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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.

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.

Cover image: Safety cell at the Otay Mesa Detantion Center
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Now more than ever, as society attempts to combat ableism, racism, 
xenophobia, and white supremacy, it is critical to look at the practice of 
imprisoning civil immigration detainees.1 To this end, in March 2019, Disability 

Rights California (DRC) released a report detailing our investigation into the treatment 
of people with disabilities in an immigration detention center in Adelanto, California. 
Our report, entitled “There Is No Safety Here: The Dangers for People with Mental 
Illness and Other Disabilities in Immigration Detention at GEO Group’s Adelanto 
ICE Processing Center”2 documented inadequate mental health treatment, harsh 
conditions of confinement, and denial of accommodations for people with disabilities 
at that facility, which is operated by a private, for-profit correctional group. 

This new report documents the findings of DRC’s year-long 
investigation into conditions in another immigration facility: the 
Otay Mesa Detention Center (“Otay Mesa”), located in San Diego, 
California. 

Otay Mesa is owned and operated by another private, for-profit correctional
services corporation, CoreCivic.3 CoreCivic contracts with U.S. Immigration and 
Customs Enforcement (ICE) to house and care for people at Otay Mesa. DRC initiated 
this investigation in response to complaints from people in ICE custody housed there 
as well as scathing media reports4 Most recently, following a death at the facility due 
to lack of COVID-19 precautions and medical neglect, ICE’s own Inspector General, 
two Congressional committees and a Senator from California have called for more 
oversight.5 Even the facility guards have sued over poor conditions at Otay Mesa.6  

Introduction  
and Summary  
of Findings
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As noted above, DRC’s new report is not the first to find unacceptable conditions 
at Otay Mesa: 

•	 In 2007, the ACLU filed a lawsuit alleging that people housed at Otay Mesa 
were subjected to long delays before mental health treatment. The case 
settled in 2010 and terms of the settlement agreement included hiring an 
additional full-time psychiatrist and four full-time psychiatric nurses.7 

•	 A 2018 report on Otay Mesa from experts with the Department of 
Homeland Security’s Office for Civil Rights and Civil Liberties found 
inadequate medical and mental health care and made numerous 
recommendations for improvement, although DRC’s investigation found 
similar conditions exist today.8

DRC’s investigation confirms that conditions in Otay Mesa violate ICE’s 
own standards as well as those required by the U.S. Constitution and 
federal statutes prohibiting disability discrimination. People with disabilities 
detained there, as well as other people in detention, experience serious 
psychological and physical harm due to the following problems:  

A.	 Inadequate mental health treatment, which is especially troubling 
since ICE uses Otay Mesa as a specialized center for housing 
people with mental illness;

B.	 An unreliable and ad hoc system for providing accommodations to 
people with disabilities;

C.	 Excessive and harsh use of isolation and solitary confinement, 
including unjustified isolation of people based on their medical 
conditions;

D.	Punitive treatment that should not be imposed on civil detainees 
such as those housed at Otay Mesa; 

E.	 Inadequate medical care and the denial of needed dental care;
F.	 Discriminatory treatment of people who identify as LGBTQIA2S+; 

and
G.	A wholly inadequate response to the COVID-19 pandemic. 
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•	 A lawsuit filed in 2018 alleged understaffing at Otay Mesa, and DRC 
determined that this problem persists, especially as to mental health care.9  

•	 In January 2019, a non-profit monitoring group released a report 
documenting detainee complaints about denial of medical care, denial of 
accommodations, prolonged isolation and denial of civil liberties.10  

•	 In February 2019, the California Attorney General released a report 
documenting problems in private, for-profit immigration detention facilities 
including Otay Mesa. This report found “issues with medical and mental 
health care; the detainee death review process; and allegations of sexual 
assault, neglect, and harassment” at Otay Mesa.11  

•	 A 2019 report from the Office of the Inspector General for the Department 
of Homeland Security found that ICE failed to hold its contractors 
responsible for compliance with minimum standards, mentioning Otay Mesa 
by name.12 

The persistence of these deficiencies in spite of numerous reports detailing 
inhumane conditions and recommendations to improve those conditions indicates 
that CoreCivic and ICE are not committed to providing humane care for people they 
are charged to protect. 

Consequently, rather than propose another set of corrective actions 
to address the unacceptable conditions at Otay Mesa, our sole 
recommendation is that people with disabilities should no longer be 
housed there and that ICE should no longer use the facility as a hub 
for mental health treatment. 

More broadly, the conditions are such that no people–people with disabilities or 
people without disabilities–should be housed there in the future.  
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Disability Rights California is the state’s designated protection and advocacy 
system, charged with protecting the rights of people with disabilities.13 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.14 Pursuant 
to this authority, DRC initiated an investigation into conditions at the Otay Mesa 
Detention Center based on troubling accounts from advocacy and community groups, 
information received from people with disabilities detained at Otay Mesa, media 
reports and public reports regarding facility conditions. 

Otay Mesa has the capacity to hold 1,482 people, 18 years old and older, in their 
custody.15  ICE has been forced to release many people as a result of litigation over 
the spread of COVID-19, so as of October 2020 the immigration detention census is 
approximately 330 people.16

As the contracting entity, ICE is responsible for overseeing the 
conditions in the detention center.17 Otay Mesa is one of two facilities 
in the ICE system that is supposedly tasked with serving people in 
immigration detention with acute mental health needs.18 

DRC’s yearlong monitoring of the facility began with an on-site tour of the Otay
Mesa Detention Center on October 29 and 30, 2019. DRC attorneys and advocates
inspected areas accessible to people in immigration detention, including intake 
areas, health care treatment areas, recreation areas, visitation areas, and housing 
units. During the visit, facility staff provided information and answered questions 
about the programs and services available at Otay Mesa. 

Scope of  
Investigation
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DRC also interviewed dozens of people detained at the facility in housing unit 
common areas or at cell-front. 

DRC obtained releases, requested documents from ICE and CoreCivic, reviewed 
and analyzed housing and medical records, and kept in communication with people 
to follow up on their concerns. Statements describing the experiences from some 
of the people DRC interviewed are included in this report. Since October 2019, DRC 
has continued to conduct telephonic follow up interviews with people detained in 
Otay Mesa.
 

Image: Men’s General Population Unit
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Findings 

A. Inadequate Mental Health Treatment
1. Failure to Provide Treatment

We found that the Otay Mesa Detention Center does not provide 
adequate or timely treatment to people with serious mental health 
needs.  

There were long delays for people to meet with facility mental health staff. When 
encounters with mental health staff did occur the interactions were infrequent and 
cursory. Our file review revealed that a person waited almost four months to speak 
with a psychiatrist even after frequent complaints about their medication not being 
effective. Another file review revealed the delay of a psychiatric appointment due to a 
lack of escort staff. 

I would wait weeks, sometimes months to see a mental health  
staff person.

I spent weeks asking for help with my symptoms, and staff  
would not help me.

In addition, we found the current system lacks structured and 
unstructured mental health treatment programming.  

Even in jails and prisons, contemporary standards require “basic on-site outpatient 
[mental health] services,” including “individual counseling, group counseling and 
psychosocial/psychoeducational programs.”19 Otay Mesa fails to provide such 
services to meet the needs of its population. People spend the majority of their 
time idle because of the lack of programming, which is detrimental to their overall 
mental health. 
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We spoke with many people who reported that they did not regularly receive 
individual therapy and when they did it was very brief and lacked in-depth discussions 
of their issues. People also reported not having access to group therapy to help treat 
their conditions. Based on records review and interviews, mental health treatment at 
Otay Mesa is primarily limited to brief assessments and medication.

I was told they can’t provide the type of mental health treatment that 
I need here. I feel like they are treating me like a mummy from one 

medication to another and they are not working.

Medical and mental health staff at Otay Mesa attributed the inadequate treatment 
to lack of staffing. In interviews, staff stated that many medical staff positions were 
unfilled at the time of our inspection. In one medical record, medical staff referred 
directly to the “challenges of being short-staff which have contributed to the longer 
wait than normal.” Additionally, even before COVID-19, psychiatrists were only 
available remotely through video-conferencing. 

2. Harms Stemming from Unmet Mental Health Treatment Needs

We interviewed many people with serious mental health treatment needs who were 
not receiving adequate treatment. People reported issues with receiving prescribed 
psychiatric medications, in some cases not receiving medications for weeks. As 
described above, talk therapy was cursory and brief, with clinicians briefly checking 
in with people who would have likely benefitted from more intensive, individualized 
therapy. We interviewed several people with severe symptoms of mental illness (e.g., 
hearing voices, responding to internal stimuli) who reported self-harming or attempting 
suicide. Additionally, our file review revealed a case where a person consistently 
engaged in self-harm behaviors such as puncturing and cutting their skin. This person’s 
condition continued to deteriorate over time, and at no point during the period we 
reviewed did Otay Mesa provide this person with robust, thorough individualized 
therapy, despite their significant self-harm behaviors and decompensation.

At Otay Mesa I never got my psychiatric medication that I had been 
taking at a previous facility and prior to being in detention. They kept 

telling me I didn’t qualify and it led to me not feeling well and eventually 
banging my body and head against the cell doors. The guards would 

only laugh at me and not do anything.
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B. Absence of a System to Request Accommodations 
for People with Disabilities 

Under Section 504 of the Rehabilitation Act of 1973, ICE is 
prohibited from discriminating against people with disabilities. 

In addition, the Department of Homeland Security 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].”20  Section 504 and 
the Americans with Disabilities Act (ADA)  also require detention facilities to provide 
a system by which people with disabilities may request accommodations for their 
disability-related needs.21 

Otay Mesa’s system for requesting and providing disability-related accommodations 
is unreliable, ad hoc and ineffective. At the time of our monitoring visit, Otay Mesa 
did not have a specific process or form for people to request disability related 
accommodations. Without a clear process for requesting accommodations, Otay 
Mesa is denying many people with disabilities their rights to these accommodations. 
People with disabilities are required to use the general facility grievance or medical 
request form to request accommodations, which for many is unclear and ends up 
delaying a response from staff.

The medical staff told me “I think you are lying,” I told them that I don’t 
need to lie. I’m coming here to tell them because I’m in pain. They finally 

gave me some treatment after about a month of complaints.

Otay Mesa also arbitrarily denies accommodations to detainees who had a history 
of past accommodations in place prior to entering the facility. For example, our file 
review revealed that Otay Mesa repeatedly denied a back brace and extra mattress to 
one person, although their file documented that they needed and had received these 
accommodations at another CoreCivic immigration detention facility. 
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We also found physical barriers in one housing unit that included people who use 
wheelchairs and was supposedly accessible. However, the internal doors in the unit 
were too heavy for a wheelchair user to operate, in violation of standards in the 
ADA and Section 504.22 Further, people reported that staff refused to assist them 
with opening doors upon request. Physical barriers as well as the refusal of staff to 
provide the reasonable accommodation of assistance with heavy doors discriminates 
against people with disabilities, who cannot move about their housing unit freely like 
their non-disabled peers.

C. Harmful Solitary Confinement and Punitive 
Conditions
1. Extreme Isolation Conditions

DRC uncovered extreme levels of isolation and deprivation in solitary confinement 
units. For example, in disciplinary isolation units, people are confined to their cells 
22 to 23 hours per day. People in these highly restrictive units have limited human 
contact and programming. 

It really difficult having to be locked up 23 hours a day, except for  
two hours in a cage for recreation. COVID has made us have to  

stay in even longer.

Additionally, the women’s disciplinary isolation unit does not have a designated day 
room area and instead uses an empty cell as a day room. When the converted day 
room cell is needed, the whole unit operates without a dayroom. This leads to further 
restriction and isolation for people in the women’s disciplinary isolation unit. 

We also found that people with significant medical treatment needs are housed 
in the medical unit where they are confined to their cells nearly 24 hours per day. 
We interviewed several people who had significant treatment needs but whose 
treatment could have been accommodated in a less restrictive unit. These detainees 
were being placed in punitive solitary confinement conditions solely based on their 
medical conditions. A media report in 2019 describing inadequate medical care also 
confirmed that patients are held in “medical segregation,” described as “solitary 
confinement.”23 Even jails in California now provide people with more out of cell 
time.24  These isolation conditions are therefore worse than in jails even though 
people in Otay Mesa are not being held for committing a crime.
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Solitary confinement conditions can adversely affect all individuals, and in particular 
people with mental illness and other disabilities. Even a short stay in conditions of 
extreme isolation can lead to deterioration of a person’s mental health, causing them 
to experience serious, often debilitating and irreparable, psychological and physical 
harms, including an increased risk of suicide.25  

2. Punitive Conditions 

People detained at Otay Mesa are being held under civil detention standards. They 
are not being held due to pending criminal charges or to serve a criminal sentence. 
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 medical care, mental health care, and other services. 
Courts have found 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.”26 At Otay Mesa, conditions are identical and 
sometimes more restrictive than jail or prison facilities. CoreCivic is intimately aware 
of this fact since they own and operate jails and prisons across the country.

Image: Holding Cell
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The treatment at Otay Mesa is horrible, they treat you like just another 
immigrant, waiting to be deported. Not like a human being.

Through DRC’s numerous investigations into detention facilities, we have found 
that people in detention, particularly those with disabilities, are among the most 
vulnerable to harms resulting from harsh or punitive conditions, and that the harms 
they face are severe and irreparable.27 Otay Mesa was no exception, where we found 
punitive conditions that severely impacted people with disabilities.

The guards would be disrespectful, the way they would speak to you, 
they would call you names and tell you that you don’t belong  

in this country.

Many people reported the harsh treatment and disrespect they experienced from 
Otay Mesa staff. Our file review revealed an incident where a person was forced to 
urinate on themselves because facility staff would not let them out of their recreation 
cage in order to use the restroom. This same person reported that facility staff 
later threw their food on the ground in retaliation for making complaints about their 
treatment. The House Congressional Committee on Homeland Security similarly found 
that people in detention at Otay Mesa “who did not speak English or Spanish faced 
additional derision and abuse by guards.”28  

D. Inadequate Medical and Dental Treatment 
We found long delays in accessing medical care. This includes several people who 
had significant delays in obtaining appointments with outside specialists even though 
their health conditions were deteriorating. Our file review revealed Otay Mesa’s failure 
to make a specialist appointment for a person even after medical staff identified 
the need for the referral. The recent Homeland Security Committee report on ICE 
detention corroborates our findings, stating people “… at Otay Mesa ... recalled being 
told to prioritize ‘one problem at a time’ and not raise multiple concerns when visiting 
health professional. And they had to wait days for a trip to the hospital for treatment or 
examination.”29  Another recent report on immigration detention by the House Oversight 
Committee found that a person in Otay Mesa “had exhibited symptoms of a stroke, but 
facility staff failed to take the issue seriously or call 911 in a timely manner. According 
to these accounts, the woman survived, but was partially paralyzed.”30 
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[Treatment here is bad, when you need something they will not help you. 
I would try and get help from staff and they would not help me. Even 

after the psychologist sent a note to have medical staff help me they still 
did not provide me with any treatment.

We also received complaints from people regarding the denial of necessary dental 
treatment. Otay Mesa told multiple detainees that tooth extractions were the only 
available treatment unless they resided in the facility for more than a year. Otay 
Mesa’s restriction on providing basic dental treatment is dangerous and can lead to 
severe health consequences. The Homeland Security Committee report confirmed 
that people “at ... Otay Mesa complained that they had to be detained at the facility 
for more than a year to receive any routine dental care, which ultimately makes the 
need for emergency dental care more likely.”31 Even in correctional settings, facilities 
must have specific procedures in order to provide constitutionally adequate dental 
care, procedures that are absent here.32  

E. LGBTQIA2S+ Discrimination
We received complaints regarding the treatment of people who identify as lesbian, 
gay, bisexual, transgender, and other sexual orientations and gender expressions at 
Otay Mesa. In California, discrimination based on sexual orientation is illegal.33   

Image: Medical Observation Unit
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People in Otay Mesa reported that the facility discriminates  
against LGBTQIA2S+ people based on their gender identities and 
sexual orientations. 

They claimed that staff heavily restricted the interactions of LGBTQIA2S+ people 
because of assumptions that they were in relationships, and refused to acknowledge 
or use appropriate gender pronouns and names. Additionally, people reported that Otay 
Mesa placed them in housing units that did not correspond to their gender identity. For 
example, we interviewed a transgender woman who Otay Mesa housed in a men’s unit.

F. COVID-19 Pandemic
Following the outbreak of COVID-19 at Otay Mesa we received numerous reports 
regarding the lack of personal protective equipment (PPE) and failure to translate 
COVID-19 related documents for people with limited English proficiency. As of October 
2020, Otay Mesa had confirmed a total of 169 positive cases at their facility, one of 
the largest counts for an ICE facility in the country.34 In addition, one person died from 
the virus in May after fellow detainees reported days of neglect.35  

As part of our investigation, DRC interviewed one person who contracted the 
COVID-19 virus while in Otay Mesa. They reported the facility responded slowly to the 
pandemic, including delays in distributing masks and staff not wearing masks, gloves, 
or other PPE. This person began experiencing symptoms of the virus but, following 
testing, remained in their general population unit for approximately nine days until 
a positive result was confirmed. When the positive result was confirmed they were 
moved to another unit for quarantine with about 70 other people. While on this 
quarantine unit, they reported receiving minimal treatment from medical staff. They 
returned to their original housing unit after about 10 days in quarantine and continue 
to have trouble breathing, which they believe is a result of contracting the virus.

At the beginning of the pandemic staff were not wearing masks or 
gloves. After we complained they offered to give us a mask but only after 

we agreed to sign a document they gave us.

We raised concerns regarding PPE and language-accessible information about the 
virus with CoreCivic and ICE. CoreCivic denied the reports. We have continued to 
receive complaints regarding failures to provide PPE and improper use of chemicals 
to sanitize living areas.36   
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Conclusion

Conditions at the Otay Mesa Detention Center pose serious risks to people with 
disabilities. Access to mental health care, disability-related accommodations, 
and medical treatment are delayed and inadequate. Additionally, Otay Mesa 

maintains unnecessarily punitive conditions, placing many people, including those 
with disabilities, in isolation or solitary confinement. ICE and CoreCivic have failed 
to correct these longstanding violations of human and civil rights, despite years of 
reports, complaints and calls for reform. These failures make it clear that the current 
system of immigration detention is dangerous and constitutionally inadequate for 
all people, and especially for those with disabilities.37 While CoreCivic operates Otay 
Mesa in an inhumane and deficient manner, the ultimate responsibility for the care of 
the people in its custody lies with ICE. 

Our sole recommendation is that people with disabilities should no 
longer be housed at Otay Mesa and that ICE should no longer use the 
facility as a hub for mental health treatment. 

People in civil detention should not be subjected to punitive and inhumane 
conditions. ICE must end its reliance on private, for-profit prisons to house immigrants 
and find alternatives to its current system of immigration detention.
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