
with disabilities in the least restrictive and most integrated setting possible, 
and (c) has facilities that are not physically accessible for detainees with 
disabilities. Such failures lead to situations in which people with disabilities 
suffer abuse and/or neglect, as those terms are defined by law.72 

A. Failures to Identify, Track, and Provide for Disability 
Accommodation Needs 

Adelanto detainees with disability-related needs are not timely 
identified, nor are they timely provided with reasonable accommodations. 
We found a disability program that is fractured, ad hoc, and poorly 
managed. The failures in this regard have real and harmful consequences 
for people with disabilities. 

There are a number of systemic deficiencies that appear to contribute 
to the failure to provide equal access and accommodations to Adelanto 
detainees with disabilities, including: (1) an inadequate system for 
identifying disability-related needs; (2) an inadequate system to reliably 
track identified disability needs in a way that ensures that accommodations 
are provided; (3) an accommodation request and grievance system is 



confusing and ineffective; (4) instances of disability-related assistive 
devices and equipment in disrepair; and (5) inadequate training and 
involvement of the facility Disability Compliance Manager, as well as poor 
coordination with ICE field office staff regarding disability-related issues. 

1. Inadequate Disability Identification System 

The intake and screening protocols at Adelanto fail to appropriately 
identify the disabilities and disability-related needs of detainees. 

The initial intake screening process is unlikely to elicit information 
necessary for the proper identification of people with disabilities. The intake 
screening form contains insufficient inquiry into disability-related 
information. 

Subsequent medical screening complicates the problem further by 
limiting the number of recognized disabilities and potential 
accommodations. In the screening, the list of recognized disabilities is 
random and incomplete. Many disabilities – including those related to 
vision, hearing, and communication – are missing entirely. The types of 
physical disabilities are inappropriately limited to “para/quadriplegia,” 
“stroke,” “amputation,” and “cardiac condition.” 

A second screening form inquiry, entitled “Assistive Devices,” is also 
incomplete. It reads as follows: 

Assistive Devices: 

• Glasses/Contacts 

• Hearing aid(s) 

• Denture(s)/Partial(s) 

• Orthopedic brace 

• Prosthetic 

• Cane 

This screening form fails to identify whether an individual has an 
assistive device or needs but does not have such a device. It also omits a 
number of common accommodations – most notably, a wheelchair – that 
should be considered and available. That some detainees end up with a 



wheelchair, in spite of it not being an option on the screening form, speaks 
to the ad hoc nature of Adelanto’s system. 

There is no screening for housing accommodation needs – i.e., 
placement in a lower bunk or on a lower tier without stairs for people with 
mobility impairments. 

The facility’s screening lacks a reliable or valid tool to identify 
individuals with intellectual or developmental disabilities. 

There is also no reference in the screening protocol to the potential 
needs of people who have hearing or vision impairments. 

Juan: Isolation of a Deaf Detainee Denied Communication 
Assistance 

Juan is a 22-year-old deaf asylum seeker from Central America. He was 
abandoned by his biological mother when she found out that he was deaf. 
He was taken in by another woman and taught Guatemalan Sign 
Language. Juan was isolated in his community due to his disability. He was 
also victimized by a step-father who beat him and removed him from 
school. Juan fled to the United States to escape the discrimination and 
abuse he faced. 

Juan arrived in the United States in June 2018, and was sent to Adelanto 
while his asylum case was pending. For months, he had no way to 
communicate with staff. He describes how staff did not provide him a sign 
language interpreter, including for medical appointments. He had to point at 
the area of his body that was hurting and hope medical staff understood. 

Meanwhile, the facility staff ignored Juan’s need for an interpreter proficient 
in Guatemalan Sign Language, and assumed, incorrectly, that he could not 
sign at all, noting: “Detainee is deaf but does not sign in American or 
Spanish Sign Language. Per signing interpreters in the past, detainee is 
using ‘made up’ signs. Detainee is only able to write a few words in 
Spanish including ‘mama’ and ‘papa.’ Detainee is only able to sign using 
gestures.” 

GEO Group staff should have arranged for a Guatemalan Sign Language 
interpreter or Certified Deaf Interpreter who could assist in communication 
through gestures. Just recently, facility staff began using a Video Relay 



Service to facilitate effective communication for Juan in Guatemalan Sign 
Language, but only sparingly and only when the circumstances are 
extremely serious – for example, when he was experiencing debilitating 
stomach pain. Because he still cannot communicate regularly with others, 
Juan described to us feelings of extreme isolation and helplessness. 

Communication Systems for Deaf Detainees 

Adelanto acquired a Video Relay Service device in 2018. Staff explained 
that the device would be available to facilitate contacts between deaf 
detainees and health care staff. Staff stated that the device is not available 
for detainee calls to family or legal counsel – that is, deaf detainees would 
have to use the Text Telephone (TTY), a communication system that is 
more than fifty years old and largely obsolete in today’s world. 

The limitation on access to Video Relay Services discriminates against 
deaf people. A court recently found that a detention facility must provide 
deaf people access to a Video Relay Service, recognizing that “TTYs are 
not a practical or effective communication tool for deaf and hard of hearing 
persons, and that video-based communication is today’s standard mode of 
remote communication for such persons who communicate through sign 
language.”73 

ICE and GEO Group should update their protocols to ensure that deaf 
detainees who use sign language to communicate have access to video-
based communication methods for personal and legal counsel contacts. 

These disability screening deficiencies have real consequences for 
Adelanto detainees with disabilities. One legally blind detainee reported 
that he was denied a walking cane for four months after arriving at the 
facility, making it nearly impossible for him to safely navigate his housing 
unit and other areas of the facility on his own. 

We received reports from detainees regarding inappropriate housing 
and bed assignments for people with disabilities. Detainees recalled a 
woman with epilepsy being assigned a top bunk. Only after she had a 
seizure and fell from her top bunk to the floor, causing physical injury, did 
the facility make a bottom bunk available to her. 

Our findings are consistent with the DHS OIG’s 2018 report regarding 
failures to provide assistance to Adelanto detainees with disabilities. That 
report described, for example, a “blind, limited English proficient detainee in 



disciplinary segregation” who was provided “no auxiliary aids or translated 
materials” so that he could read and understand documents he was 
given.74 

2. Inadequate Disability Tracking System 

The Adelanto records system does not reliably track detainees’ 
disability accommodation needs. This creates a situation where health care 
and security staff are often not aware of, and do not provide for, detainees’ 
accommodation needs. 

Facility staff reported that disability information is currently printed on 
a “housing card” that travels with each detainee. While such a practice is 
well-intended, it is not a substitute for a reliable, electronic system that 
informs all relevant staff of disability accommodation information. A paper 
“housing card,” which we learned many staff do not ever look at, does not 
ensure that all relevant facility staff receive timely notification and 
instructions for implementation of needed accommodations, as required by 
the ICE National Detention Standards.75 

In addition, because detainees are frequently moved from one facility 
to another, DHS must ensure that there is an effective system across ICE 
detention facilities and immigration enforcement agencies to ensure the 
consistent provision of reasonable accommodations and assistance for 
people with disability needs. Again, ICE and its sister federal agencies 
have a legal duty to ensure detainees are provided the reasonable 
accommodations they require.76 

DHS has recognized the need for an electronic records system. A 
2016 report refers to the deployment of an ICE “electronic health records 
system to capture information about detainees’ needs” in 2014.77 ICE must 
ensure that its system effectively tracks the disability needs of detainees 
and that all relevant actors timely receive that information. Without such a 
system, DHS and ICE fail to comply with federal law.78 Their legal duty 
extends to when detainees are transferred from the custody of one federal 
agency to another, and from one detention facility to another. It is a duty 
that cannot be delegated away.79 

3. Deficiencies in Accommodation Request Procedures 

Disability law requires detention facilities to provide a system by 
which people with disabilities may request accommodations for their 



disability-related needs.80 Adelanto’s accommodation request system is 
disorganized, ad hoc, and ineffective. 

The ICE National Detention Standards require that the detainee 
orientation program and handbook “notify and inform detainees about the 
facility’s disability accommodations policy, including their right to request 
reasonable accommodations and how to make such a request.”81 

At the time of our on-site monitoring, the GEO Group Adelanto 
Supplemental Detainee Orientation Handbook did not satisfy this 
requirement because it did not adequately inform detainees about their 
disability-related rights or facility procedures.82 The handbook contains a 
passing reference to detainees’ ability to possess “health care items issued 
by or authorized by facility medical staff” as well as “eyeglasses, hearing 
aids, dentures, or other authorized prostheses.”83 But there is no reference 
to the kinds of accommodations that people with disabilities often need – 
such as wheelchairs or walkers, a housing placement that does not require 
navigating stairs or climbing onto a top bunk, sign language interpretation, 
staff assistance with daily activities, and more. 

The detainee handbook’s sole reference to a process for people with 
disabilities to request an accommodation is a section entitled “Grievance 
Procedure for Detainees with Disabilities.”84 However, this section 
addresses only the need for an “appropriate accommodation to be provided 
in the grievance process.” It does not address the detainee’s right to 
request an accommodation outside of the grievance process, or a 
procedure for how to make such a request. 

The various detainee request forms in the housing units compound 
the problem. Staff did not have a consistent response to our questions 
about which form is appropriate for a detainee to make an accommodation 
request. We obtained four forms available to detainees – two entitled 
“Detainee Request Form,” one entitled “Patient Health Services Request 
Form,” and one entitled “Detainee Grievance Form.” None make reference 
to disability-related needs or requests. 

Not surprisingly, we found that detainees were confused and 
frustrated by the process for seeking disability-related assistance. They 
often wait weeks to get a response to an accommodation request. Several 
detainees recounted a staff member collecting grievance forms from the 
housing unit. She read one form that requested an accommodation and a 



medical assessment, and immediately returned the form to the detainee, 
telling him he was “wasting everyone’s time.” Other detainees recalled an 
incident in which a staff member ripped up a submitted grievance form. 
One detainee reported that he was awaiting responses to five grievances, 
the oldest dating back almost three months. 

Staff acknowledged that their practice is in fact to return grievance 
forms with disability accommodation-related requests to the detainee 
without investigation or action, directing the detainee to submit a medical 
request form instead. This practice is inconsistent with the ICE National 
Detention standards requirement that “detainees shall be permitted to raise 
concerns about disability-related accommodations and/or the 
accommodations process through the grievance system.”85 

 

Form Submission Boxes for Detainees (Adelanto East Facility) 

4. Assistive Devices in Disrepair 

We discovered a number of cases in which a person with a disability 
had been provided a broken or dysfunctional assistive device, and had 
raised the issue with staff without result. For example, we observed two 



people with wheelchairs in a clear state of disrepair, with damaged seating 
and wheels. We learned of another person whose wheelchair was missing 
multiple screws, making it difficult to safely use. In each case, they had 
submitted requests for a repair or replacement that had gone unanswered. 

Another detainee, who has a significant disability related to an injury 
that permanently damaged his left leg, waited nine months to get a 
replacement for a broken orthotic shoe. He described how, without proper 
footwear, he was extremely unstable and afraid of falling every time he 
walked. Records show that he made at least five written accommodation 
requests over several months. In one request, he wrote: “I can’t walk . . . I 
am afraid to . . . fall because the bottom[s] are coming off. Please help with 
my problem I am handicap[ped] and its very important to have my 
orthopedic shoes.” (DRC raised the issue with ICE and GEO Group 
representatives following our monitoring visit. ICE representatives reported 
to us that replacement footwear was provided to this man approximately 
five weeks later.) 

5. Problems with GEO Group Disability Compliance 
Manager Role and Poor Coordination with ICE 

The ICE National Detention Standards require the Adelanto facility to 
designate at least one staff member as the “Disability Compliance 
Manager” to “assist in ensuring compliance with [ICE National Detention 
Standards] and all applicable federal, state and local laws related to 
accommodations for detainees with disabilities.”86 We identified several 
shortcomings with respect to GEO Group’s Disability Compliance 
Manager’s training and day-to-day involvement with disability-related 
compliance issues. 

We spoke with the GEO Group on-site staff member assigned to this 
role. He explained that he served as both the facility Fire Safety Manager 
and the Disability Compliance Manager. He stated that he did not have 
prior disability-related experience. His disability training for the position 
entailed a four-hour online training that was targeted to firefighters and did 
not address detention-specific issues. 

He described his Disability Compliance Manager role as reviewing 
any disability requests that are routed to him, but it was clear that an 
extremely small percentage of such requests ever reach him. In contrast to 
the dozens of written accommodation requests we observed during our 



monitoring visit and in individual records, the Disability Compliance 
Manager stated that he had received just two accommodation requests in 
the previous month. 

(ICE recently reported to us new practices at the facility relating to the 
Disability Compliance Manager – specifically, weekly Disability Compliance 
Manager rounds to monitor detainees with accommodation needs and 
monthly multi-disciplinary meetings to discuss Disability Compliance 
Manager findings and needed actions and/or updates. In addition, ICE 
reported to us that the detainee handbook was recently updated to include 
contact information for the facility’s Disability Compliance Manager.) 

Relatedly, there is poor coordination between GEO Group facility staff 
and the regional ICE Field Office regarding disability accommodation 
issues. Such coordination is required by the ICE National Detention 
Standards for each review of a detainee with disability needs, and for any a 
denial of a detainee’s accommodation request. 

We spoke with the ICE Regional ADA Coordinator from the local ICE 
Field Office. He explained that his job is to review any denial of an 
accommodation request at the facility, and that he is unaware of any denial 
ever having occurred. Such a statement is inconsistent with our 
investigation, which revealed several accommodation requests that were 
denied or significantly delayed. More active oversight by ICE is necessary. 

B. Segregation Practices Violate Legal Requirements to Place 
People with Disabilities in the Least Restrictive, Most 
Integrated Setting Possible 

Disability law and the ICE National Detention Standards require that 
people with a disability have an “equal opportunity to participate in, access, 
and enjoy the benefits of the facility’s programs, services, and activities,” 
and that “[s]uch participation … be accomplished in the least restrictive and 
most integrated setting possible.”87 

We found that GEO Group’s management of people with disabilities 
resulted in a violation of this requirement. Most notably, people with mental 
health and other disabilities who are at risk of exploitation and other harms 
in the general population housing units are placed in the facility’s 
“administrative segregation” units. We observed segregation unit rosters 
that identify a mental illness or medical condition as the “Reason for 
Placement” in administrative segregation. Administrative segregation 



placement means more cell confinement and less access to outdoor 
exercise and other activities, as discussed in Section V.B, above. A number 
of people housed in the administrative segregation units due to their mental 
health or medical condition shared with us that they feel like they are being 
punished for their disability. 

In some cases, people with disabilities are placed in the even more 
restrictive disciplinary segregation unit, where detainees are confined to 
their cells for at least 23 hours each day. One facility housing roster we 
reviewed showed a person held in disciplinary segregation for two weeks, 
not for any misconduct but rather because of safety concerns related to his 
medical condition. 

We spoke with another individual with mental illness who had 
become suicidal while housed in the administrative segregation unit. After 
three days on suicide watch and four days on enhanced mental health 
observation, he was moved to the disciplinary segregation unit because 
there was no longer space for him in administrative segregation. He 
described how his time in disciplinary segregation, more than a week, was 
extremely isolating. 

The DHS OIG also recently found Adelanto detainees with disabilities 
being placed in inappropriately restrictive housing units. The OIG reported 
on a detainee who uses a wheelchair and had requested removal from the 
general population. The OIG found that GEO Group inappropriately held 
this man in disciplinary segregation for nine (9) days, until OIG inspectors 
raised the issue. The OIG’s findings as to this man’s placement in 
segregation and staff’s neglectful treatment of him are troubling: 

[I]n those 9 days, the detainee never left his wheelchair to 
sleep in a bed or brush his teeth. During our visit, we saw 
that the bedding and toiletries were still in the bag from his 
arrival. We also observed medical staff just looking in his cell 
and stamping his medical visitation sheet rather than 
evaluating the detainee, as required by ICE standards.88 

While it may be appropriate to place people in protective housing 
settings to ensure their safety, the facility may not legally place them in 
more restrictive settings because of their disabilities.89 They should have 
equivalent access to out-of-cell time, outdoor time, and other programs and 
activities as compared to what is provided in general population housing 



areas. Placement in isolation-type settings in the name of “safety” misses 
the reality of the harm that such settings can inflict on people with mental 
illness and other disabilities. 

C. Inadequate Physical Accessibility 

Several aspects of the Adelanto facility that we observed were not 
physically accessible to detainees with disabilities. For example, some 
recreation areas lacked accessible toilet facilities. There were a number of 
gravel paths that created physical access barriers for people in wheelchairs 
trying to reach outdoor seating areas, exercise areas, and shaded locations 
(which is notable given the extremely hot temperatures many months of the 
year). Staff were not aware of whether there had ever been an ADA 
physical accessibility assessment of the facility. 

Steps to achieve compliance with technical accessibility standards 
throughout the facility should be taken through affirmative and proactive 
efforts. ICE recently informed us that, since our site visit, the facility has 
taken steps to construct accessible pathways to recreation yards and to 
install accessible handrails to outdoor restroom areas. A complete audit of 
physical accessibility at the facility is a next important step to ensure 
compliance. 

Recommendations to Address Disability Discrimination 

DHS and ICE 

1. Conduct a comprehensive review of the system across ICE facilities and 
immigration enforcement agencies to ensure effective tracking of 
detainee disabilities and accommodation needs and timely 
communication of such information to all relevant actors. 

2. Complete a comprehensive audit of Adelanto’s compliance with ICE 
National Detention Standard 4.8, Disability Identification, Assessment, 
and Accommodation, and require GEO Group to implement a Corrective 
Action Plan regarding any identified deficiencies. 

3. Implement a process to ensure that the ICE Regional ADA Coordinator 
independently verifies the accuracy of GEO Group reports regarding 
accommodation requests and is proactively involved in ensuring 
accommodations. 



GEO Group 

1. Provide appropriate disability training to the Disability Compliance 
Manager and other security and health care staff that interact with 
detainees with disabilities. 

2. Revise detainee screening protocols and forms to ensure identification 
of people with disabilities and disability-related needs. 

3. Implement an effective system for tracking of Adelanto detainees’ 
disabilities and accommodation needs, such that all security and health 
care staff that provide services to detainees are made aware of this 
information. 

4. Develop a policy and procedure, with appropriate documentation and 
clear timelines, to ensure that disability accommodation requests and 
grievances are logged, tracked and addressed. 

5. Develop a process to ensure that assistive devices are in working order. 

6. Revise policies and procedures to ensure that deaf detainees who 
communicate with sign language have access to video-based 
communication technology for personal and legal counsel contacts, and 
ensure access to interpretation services in the appropriate sign 
language that the person uses. 

7. Clarify the duties of the Disability Compliance Manager to ensure a 
proactive role in addressing disability-related issues. 

8. End the practice of placing detainees with mental illness, medical 
conditions, and any other disabilities in restrictive segregation housing 
units, especially for non-disciplinary “safety” reasons. 

9. Ensure that detainees with mental illness, medical conditions, and any 
other disabilities who cannot be housed in general population units are 
housed in the most integrated setting appropriate to their needs and 
receive equal access to facility programs, including outdoor recreation 
and dayroom time. 

10. Complete a comprehensive physical accessibility assessment 
throughout the Adelanto facility and implement a remediation plan to 
address any deficiencies. 



VIII. CONCLUSION 

Conditions at Adelanto pose serious risks to people with mental illness 
and other disabilities. The situation demands action. Access to treatment 
and disability-related accommodations must improve, and steps to reduce 
unnecessarily punitive conditions at the facility must be a top priority. At the 
same time, given the extraordinary risks and the harms to people with 
mental illness and disabilities detained at Adelanto, it is essential to ask: Is 
it necessary to imprison this population? Are there less restrictive and less 
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