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ABSTRACT 

 

During the last decade, immigration operations have drastically increased in the United 

States. Between 2009 and 2015, the Obama administration deported a record high of 2.4 million 

unauthorized immigrants (Homeland Security, 2016). Due to the amplified number of migrants 

being deported, the number of individuals in U.S. Immigration and Customs Enforcement (ICE) 

detention centers has also increased. Consequently, this phenomenon has raised concerns 

regarding undocumented migrants’ access to medical services in these facilities. This research 

project was conducted in order to assess the quality of medical and health care services in ICE 

detention centers in the state of Arizona. It also examined whether the ICE operational manuals 

and detention standards on medical care were being followed and were consistent with the 

Universal Declaration of Human Rights. The findings indicated that ICE was not compliant with 

a major portion of their Performance-Based National Detention Standards on medical care and 

thus, were violating the basic human rights of undocumented immigrants in detention centers as 

stated in the Universal Declaration of Human Rights.   
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CHAPTER 1 

INTRODUCTION  

 

The topic of immigration has received tremendous amount of attention in the United States 

during the last decade with the militarization of the US-Mexico border, the high number of 

deportations during the Obama administration and subsequently, the increased incarceration of 

undocumented immigrants in Immigration and Customs Enforcement (ICE) detention centers. 

Between 2009 and 2015, the Obama administration deported a record high number of 2.4 million 

unauthorized immigrants (Homeland Security, 2016). With a proportional high number of 

migrants that have been and continue to be detained before their deportation, this raises concerns 

about their access to medical and health care services in U.S. Immigration and Customs 

Enforcement (ICE) detention facilities. 

The main purpose of this research project is to investigate the medical and healthcare rights 

that undocumented migrants have in ICE detention centers in the state of Arizona and determine 

how adequately these rights are being respected. This will be done by examining the quality of 

medical and health care services provided in these facilities while comparing them to the 

Immigration and Customs Enforcement operational manuals and detention standards on medical 

care. A second focus will be placed on whether these performance-based national detention 

standards follow the Universal Declaration of Human Rights along with other international 

human rights laws. Finally, this project will create a framework for a more comprehensive future 

study addressing medical access and rights of undocumented immigrants in U.S. detention 

centers. 
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Research Questions 

This research project explores the following questions: What type(s) of health and medical care 

is provided in U.S. Immigration and Immigration and Customs Enforcement (ICE) detention 

centers for detained undocumented Immigrants in the state of Arizona? Are the medical and 

healthcare services provided acceptable according to ICE’s Performance-Based National 

Detention Standards on medical care? Are they satisfactory according to the Universal 

Declaration of Human Rights?   

Project Background 

This project became a research interest for the principal investigator when she explored 

ICE’s operational manuals and detention standards on medical care, and noticed that there was 

inconsistencies between what ICE was reporting regarding the medical treatment being delivered 

and the overall health of the immigrant detained population to what various activist organizations 

were reporting based on interviews done with detainees under custody. As a result, the principal 

investigator found it necessary to further examine this issue and explore whether ICE was 

meeting the health care standards as stated in their manuals. This issue is very significant 

because ICE detention centers have a legal obligation to ensure that they meet health care needs 

of people who they apprehend and incarcerate in their facilities. ICE also has a moral obligation 

to treat all people in their detention facilities with dignity and respect because they are human 

beings who are being detained against their will with no legal power to make decisions about 

their health or lives. Ultimately, this issue is important because human beings regardless of their 

immigration status or legal situation have a right to the basic necessities of life that ensure their 

survival even if they are detained or are considered “criminals” or prisoners (United Nations, 

2015). 
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CHAPTER 2 

LITERATURE REVIEW 

 
 
Human Rights and The criminalization of Immigrants 

According to Advocates for Human Rights (2017), human rights are moral principles that 

define the basic necessities of life for all human beings. These basic necessities of life are legal 

rights that must be protected and respected by local, state, national, and international 

governments around the world. To protect individuals from human rights violations, such as 

slavery, genocide, discrimination, and government oppression, these rights were recognized by 

the Geneva Convention in efforts to protect all individuals (Advocates for Human Rights, 2017). 

They reflect the “minimum standards necessary for people to live with dignity,” give people the 

“freedom to choose how they live, and how they express themselves.” (Advocates for Human 

Rights, 2017, p.1). In addition, human rights guarantee people the means to satisfy their basic 

needs and grants them the right to “life, liberty, equality, and security,” and protects them against 

people who are more powerful (Advocates for Human Rights, 2017, p.1). Thus, these rights are 

important because they “belong to all people, they can not be taken away, are depended on one 

another, cannot be treated in isolation, and should be respected without prejudice” (Advocates 

for Human Rights, 2017, p.1). Under human rights law, governments and civil societies have the 

responsibility to protect all people, especially when it comes to the issue of protecting their 

borders or controlling the migration patterns in their territories. However, these attempts have 

created an environment where individuals are no longer protected by governments or society, but 

rather they are criminalized when they migrate into another land where they were not born.  

In an attempt to regulate “irregular” migration, States who adhere to the guidelines from 

the United Nations Geneva Convention use suppressive and punitive measures when people who 
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are not authorized to be in their countries are found within them. While the Article 31 of the 

Geneva Convention of 1951 acknowledges certain circumstances on the flight of refugee 

populations, a provision of the 1951 Refugee Convention raises the concern about the violation 

of human rights when migration is criminalized (Costello, 2017). Indeed, different bodies within 

the United Nations, such as the United Nations Working Group on Arbitrary Detention and the 

Office of the United Nations High Commissioner for Human Rights (OHCHR) warn that states 

may be exceeding their legitimate powers when they criminalize irregular migration because 

these forms of control violate the rights of human beings. Costello (2017) states, “while it may 

be permissible to restrict the right to leave in order to prevent individuals breaching the 

immigration laws of other States, any actions must demonstrate that they pursue a legitimate aim, 

and are strictly necessary” (p. 10). In other words, the criminalization of irregular migration not 

only exceeds the legitimate interests of the state, especially when governments use detention as 

means to punish, but immigration infractions also ought not to be treated as criminal offenses 

(Costello, 2017). Costello (2017) mentions that the detention for irregular migration should not 

be punitive in nature because criminalizing migrants for irregular migration hinders the removal 

process and these punishments violate the right to return to one’s country of origin. Hence, the 

criminalization of migrants by the United States violates the rights of human beings who enter 

the U.S. without authorization and it is in conflict with the Geneva Convention of the United 

Nations.  

The criminalization of immigrants reflects negatively on the U.S. because the United 

Nations eludes to the idea that irregular migration is a natural phenomenon and that human 

beings are born with such right. Unsurprisingly, the U.S. has a historical legacy of implementing 

racist and nativist legislation when whites and/or nativist groups felt threatened of becoming a 
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minority or losing their political and socio-economic hegemony in society (Plascencia, 2013). In 

the Criminalization of Immigration: Contexts and Consequences, Ackerman and Furman (2014) 

highlight that local, state, and federal inconsistencies associated with issue of immigration policy 

and they address the negative consequences that these issues have on migrant populations. For 

example, while the United States continues to reassert itself as a nation of immigrants, its 

practice of criminalizing and excluding particular migrants of color underscores that the U.S. is 

not living up to its promise of protecting human rights. According to Ackerman and Furman 

(2013): 

State policy makers and the prison industry have become powerful forces in the 

construction of the [immigration] ‘problem’ and how it is resolved. Additionally, the 

phenomenon of privatization creates a powerful opportunity for the social construction of 

the undocumented immigrant into a powerful potential source of revenue for for-profit 

corporations. (p. 253)  

Consequently, policymakers and private interest groups not only have framed immigration as a 

crisis and constructed immigrants as a threat to society that must be criminalized and punished, 

but legislators and special interest groups, like the Corrections Corporation of America (CCA) 

and the GEO Group also benefit economically from revenue that is generated from immigration 

detention centers (Ackerman & Furman, 2014). Thus, as the privatization of prisons and 

immigration detention centers continue to emerge as means to control the flow of migration, the 

quality of their medical and health care services have become a concern (Ackerman & Furman, 

2013). 
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The “International Convention on the Protection of the Rights of All Migrant Workers 

and Members of Their Families” is an agreement that was adopted by the General Assembly of 

the United Nations which outlines the human rights of migrant workers and their families. In this 

document, countries within the United Nations not only agreed that migrants and their family’s 

required international protection of their rights, but that these rights must be recognized 

universally. Although these rights have been adopted and recognized by the General Assembly 

of the United Nations, the United States has not signed this resolution because doing so would 

acknowledge that the undocumented “migrant worker” has human rights, and clearly, the United 

States would be in violation of this international agreement (p. 2). For example, this document 

emphasizes that, “States Parties undertake...to respect and to ensure to all migrant workers and 

members of their families within their territory...the rights provided for in the present Convention 

without distinction of any kind such as to sex, race, color, language, religion or conviction, 

political or other opinion, national, ethnic or social origin, nationality, age, economic position, 

property, marital status, birth or other status” (p. 4). The United States has not signed this 

document, presumably, because it does not want to recognize the human rights of 

“undocumented” migrant workers and if it did recognize them, then it would have to make 

changes to the manner in which it treats migrant workers and their families in the U.S. 

Ultimately, by not recognizing the human rights of migrant workers, the U.S. as a whole benefits 

from having cheap labor, less employer costs, unclaimed tax dollars, and the revenue from the 

prison industrial complex from those who are detained in ICE detention centers (Ackerman & 

Furman, 2014). 
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Immigration Detention Centers in the United States  
 
 With the national expansion of the prison system in the United States in the late 1980’s 

and early 1990’s, the U.S. now has the largest immigrant detention system in the world. During 

the War on Drugs and the expansion of prisons in the late 1980’s, US Congress also revised the 

Immigration and Naturalization Act adding the mandatory detention of immigrants with 

unlawful and criminal convictions (Detention Watch Network, 2012). A decade later, the 

modification of immigration policies during the 1990’s made the holding of immigrants in 

detention centers the principal method of immigration prosecutions. Following the September 

11, 2011 attacks, immigration was transformed into a national security issue through the 

Immigration and Customs Enforcement's strategic plan of 2003-2012, which focused on 

“promoting the public safety and national security by ensuring the departure from the United 

States of all removable aliens through the fair and effective enforcement of the nation’s 

immigration laws” (Detention Watch Network, 2012, p. 1). Subsequently, under the Obama 

administration, the expansion of mandatory detention, the reinforcement of national security in 

terms of immigration, and the budget increase for detentions resulted in the mass number of 

incarceration of immigrants and record high number of immigrants in custody under ICE 

(Detention Watch Network, 2012).  

Contrary to popular belief, immigration detention centers are not prisons. Detention 

centers are used to hold documented and undocumented immigrants while they wait for a 

decision on their immigration status, wait for potential deportation, or complete a mandated 

criminal sentence prior to their deportation.1, 2 In Undocumented Immigrants in the United 

																																																													
1	The	U.S.	Supreme	Court	has	ruled	that	the	Constitution’s	guarantees	apply	to	every	person	within	U.S.	borders,	
including	“undocumented	individuals	whose	presence	in	this	country	is	unlawful”	meaning	that	once	here,	even	
undocumented	immigrants	have	the	right	to	freedom	of	speech	and	religion,	the	right	to	be	treated	fairly,	the	right	
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States: An Encyclopedia of Their Experiences, Filindra (2014) maintains that the average length 

of stay under ICE’s custody for individuals waiting to be removed from the country is 81 days. 

She also stated that a major portion of detainees reported being detained less than ninety days (3 

months), while 10 percent confirmed that they had been under custody for about six to twelve 

months, and only 3 percent were detained for more than twelve months (Filindra, 2014). Those 

who had “post removal” orders had an average length of stay of seventy-two days whereas 

individuals with no criminal records were only under custody for an average of 65 days (Filindra, 

2014, p.155).  

 Immigration detention centers primarily hold people that are not criminal offenders, do 

not have a criminal record, and are people who crossed the border without proper authorization 

or overstayed after their visas expired (Filindra, 2014). According to the Detention Watch 

Network, “The average daily population of detained immigrants in ICE detention centers 

increased from approximately 5,000 in 1994, to 19,000 in 2001, and to over 34,000 in 2014” 

(2012, p. 1). Today, it is estimated that the immigration detention system holds an average of 

400,000 immigrants per year (Detention Watch Network, 2012). But because the detention 

system operates under a unique congressional mandate quota that only allows ICE detention 

centers to house a total of 34,000 beds each year, the U.S. Federal Government and ICE have 

had to lease space from a number of county jails and private prisons (Detention Watch Network, 

																																																																																																																																																																																																				
to	privacy,	and	the	other	fundamental	rights	U.S.	citizens	enjoy	(ACLU,	2017).	

2	In	terms	of	detention,	since	immigrants	do	not	have	the	right	to	enter	the	U.S.,	those	who	are	not	here	legally	are	
subject	to	deportation.	But	after	1903,	after	Yamataya	v.	Fisher,	the	U.S.	Supreme	Court	ruled	that	the	INS	could	
not	deport	individuals	without	a	hearing	that	meets	constitutional	due	process	standards.	Therefore,	
undocumented	immigrants	have	procedural	rights	for	(1)	a	hearing	before	an	immigration	judge	and	review,	in	
most	cases,	by	a	federal	court;	(2)	representation	by	a	lawyer	(but	not	at	government	expense);	(3)	reasonable	
notice	of	charges,	and	of	a	hearing's	time	and	place;	(4)	a	reasonable	opportunity	to	examine	the	evidence	and	the	
government's	witnesses;			(5)	competent	interpretation	for	non-English	speaking	immigrants,	and	clear	and	
convincing	proof	that	the	government's	grounds	for	deportation	are	valid	(ACLU,	2017).	 
	



	

17	

	

2012). As a result, sixty-seven percent of detainees are held in various state, and local prisons 

and jails around the country, 19 percent are in contracted facilities, 14 percent are in custody in 

Service Processing Centers (owned and operated by ICE), and 2 percent are at the Bureau of 

Prisons (Filindra, 2014; Siskin, 2008).  

 
Provision of Health Services in Detention Centers  

National Detention Standards  

         The medical care provided to detainees in detention centers is outlined in ICE’s National 

Detention Standards which were published in the Detention Operations Manual in 2000 when the 

U.S. Immigration and Customs Enforcement Agency was formed (Siskin, 2008). According to 

the Congressional Research Service Report on “Health Care for Noncitizens in Immigration 

Detention,” the National Detention Standards are very similar to the American Correctional 

Association (ACA) standards, but are tailored to the needs of undocumented populations (Siskin, 

2008). Within the manual, a health services section was created to address ICE’s standards for 

“medical care; hunger strikes; suicide prevention and intervention; and terminal illness, advanced 

directives, and death” (Siskin, 2008, p.10). In coordination with the agency, the Division of 

Immigrant Health Services (DIHS) is the medical authority for ICE which oversees the medical 

care of undocumented immigrants in detention centers. The DIHS is a medical unit containing 

U.S. Public Health Services Officers and contracted medical professionals who provide services 

for detained populations. DIHS provides on-site health care in 15 detention centers in the country 

(Siskin, 2008). The remaining 300 facilities that are used as detention centers (mostly local 

prisons and jails) provide health care through contract workers outside of the division (Siskin, 

2008).   

 



	

18	

	

2008 and 2011 ICE Performance-Based National Detention Standards  

In 2008, the U.S. Immigration and Customs Enforcement Agency revised their national 

detention standards and developed the Performance-Based National Detention Standards 

(PBNDS, 2008) in coordination with the agency’s stakeholders to “clearly delineate the results or 

outcomes to be accomplished by adherence to their requirements” while “improving safety, 

security and conditions of confinement for detainees” (U.S. Immigration and Customs 

Enforcement, 2013, p. 1). In 2011, the Performance-Based National Detention Standards were 

once again revised and the immigration detention system was reformed. The 2011 revisions 

incorporated various agency employees, stakeholders, nongovernmental organizations, and ICE 

field offices, and they focused on “improving medical and mental health services, increasing 

access to legal services and religious opportunities, improving communication with detainees 

with limited English proficiency, and increasing recreation and visitation” (U.S. Immigration and 

Customs Enforcement, 2016, p. 1).3,4 

 
Summary of Medical Care Standards 

The 2011 Performance-Based National Detention Standards on medical care specifically 

state that these standards apply to the following three types of facilities that house detainees: 

Service Processing Centers (SPCs); Contract Detention Facilities (CDFs); and state and local 

																																																													
3	As	of	December	2016,	the	2011	Performance-Based	National	Detention	Standards	were	revised	to	ensure	that	
the	standards	remain	consistent	with	federal	legal	and	regulatory	requirements	as	well	as	prior	ICE	and	ICE	
Enforcement	and	Removal	Operations	(ERO)	policies	and	policy	statements.	Since	my	data	and	first	thesis	draft	
were	completed	prior	to	the	release	of	the	December	2016	revisions,	my	analysis	and	conclusions	will	be	made	
using	only	information	from	the	2008	and	2011	detention	standards.		
	
4	According	to	the	U.S.	Immigration	and	Customs	Enforcement	website,	the	December	2016	revisions	of	the	2011	
Performance-Based	National	Detention	Standards	went	into	effect	at	the	beginning	of	their	2017	fiscal	year.	“All	
dedicated	ICE	detention	facilities	have	contractually	adopted	the	DHS	PREA	standards,	and	audits	of	the	facilities	
compliance	with	PREA	will	begin	in	fiscal	year	2017”	(ICE,	2016).	
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government facilitates used through Intergovernmental Service Agreements (IGSA’s) to hold 

detainees for more than 72 hours (ICE, 2013). The 2011 Performance-Based National Detention 

Standards on medical care ensure that detainees under custody have proper and necessary 

medical, dental, and mental health care (ICE, 2013). The standards also state that “detainees shall 

have access to a continuum of health care services, including prevention, health education, 

diagnosis and treatment, and emergency services” (ICE, 2013, p. 277). If needed by a detainee, 

detention center officials must arrange for specialized health care and hospitalization within the 

local community. In addition, all facilities are required to have sufficient numbers of qualified 

licensed health care professionals to provide basic exams and treatments for all detainees as well 

as mental health professional staff, 24-hours a day, seven days a week (ICE, 2013). Finally, 

detention facilities are required to have a mechanism that allows detainees to request health care 

services provided by a physician or qualified medical officer on a daily basis with timely follow-

ups and these requests include hepatitis testing, tuberculosis, HIV testing, mental health services, 

and a health care provider of a particular gender (ICE, 2013).   

 
Health Care Services Provided 

ICE policy requires that all detainees receive an initial health screening immediately upon 

arrival or within 12 hours of arriving at the detention facilities to determine the appropriate and 

necessary medical, mental health, and dental treatment (ICE, 2013). In addition to initial 

screenings, detainees should also receive a comprehensive health appraisal, physical 

examination, and mental health screening within 14 days of arrival. Mental health assessments 

should be reviewed within 12 hours of detention and if it is determined that health services are 

needed, a qualified licensed health care provider must be notified within 24 hours (ICE, 2013). 

Also, if psychotropic medication is administered, detainees are granted the right to privacy in 
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accordance to the operational manuals and the overall safety of the facility. The distribution of 

psychotropic medication to detainees should be done in a way that preserves the confidentiality 

of their personal health information and respects their overall situation.  

Under the medical standards of ICE, those who are in custody also have access to 

medications from on-site pharmacies or pharmacies in the community. ICE medical standards 

maintain that, “detainees may take no personal property, with the exception of prescribed 

medicine, into safe harbor areas” (ICE, 2013, p. 19). In other words, a detainee can only bring 

prescribed medication into an ICE facility and only medical staff may administer his or her 

prescribed medication. Lastly, if an individual is detained for more than six months, they become 

eligible for a routine	dental treatment, including emergency treatment, “amalgam and composite 

restorations, prophylaxis, root canals, extractions, x-rays, the repair and adjustment of prosthetic 

appliances and other procedures required to maintain the detainee’s health” (ICE, 2013, p. 293). 

If detainees are determined to have more complex medical issues, then ICE medical personnel 

should not only document their conditions, but also treat them in accordance with his or her 

treatment plan, created and approved by the licensed practitioner in order to ensure continuity of 

care for each individual (ICE, 2013).  

 
Additional Health Care Services, Sick Calls, or Treatment Authorization Requests 

In addition to the regular services provided by detention centers as explained above, each 

ICE facility should provide 24-hour emergency medical services and first aid to all detainees 

(ICE, 2013). ICE facilities must have staff that are trained by medical professionals, especially in 

the areas of making medical emergency decisions, handling medical and safety equipment, and 

ensuring that the protocols and procedures are followed (ICE, 2013). The 2011 Performance-

Based National Detention Standards on medical care also provide a section that focuses 
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specifically on the health services provided for women. These medical standards outline 

pregnancy services including “routine or specialized prenatal care, pregnancy testing, abortion 

service, and comprehensive counseling and assistance” (ICE, 2013, p. 304).  

All detention centers are required to have a “sick call” procedure that allows detainees 

who require non-emergency medical care to freely request health care services. The sick call 

process should be communicated verbally and in writing to detainees during their arrival 

orientation (ICE, 2013). Written sick calls are required to be dated, stamped, and filed in the 

detainee’s medical record. If the procedure requires a written slip known as a treatment 

authorization request (TAR), such slips should be provided in English and in the most common 

languages spoken by the detainee population of that facility (ICE 2013; Siskin, 2008). All TARs 

must be approved before the detainee may be eligible to receive care (Siskin, 2008). In the case 

that a detainee is hospitalized, the hospital assumes full responsibility of medical decision-

making for any drug regimen, lab tests, x-rays, and treatment (Siskin, 2008).5 

 
Oversight of Detention Facilities & Governmental Reports  

         ICE works in collaboration with two outside companies (Creative Corrections, L.L.C. 

and Nakamoto Group, Inc.) to perform annual inspections of detention facilities. These two 

inspection companies work hand-in-hand within ICE’s Office of Professional Responsibility 

(OPR). In 2008, ICE released their first compliance report of the national detention standards. 

The report stated that the medical care standard for 98% of the facilities that were rated were 

“acceptable” and 2% were rated “deficient” (Siskin, 2008). A year earlier, in 2007, the 

																																																													
5	The	2008	and	2011	detention	standards	were	summarized	by	the	principal	investigator	and	only	the	major	health	
services	outlined	in	the	manuals	were	used	to	format	this	thesis	project.	A	more	detailed	explanation	of	each	of	
the	medical	care	services	offered	can	be	found	in	the	detention	standards	under	ICE’s	website.	Please	read	the	
methods	section	for	further	explanation.		 
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Government Accountability Office (GAO) released an audit of 23 detention centers in the United 

States. These audits concluded that 3 out of the 23 facilities lacked adequate medical care for 

their detainees. Additionally, these detention centers had failed to administer the mandatory 

physical exams within 14 days of admission and to administer medical screenings immediately 

after admission (Siskin, 2008). This same report also stated that the turnaround time on sick calls 

was not clearly defined by the ICE detention standards. As a result, this audit highlighted that 

detention centers differ in policies regarding response time, especially when it comes to non-

emergency care (Siskin, 2008).  

 
Outside Reports 

Outside reports have also been completed by several activist organizations.  The 

American Civil Liberties Union (ACLU) published a briefing document that illustrated the 

pervasive problems and conditions that immigrant detainees face in detention facilities across the 

country. Indeed, one of the biggest problems documented in the report was the issue of 

inadequate access to medical care in these facilities. According to the ACLU, “detainees and 

Non-Government Organizations (NGOs) have documented severe and widespread problems with 

access to chronic and emergency medical care, including long delays prior to medically 

necessary surgical procedures, unresponsiveness to requests for medical care and dental 

extraction-only policies” (2006, p.3). The ACLU maintains that the issue of inadequate care is 

often compounded by poor record-keeping practices or irregular intake medical screenings 

(2006), leading to delays in receiving and properly handling medications. For example, 

individuals with diabetes or HIV that have to wait a week or longer for an appointment, which 

can cause serious health consequences (American Civil Liberties Union, 2006). The ACLU 

included in their report how mental health is sorely lacking in jails and detention facilities where 
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ICE holds immigration detainees (2006).  

Due to cost or availability, detention facilities sometimes change prescription 

 psychotropic medications, either to a generic form or a different medication altogether”  

 and in other cases, “facilities completely deny detainees mental health care, which can 

 lead to acute mental instability, compromise the detainees’ safety, and prevent effective 

 legal representation (American Civil Liberties Union, 2006, p. 7).  

 
Thus, inadequate access to medical care is an ongoing issue in ICE detention centers.  

In 2013, the Center for American Progress also reported that LGBT and HIV-positive 

populations are at a particular higher risk than other groups for lacking proper treatment in 

detention centers (2013). According to the Center for American Progress, “In 2007, Victoria 

Arellano, an HIV-positive female transgender migrant, died in the men’s mass detention cell of 

an ICE detention facility because authorities at the facility refused to give her medical attention 

and her medication” (2013, p. 1). This organization also found that HIV-positive individuals 

detained by ICE were harassed and mistreated by other detainees due to being placed in 

accordance to their biological gender instead of the gender they identify with. In addition, this 

population also encountered serious problems accessing HIV medication (Center for American 

Progress, 2013).  

 
Case Studies/ Stories to Illustrate the Need for Further Research 

        Due to the lack of empirical studies on the health care services provided to undocumented 

immigrants in ICE detention centers, the following are case studies and personal narratives of 

detainees that will be used to illustrate the inadequate medical care and health care services that 

they received while being under custody in an ICE facility and/or detention center. These three 
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examples of immigrant groups were selected from forty others because these case studies 

demonstrate how the health and well-being of these undocumented detainees decreased and/or 

worsen because proper procedures in relation to health care within ICE detention centers were 

not followed. Hence, these cases will attempt to fill this gap in the literature and provide 

knowledge of an alarming problem that many know little about. These cases are also a way to 

bring awareness to an issue that has the potential for devastating consequences if not contained.  

 

Case Study 1  

A detainee held at the Oakdale Federal Detention Center in Oakdale, Louisiana reported 

that he broke his nose following an altercation in May 2006. A facility doctor examined his nose 

from outside the cell and declared it was not broken. After several weeks of complaining and 

requesting further medical care, he was finally taken to a local hospital where a doctor promptly 

stated that the detainee’s nose was badly broken and required surgery. He finally received 

surgery two months from the date his nose was broken (ACLU, 2006). 

 
Case Study 2 

A detainee who was housed in a San Diego Correctional Facility injured his foot while in 

custody. After the wound became infected, he sought medical attention, at which point he was 

diagnosed with uncontrolled diabetes. He received a course of antibiotics in the short stay unit of 

the facility, but was returned to general population before his wound completely healed. Over the 

next month, the wound became even more infected and his diabetes remained out of control. He 

complained for weeks about the increase in pain and a foul odor coming from the wound, which 

was increasing in size, turning black, and oozing. He was finally taken to the hospital where he 

was admitted through the emergency room and was found to have developed a gangrenous ulcer 
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in his foot and ankle and a severe, potentially fatal bone infection (chronic osteomyelitis). 

Although doctors initially believed that he would have to have his foot partially amputated, he 

ultimately spent over one month receiving antibiotics and underwent a complicated skin graft 

operation to help heal the wound (ACLU, 2006).  

 

Case Study 3 

  One detainee housed at San Diego Correctional Facility and San Pedro Service 

Processing Center spent eleven months in immigration custody suffering from extremely painful 

lesions on his penis that were increasing in size and were frequently infected. During his 

detention he regularly complained to correctional and medical staff about his problems and 

occasionally showed correctional officers blood and discharge in his underpants in order to get 

medical attention. During his eleven months in custody, he received authorization to meet with 

one oncologist and several urologists; all of these specialists concluded that he required a 

circumcision to alleviate his pain and a biopsy to determine whether he was suffering from 

penile cancer. He was repeatedly denied the necessary circumcision and biopsy by U.S. Public 

Health Service and the Division of Immigration Health Services on the grounds that these 

procedures were simply “elective" in nature. Due to significant advocacy efforts by the ACLU, 

this detainee was ultimately released from immigration custody and was able to go to an 

emergency room for diagnosis and treatment. Within approximately one week of his release from 

ICE custody, he was diagnosed with penile cancer and was admitted to the hospital only to have 

nearly his entire penis surgically removed. By the time he was able to get treatment, the cancer 

had already metastasized to his lymph nodes (ACLU, 2006).  
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Overview of Population Detained  

   
Before further analyzing the health complications that undocumented detainees suffer 

during and after being apprehended, an overview of the overall health status of these individuals 

must be addressed in order to verify if adequate healthcare is being provided in ICE detention 

centers. Under the following analysis, a systematic literature review of the data on the health 

status of three types of undocumented migrants was evaluated. These include: undocumented 

immigrants already living in the United States prior to detention, undocumented migrants living 

or temporarily staying in border towns prior to detention, and undocumented individuals 

detained in the process of crossing into the United States. Due to the limited information on the 

most common health problems in ICE detention centers, information from the Undocumented 

Immigrants in the United States: An Encyclopedia of Their Experiences was used to explain the 

barriers to healthcare for undocumented populations in the U.S. In addition, research from the 

Centers for Disease Control and Prevention (CDC) has been gathered in order to address the 

leading health problems for the overall Latino/a population in the United States. This information 

will offer a general representation of the most common healthcare and medical problems of those 

individuals who have lived in the United States prior to being taken into custody.  

In Undocumented Immigrants in the United States: An Encyclopedia of Their 

Experiences, Campesino indicates that one of the “major barriers that immigrants face is the lack 

of health insurance” (2014, p. 51). Unlike U.S.-born citizens, immigrants are more likely to 

remain uninsured due to their low levels of education and being employed in lower paying jobs 

that do not offer healthcare insurance. Even if some insurance programs do not require proof of 

citizenship, the Affordable Care Act of 2010 and some states (e.g. Arizona) have restricted 

undocumented immigrants from being able to obtain any health benefits or be part of any other 
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social benefit packages (Campesino, 2014). Accordingly, undocumented immigrants “face 

greater unemployment, have fewer resources to pay out of pocket healthcare services,” and the 

fear of being deported may inhibit many of them from seeking necessary medical care 

(Campesino, 2014, p. 51). The fear of being deported often forces immigrants to seek other 

healthcare alternatives rather than using “mainstream biomedical clinics or hospitals” (Tenorio, 

2014, p.320). While the lack of health insurance is a big contributor as to why undocumented 

populations do not seek mainstream health services, there are other barriers like language, lack of 

translators, lack of culturally sensitive clinics and hospitals, and biases from healthcare providers 

and personnel that also keep immigrants from requesting health services (Campesino, 2014; 

Tenorio, 2014).  

The Centers for Disease Control and Prevention reported that the most common health 

problems among the Latino/a population in the United States are obesity, diabetes, heart disease, 

and several forms of cancer (2016). For those living along the U.S.-Mexico border, health 

disparities in these communities are among the highest in the country. These communities also 

have the highest number of communicable and chronic diseases as well as exposures to 

environmental hazards (No More Deaths, 2012). In accumulation to the most common health 

conditions that these “possible” ICE detainees may suffer from, they are also known to be 

diagnosed with a wide range of physical and mental health conditions. According to a study done 

on the impact that ICE had on the health of immigrant populations, “fear of deportation in 

undocumented migrants exacerbated chronic diseases such as depression, high blood pressure, 

and anxiety while also producing a range of physical symptoms (hair loss, headaches)” (Hacker, 

Chu, Leung, Marra, Pirie, Brahimi, et al. 2011, p. 12). As a result, this population may also 

suffer from depression, anxiety, and hypertension, due to the amount of stress they experience by 
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being in the United States illegally (Hacker et al., 2011). 

Moreover, the information available for the health status of those who have been detained 

while attempting to cross into U.S. territory is even more limited in comparison to the 

information known about undocumented migrants who are already in the United States. While 

the health conditions of most of these individuals are unknown, limited research findings have 

revealed that many of them might have experienced numerous physical injuries that are 

associated with border crossing. These can include, but are not limited to lacerations, sprains, 

fractures, dehydration, exposure to harmful elements, violent assaults, and rape, and these 

injuries may require medical attention when apprehended by ICE officers (Kelada, Hill, Lindsay, 

Slymen, Fortlage, et al., 2010; Martinez, Reineke, Rubio-Goldsmith, Anderson, Hess, et al., 

2013; No More Deaths, 2014). A study by the University of California, San Diego Level 1 

Trauma Center on border crossing injuries revealed that on average, 29.8 of 238 total individuals 

were injured per year with a range of 7–52 injuries due to border crossing incidents (Kelada, 

Hill, Lindsay, Slymen, Fortlage, et al., 2010). Their data showed that approximately eighty-three 

percent of injuries were to the extremities, 3% were to the face, and the average number of 

regions injured per person were 1.5 of 6 possible body regions (e.g. head, face, chest, abdomen, 

extremities, and skin) (Kelada, et al., 2010, p. 549). The Binational Migration Institute at the 

University of Arizona also released a report that stated that, “unauthorized migrants are at high 

risk for kidnapping, robbery, and assault upon deportation by U.S. authorities to Mexican border 

towns” (Martinez, Reineke, Rubio-Goldsmith, Anderson, Hess, et al., 2013, p.22).  

One of the few organizations that have taken interest in the health conditions of 

undocumented migrants, during and/or after being taken into custody by ICE detention centers, 

is the non-profit organization known as No More Deaths. This organization has dedicated their 
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time and efforts to reducing the deaths and suffering of migrants in the deserts surrounding the 

U.S./Mexico border. In December of 2012, No More Deaths released a report entitled, “Post-

Deportation Health: A Humanitarian Assessment” that explored the health impacts of United 

States repatriations on undocumented migrants after they were released to Mexico (into the city 

of Nogales, Sonora, Mexico). Major findings of the assessment provided evidence of abuse by 

authorities, the poor conditions in detention centers, and a self-reported health status of migrants 

during and after deportation. The information obtained from the self-reported health status of 

individuals during detention revealed that undocumented migrants suffer an increase of distress 

(e.g., anxiety, sorrow, and pain) due to their unexpected arrest by ICE. They also stated to have 

experienced physical, emotional, and psychological abuse and were deprived food, water, and 

medical care (No More Deaths, 2012). The post-deportation assessment sampled 105 individuals, 

92 men, and 13 women (No more Deaths, 2012). The majority of the people (n = 97) sampled for 

this assessment were originally from Mexico, the others reported being from Guatemala and 

Honduras (No more Deaths, 2012). One of the biggest discoveries made by No More Deaths was 

the high numbers of inadequate mental healthcare services that the detainees obtained. The report 

declared that the mental health of 70 of those detained in US detention centers deteriorated as 

time progressed. “With 80% presenting significant symptoms of depression, 77% with anxiety, 

and 50% with Post-Traumatic Stress Disorder (PTSD)” (No More Deaths, 2012, p. 40).  It must 

also be noted that the majority of the population (including Mexicans, Central, and South 

Americans) that are detained in ICE detention centers have suffered from poverty and thus, the 

extent of their medical, physical, and mental conditions varies and/or is unknown, prior to their 

placement under ICE custody.  
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CHAPTER 3 

METHODS 

 

Research Design  

 This research project used a mixed methods approach with a Grounded Theory (GT) 

analyses. According to Ivankova, Creswell, and Stick (2006), Tashakkori and Teddlie define 

mixed methods as “a procedure for collecting, analyzing, and mixing or integrating both 

quantitative and qualitative data at some stage of the research process within a single study for 

the purpose of gaining a better understanding of the research problem” (p. 2). The mixing of 

quantitative and qualitative data within one study is grounded on the idea that neither 

“quantitative nor qualitative methods are sufficient” on their own, and in order “to capture the 

trends and details of a situation” in a study, they must both be combined (Ivankova, et al., 2006, 

p. 2). Therefore, a mixed methods approach was used to allow for a more complete and 

comprehensive understanding of the research questions. Within this mixed method approach, a 

concurrent nested design, where both qualitative and quantitative data are collected during the 

same stage and at the same time was used (Gonzalez-Castro, Kellison, & Kopak, 2010). The 

quantitative data received greater emphasis for this research project. Given the sensitivity of the 

topic and the vulnerability of the population, a concurrent nested design was the best fitting 

approach for addressing the research questions.   

Grounded theory was also used in this project because the amount of academic research 

on the topic of access to medical and healthcare in ICE detention centers was very limited. 

Grounded theory design is defined as a systematic qualitative procedure used to generate a 

theory that explains, at a broad conceptual level, a process, an action, or an interaction about a 

substantive topic (Creswell, 2008). According to Creswell, grounded theory is used when current 
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theories about a phenomenon are either inadequate or nonexistent (2008). As a result, grounded 

theory was used in this research project mainly for the purpose of its systematic design of open 

coding for data analysis. In open coding, the “data are divided into segments and then scrutinized 

for commonalities that reflect categories or themes” (Padmaja, 2015, p. 2727). In general, open 

coding is a process of “reducing the data to a small set of themes that appear to describe the 

phenomenon” under investigation (Padmaja, 2015, p. 2727). In such design, the researcher bases 

categories on interviews, observations, and researcher's memos or notes. Thus, grounded theory 

was used to sort and code key categories that were used in the participant questionnaires. These 

categories included: nationality, location, length, mental evaluation, medical examination, dental 

screenings, emergencies, written or oral request for treatment, medications, and additional open-

ended comments which exposed further themes of advocacy, human rights, social justice, 

separation of families, lack of knowledge of the legal system, and making their stories known.   

A questionnaire composed of 26 questions was created in order to interview each 

participant. The questions were designed by the principal investigator using the most basic 

medical and healthcare services outlined in the 2008 and 2011 Performance-Based National 

Detention Standards by ICE. This was done to ensure that the questions being asked correlated 

with the medical and health services that ICE detention centers are required to provide to 

detainees while under their custody in accordance to their medical care standards as stated in 

their standards manual. The questions were as followed: 

1) What is your nationality? 
2) In what U.S. Immigration and Customs Enforcement Detention Center where you 

detained?  
3) How long were you detained? 
4) Did you receive a mental health evaluation upon arrival to the detention center? 
5) Did you receive a mental health evaluation within the first 12 hours of arrival to the 

detention center? 
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6) If yes, were you informed of this evaluation? 
7) Did you receive medical screening upon arrival to the detention center? 
8) If yes, what kind of medical screening did you receive? 
9) Did you receive medical screening within the first 14 days of arrival to the detention 

center? 
10)  If yes, what kind of medical screening did you receive? 
11)  Did you receive dental screening upon arrival to the detention center? 
12)  If yes, what kind of dental screening did you receive? 
13)  Did you receive dental screening within the first 14 days of arrival to the detention 

center? 
14)  If yes, what kind of dental screening did you received? 
15)  While detained, did you have a mental, medical or dental emergency? 
16)  If yes, what was the emergency? 
17)  Did you receive treatment for the emergency? 
18)  How long did it take to receive treatment? 
19)  Did you submit request(s) (written or oral) to receive mental, medical or dental care 

while detained? 
20)  Did you receive any mental, medical or dental care after submitting your request? 
21)  If yes, how long did it take to receive care? 
22)  What were your experiences in making request for treatments? 
23)  Did you receive any medication while being detained? 
24)  If yes, what kind of medication did you receive? 
25)  Why did you receive this medication? 
26)  Do you have any additional comments about any of the questions that we discussed? 

 

Along with the questionnaire, a sheet with essential key terms and definitions was used to 

simplify the questions and key terms for the participants. To better understand the interaction 

with the participants and their environment, the principal investigator answered a series of pre 

and post assessment questions before and after each interview which were used to take additional 

notes in order to strengthen the contributions of the overall findings of the study. The assessment 

was composed of the following questions: 

1) Describe the person being interviewed.   
2) Describe the environment of location prior to starting the interview. 
3) Describe the environment during the interview. 
4) Describe challenges while conducting the interview. 
5) Please provide any additional comments and/or concerns. 

 

For each interaction, the principle investigator set up a station in the corner of the dining 
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room to create a more private and comfortable environment for those sharing their experiences. 

All interactions during the interview questionnaire were done in Spanish. The participants 

received no incentives for their participation in the project.  

 
Research Setting  

 This project took place at the Aid Center for Deported Migrants (CAMPEP) in Nogales, 

Sonora, Mexico. The CAMDEP is a migrant soup kitchen that feeds recently deported migrants 

in Nogales, Sonora, Mexico. Each person receives two meals a day, new clothing, personal care 

items, and is referred to Mexican government services provided by the Mexican Consulate and 

Grupo Beta, if they are Mexican nationals (Kino Border Initiative, 2016). The site is funded and 

supported by a bi-national migrant organization named Kino Border Initiative (KBI) (Kino 

Border Initiative, 2016). This organization promotes US/Mexico border and immigration policies 

that affirm the dignity of the human person and a spirit of bi-national solidarity (Kino Border 

Initiative, 2016). They do this by offering “humanitarian assistance, providing social and pastoral 

education with communities on both sides of the border, and participation in collaborative 

networks that engage in research and advocacy to transform local, regional, and national 

immigration policies” (Kino Border Initiative, 2016, p.1). 

Participants 
  

Participants included fourteenth (N=14) men between the ages of 18-to-78 years old and 

six (N=6) women between the ages of 20-to-45 years old. Each participant was categorized as an 

undocumented migrant who was previously detained in a U.S. Immigration and Customs 

Enforcement Detention Center (ICE) in the state of Arizona. The length of stay for each 

participant at a detention center varied between 2 days to 30 days.  For the purpose of this 
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research investigation, gender and nationality of the participants were not taken into account 

when determining acceptance into the study. Participants under the age of 18 and participants 

who were not detained in U.S. Immigration and Customs Enforcement Detention Center (ICE) in 

the state of Arizona were excluded. In order to keep the identity of all participants confidential, a 

pseudonym was assigned to each of them. All participants who participated in the research 

project preferred to do their interview in Spanish.  

 
Procedures  

 There were several research procedures involved in this study. These included 

recruitment, screening and enrollment, informed consent, and qualitative and quantitative data 

collection. IRB approval was received for this investigation and IRB approval for oral consent 

was given as opposed to written consent when participants were interviewed. IRB approval for 

oral consent for this project was requested because a written consent would be impractical for 

undocumented participants. Having a written consent would have linked the participants to the 

data and information in this project. It would have also placed the participants at risk and reduce 

the probability of the principal investigator to collect data and information for this research 

because most undocumented participants would not have participated if their names were linked 

to the information that they provided. In addition, oral consent was preferred for this project 

because of the potential of participants not being able to read or write. Thus, a verbal explanation 

of the research project was more suitable for this population.  

 
Recruitment  

 Recruitment for this research project took place at the Aid Center for Deported Migrants 

(CAMPEP) in Nogales, Sonora, Mexico. The principal investigator was granted access to attend 
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the facility during specific dates during the 2016 spring semester (January through May 2016). 

At each visit, a Kino Border Initiative representative would introduce the principal researcher 

and she was allowed a total of 3-5 minutes to explain the project and to recruit potential 

participants. The description of the project was done in the dining room of the Aid Center for 

Deported Migrants while all recently deported undocumented immigrants where having 

breakfast. All details of the project were conducted in Spanish.  

 
Screening and Enrollment  

 Screening and enrollment occurred at the same time as recruitment. Every time after the 

principal investigator presented the research project, individuals rose their hands to let the 

researcher know that they were interested in participating. The principal researcher would then 

approach each of the potential participants and ask them two screening questions: Were you 

detained in an U.S. Immigration and Customs Enforcement Detention Center (ICE) in the state 

of Arizona? Would you be willing to answer a series of questions about the medical treatment 

that you received while being detained? If the individual agreed to both questions, they were 

automatically provided additional information about the study, read the consent form, and 

enrolled in the research investigation.  

 
Informed Consent  

Before starting the interview questionnaire, oral consent was obtained from all 

participants. The consent process lasted between 10 to 15 minutes. Each participant was read the 

informed consent statement and asked if they needed any additional clarification or had any 

questions. Participants were informed of the purpose of the study, the importance of participating 

in such study, and given information on their rights to confidentiality and protection of their 
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answers. To further protect their identities, participants were not asked their names but were 

informed that they were going be given a pseudonym. Instead, they were asked their nationality, 

and told that they were not required to answer any of the questions if they did not feel 

comfortable doing so. Each participant had the opportunity to ask any questions before starting 

and during the interview. (Refer to Appendix D for verbal script for informed consent in English 

and Appendix E for verbal script for informed consent in Spanish.)  

 
Quantitative and Qualitative Data Collection   

 
A mixed methods approach uses both quantitative and qualitative data. According to 

McLeod, quantitative data is concerned with “discovering facts about social phenomena’s” and 

“assume a fixed and measurable reality” (2008, p.1). Quantitative data is collected through 

measurements like questionnaires, surveys, or polls, analyzed through numerical comparisons 

and statistical inferences, and reported in statistical analysis (McLeod, 2008). In comparison, 

qualitative data is concerned with “understanding human behaviors from the informant’s 

perspective” and assumes a “dynamic and negotiated reality” (McLeod, 2008, p.1). Qualitative 

data is collected through participant observation and interviews, analyzed by themes from 

descriptions by informants, and reported in the language of the informant (McLeod, 2008).  

Since a concurrent nested design was utilized for this research project, both qualitative 

and quantitative collection happened simultaneously. With regard to quantitative data collection, 

an interviewer-led questionnaire was used to measure the degree of medical and healthcare 

services provided to undocumented immigrants in ICE detention centers. The questionnaire was 

composed of demographic, polar, and open-ended questions. The 26-question interview 

questionnaire lasted approximately 20-40 minutes. The length varied on the willingness of the 



	

37	

	

participants to share their experiences at a detention center. The qualitative aspects of the 

research consisted of face-to-face interviews (open-ended items on the interview questionnaire) 

with each of the participants. Qualitative interviewing allowed the researcher to observe 

individuals and capture their reactions to the questions being asked in addition to creating a 

supplement for the quantitative data (Babbie, 2007). According to Babbie, “qualitative 

interviewing is a dialogue in which the interviewer establishes a general direction for the 

conversation and thus, pursues specific topics raised by the respondent” (Babbie, 2007, p. 306). 

Fittingly, the open-ended questions in the interview questionnaire allowed participants to discuss 

topics of advocacy, human rights, social justice, separation of families, lack of knowledge of the 

legal system, and making their stories known to the public. Additionally, a pre and post interview 

assessment was completed by the principal researcher for each interaction. These assessments 

were used to strengthen the observations during the qualitative interviews in addition to adding 

solidification to the overall research project.  

The responses for all the interview questionnaires and the observations from the pre and 

post assessments were uploaded to the University of Arizona’s Qualtrics computer survey 

program. Qualtrics was utilized for descriptive statistics, frequencies, and open-coding data 

analysis. Only one interview was recorded using a voice-recording device since only one 

participant allowed the principal investigator to record their interview. The rest of the interviews 

were completed with no voice-recording device and instead were documented by hand. These 

interviews were transcribed into a word document in Spanish and then translated to English. For 

the purpose of this research project, results will be provided in both Spanish and English.  
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CHAPTER 4 

RESULTS 

 

The results for this research project are organized in ten different categories. These 

categories were systematically chosen from the 26-item interview questionnaires using an open 

coding technique. Through the additional open-ended comments, several unique themes emerged 

within all interview questionnaires. These themes are advocacy, human rights, social justice, 

separation of families, lack of knowledge of the legal system, and making their stories known.   

Nationality 

The first question on the interview questionnaire asked the participants about their 

nationality.  For the purpose of this research project, participants were told that nationality was 

defined as their place of birth. The findings indicated that 12 participants were of Mexican 

nationality, 4 participants were of Guatemalan nationality, and 4 participants did not reveal their 

place of birth.  

Location  

 The second question on the interview questionnaire asked the participants in which 

detention center they were detained while serving their immigration sentence within the state of 

Arizona. From the 20 participants that were enrolled in this project, 10 were detained at the 

Florence Service Processing Center in Florence, Arizona; 2 were detained at the CCA Central 

Arizona Detention Center in Florence, Arizona; 2 were kept at the Eloy Immigration Detention 

Center (CCA) in Eloy, Arizona; 5 stated that they were in an ICE detention center somewhere in 

Phoenix, Arizona; and 1 participant stated that he did not know where he was kept during his 

detention.  
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Length  

 The third question on the questionnaire asked the participants about the length of their 

stay in a detention center (See table 1). The findings disclosed that the participants were detained 

anywhere from 4 to 30 days in length. The most common sentences of detention among all 

participants were 8 days, 14 days, 15 days, and 30 days. A couple of participants revealed that 

their sentences were longer because they had a civil and/or criminal offense attached to their 

immigration sentence. Jose explained, “Yo estuve detenido por 30 días porque me paro la policía 

y no traía licencia.” (I was detained for 30 days because the police stopped me and I didn't have 

a license.)  

Table 1.  Length of Stay at a Detention Center for Each Participant  

 
Days  4  8  10   14   15  21 30   Unsure 

# Of 
People 

1  4  1 4  4 1 4 1 

       

            

Mental Evaluation  

 The next portion of the questionnaire asked participants if they received any sort of 

mental health evaluation upon arrival to a detention center or within 12 hours of their arrival to a 

detention center. They were also asked if they were informed of such evaluation if they did 

receive one. For the purpose of this project, participants were read the definitions for evaluation 

and mental health. Evaluation was defined as “the making of a judgment about the amount, 

number, or value of something” (Oxford University Press, 2017, p.1). Mental health was defined 

as “a person’s condition with regard to their psychological and emotional well-being” (Oxford 

University Press, 2017, p.1). From the questionnaire, 70 % (n = 14) of participants stated that 
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they did not receive a mental evaluation upon arrival to the detention center and 30% (n = 6) 

stated they were not sure if such evaluation was conducted. The same results were obtained when 

participants were asked if they had received a mental health evaluation 12 hours after their 

arrival to a detention center. All 20 participants confirmed that they were never informed that 

they had received any type of mental health evaluation while being detained.   

 

Medical Examination  

 Similar questions were asked about the medical screening during their detention. Medical 

screening was defined for each participant as “tests performed to determine the health of a 

person” (Oxford University Press, 2017, p.1). They were asked the following four questions for 

this section: Did you receive a medical screening upon arrival to a detention center? If yes, what 

kind of medical screening did you receive? Did you receive a medical screening within the first 

14 days of arrival to the detention center? If yes, what kind of medical screening did you 

receive? Ninety percent (n = 18) of participants confirmed that they received a medical screening 

upon arrival to the detention center. The types of screenings that they received varied with each 

participant, location, and length of sentence. The most common answers to the type of medical 

examinations received by the participants were general medical exams (e.g., blood pressure 

measurement, body temperature measurement, weight, and height), blood tests, pregnancy 

exams, vaccines (tuberculosis vaccine), and medications (pills). Based on the responses given by 

the participants, some medications given to them were due to previously detected chronic 

illnesses, migraines, or occasional headaches. Other participants declared that the medical 

personnel instructed them to take medications (pills) without clarifying their purpose which 

demonstrates the lack of informed medical care of the facilities. From the 18 participants that 

stated that they received a medical examination upon arrival, 46.7% (n=14) received a general 
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medical exam, 13.3% (n=4) received a pregnancy test, 13.3 % (n=4) received some type of 

vaccine or injection, 13.3% (n=4) were not sure of the type of medical screening that they 

received or did not remember what was done to them, 10% (n=3) had blood test done, and 10% 

(n=3) received medication. In addition, one participant mentioned that he did not receive any 

type of medical screening and another participant said he was not sure if any medical 

examinations were done to him.  

Moreover, participants were also asked if they had received a medical screening within 

the first 14 days of arrival to a detention center (See figure 1). Eleven confirmed that they did, 8 

stated that they only saw the medical provider when they first arrived to a detention center, and 1 

participant said that he was not sure. From the 11 individuals that confirmed a second medical 

examination, 5 stated that a similar examination was done the second time they saw a medical 

provider, 2 specified that additional blood work was done to them, and 4 did not comment on 

their experience during their second medical screening. Additionally, it was noted that when a 

participant received a second medical screening within 14 days of their arrival, they were told or 

it was confirmed that they had a chronic illness, either diabetes or tuberculosis. Antonio 

explained, “La segunda vez que fui con el doctor me hicieron un examen de orina y me dijeron 

que tenía diabetes y la presión alta.” (The second time that I went to see the doctor, they did a 

urine exam and told me that I had diabetes and high blood pressure.) Jose also commented 

“...mire a la enfermera mucho... más que otros porque tengo tuberculosis...” (I saw the nurse a 

lot... more than the others because I have tuberculosis…) 
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Figure 1. Medical examinations received by detainees in ICE detention centers, upon arrival 
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Dental Examination  

 Dental examination was defined for the participants as an “oral examination performed to 

determine the health of a person’s mouth” (Oxford University Press, 2017, p.1). The interview 

questionnaire revealed that 16 out of 20 participants indicated that they did not receive a dental 

examination upon arrival to a detention center, while 4 stated that they were not sure if such 

examination happened. Jose affirmed, “No sé, miraron dentro de mi boca, pero no sé si fue un 

examen dental.” (I don’t know, they looked inside my mouth, but I do not know if it was a dental 

examination.) When the participants were asked if they had received a dental examination within 

14 days of arrival, 90% (n=18) of them stated that they did not receive such examination, and 

10% (n=2) of them were unsure.  

 
Emergencies  

 The following section in the interview questionnaire questioned the participants about 
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mental, medical, or dental emergencies while detained. An emergency was defined to them as “a 

serious, unexpected, and often-dangerous situation requiring immediate action” (Oxford 

University Press, 2017, p.1). Only 4 participants from this research project confirmed that they 

had an emergency while being detained at a detention center. When inquired on the types of 

emergencies they had, the participants stated the following:  

Gloria: “Me bajó mi regla.” (I got my period.) 
 
Juan: “Me lastimé el pie caminando en el desierto y necesitaba que me lo chequeara un 
 doctor” (I hurt my foot walking in the desert and I needed the doctor to check it.)  
 
Ismael: “No me sentía bien, tengo problemas del riñón…”  (I didn’t feel good, I have kidney  
 problems…)  
 
Alejandro: “Me sentía mariado y muy débil” (I felt dizzy and very weak.)   

 

Only 3 of the 4 participants who had an emergency confirmed that they received treatment for 

the emergency. Two of the 3 received treatment immediately and 1 was “disregarded” for a 

while before he received anesthetics for his foot pain.   

 
Written or Oral Request for Treatments  

 The following section focuses on written and oral requests for necessary treatment. The 

question asked participants if they had submitted request(s) (written or oral) to receive mental, 

medical, or dental care while detained. Thirty-five percent (n=7) of participants confirmed that 

they had submitted either a written or oral request to see a medical provider or receive treatment. 

Out of all the participants that submitted written or oral requests, only fourteen percent (n=1) 

reported receiving treatment and seeing a medical provider. The other 6 confirmed that they 

never saw a medical provider or received any type of treatment after submitting a request. Gloria 

specified that she did received “feminine products” for her emergency. The remaining 
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participants stated that they submitted written requests, but did not see a medical provider or 

received any treatment. Ismael mentioned the following, “Entregué un papel para mirar al 

doctor pero nunca lo entregaron, los guardias lo tiraron a la basura. Nos ignoran, solo te 

pasaban con el doctor si tienes una emergencia urgente.” (I turned in a paper to see a doctor, but 

they never turned it in, the guards would throw them away. They would ignore us, they would 

only take you to see the doctor if you had an urgent emergency.) Miguel also stated, “La 

solicitud fue entregada pero nunca me reviso un doctor, parecía que nos igboraban” (The 

request was turned in, but I never saw a doctor, it seemed like we were being ignored.)  

 

Medications 

 The last section of the interview questionnaire asked participants about medications given 

to them while in a detention center. Thirty percent (n=6) of participants confirmed that they 

received some type of medication while they were being detained, while 70% (n=14) of them 

stated otherwise. One participant mentioned that he was given medication for his diabetes, 

another that he was given medication for his tuberculosis, while the rest stated that they were 

given pills (white pills) and they had no idea what they were taking. Alberto claimed, “Nos 

daban 4 pastillas, 2 chicas y 2 grandes, no sabia de que eran” (They would give us 4 pills, 2 

small, and 2 big ones, I didn't know what they were.) Mario had a similar response, “Me dieron 

una pastilla blanca, no se de que, nos davan eso para todo” (They gave me a white pill, I didn't 

know what, they would give us that for everything.)  

 
Additional comments  

 When asking participants if they had any additional comments that they wanted to share 

regarding their stay in a U.S. Immigration and Customs Enforcement Detention Center (ICE) in 
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the state of Arizona, many of them touched on issues of advocacy, human rights, social justice, 

separation of families, lack of knowledge of the legal system, and making their stories known. 

The majority of the participants wanted to share their experiences with the principal investigator 

because they wanted their stories to be documented and told. For example, Carlos mentioned:   

“Me da mucho gusto que tengamos personas como tú que están tratando de ayudar a los 

inmigrantes. Mucha gente tiene la idea que nosotros somos malos y que somos 

criminales pero solo estamos tratando de avanzar en la vida igual que todos. Es triste 

que en nuestro país (México) no podamos trabajar y que nos tengamos que separar de 

nuestras familias. Por ejemplo, yo tengo a mi esposa y 3 hijos en Oregon y a mi mama en 

Sinaloa.” (It gives me great pleasure that we have people like you who are trying to help 

immigrants. Many people have this idea that we are bad and that we are criminals, but we 

are only trying to advance in life like everyone else. It’s sad that in our country (Mexico) 

we can’t work and that we have to separate from our families. For example, I have my 

wife and 3 children in Oregon, and my mom in Sinaloa.) 

Carlos continued by saying: 

“Mira mi’ja, a nosotros los inmigrantes, los gringos no nos quieren. Por eso me alegra 

que tú como mexicana estés haciendo esto. Yo cuando estuve detenido pedí a un abogado 

y no me lo dieron, pedí hablar con el Consulado Mexicano y siempre me decían que ellos 

me iban a hablar cuando estuviera el Consulado Mexicano, pero nunca me hablaron. 

Otra cosa, yo les pedí mi expediente y no me lo querían dar, batallé mucho para que me 

lo dieran pero aquí ya lo tengo. Lo único que faltó fueron los tres exámenes que el doctor 

me hizo. Yo quiero que uses mi historia para que esto no les pase a otros. En mi opinión, 

hay que tener más representación Mexicana, por ejemplo, estuviera bien tener un 
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abogado que hable español bien y que sea mexicano o latinoamericano para que nos 

entienda…”  (Look mija, the gringos don’t like us immigrants. That's why I'm glad that 

you, as a Mexican, are doing this. When I was arrested I asked for a lawyer and they did 

not give me one, I also asked to speak to the Mexican Consulate and the guards always 

told me that they would let me know when the Mexican Consulate was there, but they 

never spoke to me. Another thing, I asked for my file and they didn’t want to give it to 

me, I had to fight a lot to get it, but here I have it. The only things that I missed are the 

documents from the three exams that the doctor gave me. I want you to use my story so 

this does not happen to others. In my opinion, it’s necessary to have more Mexican 

representation, for example, it would be nice to have a lawyer who speaks Spanish well 

and who is Mexican or Latin American so that he understands us.) 

Ismael reflected on his experience in the Eloy Detention Center with the medical personnel and 

said:  

“Los oficiales de ICE nos tratan muy mal como si nosotros no tuviéramos derechos como 

ellos. Yo sé que tengo derechos, todos los humanos tenemos derechos y ellos nos tratan 

como si fuéramos animales. Siempre me acuerdo de la primera vez que me reviso la 

doctora, me sentí humillado porque me hicieron que me quitara la ropa enfrente de la 

doctora y dos oficiales” (ICE officers treat us very badly as if we did not have rights like 

them. I know that I have rights, all humans have rights and they treat us as if we were 

animals. I always remember the first time I was checked by the doctor, I felt humiliated 

because I had to remove my clothes in front of the doctor and two officers.) 
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Pre and Post Assessments  
 
 The pre and post assessments completed by the principal investigator provided additional 

data to strengthen and understand the overall results of the participant interview questionnaires. 

The notes and comments written for each pre and post assessment question offered a deeper 

understanding of the answers that were provided by the participants. Using these assessments, 

the principal investigator noticed that many of the participants in the research project came from 

poor communities, had low education levels, and had very little knowledge of the concept of 

basic human rights. Additionally, the post assessment disclosed that the majority of male 

participants were uncomfortable answering questions from the female principal investigator 

adding to the limitations discussion of the research project.  
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CHAPTER 5 
 

DISCUSSION 
 

The main purpose of this research project was to determine which medical and healthcare 

services undocumented immigrants received in accordance to ICE’s National Detention 

Standards on Medical Care, and to what extent these procedures were being fulfilled by ICE 

detention facilities throughout the state of Arizona. As a result, the content and data of this 

investigation was obtained by examining the medical and healthcare services that were provided 

to undocumented immigrants in these facilities and by comparing them to the Immigration and 

Customs Enforcement Performance-Based National Detention Standards. This research project 

corroborates the literature on the medical and healthcare services that undocumented migrants 

receive while being held in ICE detention centers in the state of Arizona. This discussion will be 

separated into similar categories as the results section.   

 
Medical and Healthcare Services 

The Performance-Based National Detention Standards on medical care have a wide range 

of inconsistencies and ambiguities that, in turn, affect the health and well-being of 

undocumented detainee populations. First, the detention standards on medical care do not have 

protocols set in place by which detainees can raise grievances or concerns when ICE personnel 

are not fulfilling their duties and obligations as stated in the Performance-Based National 

Detention Standards. The detention standards outline the steps that all facilities should take in 

order to effectively serve the needs of detainees, however, the standards “do not have a force of 

law, and thus, detainees do not have legal resource for violations” (Siskin, 2008, p.10). In other 

words, if any of the detention standards are violated, the detained population does not have a way 
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of reporting or submitting violations to a higher authority because the manuals do not outline 

such practices.  

Additionally, because there is no formal procedure for reporting violations, this also 

means that there is no incentive to adhere to policies except when there are formal or external 

observations. To effectively verify that all facilities are following the guidelines which are 

outlined in the manuals, there should be a system in place where both ICE personnel and the 

detainees are allowed to report violations. There must also be a protocol for investigations for 

multiple allegations of a violation. Immigration advocates have similarly declared that the 

detention standards do not have a force of law that strictly regulates them or holds them 

accountable. Even though the DIHS is responsible for the healthcare of undocumented 

populations when they are detained by ICE, the level of responsibility that the DIHS holds at 

each detention center varies. In some cases, the DIHS provides all the medical care for those 

being held under custody and in other cases, the DIHS is only responsible for approving and 

providing health services that are not already available in external detention facility such as 

contracted jails and prisons (Siskin, 2008). The concern with this type of healthcare delivery is 

that because the DIHS only provides all the required services to specific detention facilities, then 

they are not able to effectively verify that all required services provided by contracted facilities 

and medical personnel outside of the DIHS are the appropriate medical and healthcare services 

needed and defined for the population that ICE holds. The procedures written in the detention 

standards are fundamental rights that all humans (included those that are being detained) have 

and therefore, they should be strictly followed and adhered to by all facilities and personnel. 

Even if one detention center fails to follow the guidelines set by ICE, they will be in violation of 
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their own regulations as well as the humanitarian rights of all peoples that are set forth to protect 

them under the United Nations Declaration of Human Rights. 

Another pressing issue with the medical care provided by ICE detention facilities is 

whether the detention standards allow for the provision of acceptable services for the particular 

apprehended population. Since the revisions of the 2011 Performance-Based National Detention 

Standards on medical care, the medical and healthcare services outlined in this manual has been 

modified to cover individuals that are being detained in three types of facilities. Service 

Processing Centers (SPCs), Contract Detention Facilities (CDFs), and state and local government 

facilitates used through Intergovernmental Service Agreements (IGSA’s) to hold detainees for 

more than 72 hours (ICE, 2013). The concern with this change is that the medical care defined in 

the detention standards is not specific to the undocumented population, but rather to the broader 

population that these facilities hold. Currently, sixty-seven percent of the undocumented 

immigrants detained by ICE are held in various state, and local prisons and jails around the 

country (Filindra, 2014; Siskin, 2008). As stated earlier in this paper, the Latino/a community in 

the United States, especially the unauthorized populace have specific medical, mental, and health 

needs that the general apprehended population might not require. For example, undocumented 

migrants might need specific medical attention that is geared towards physical and psychological 

treatment that are associated with border crossing (Kelada, et al., 2010; Martinez, et al., 2013; 

No More Deaths, 2014) in addition to requiring additional services such as translators and 

interpreters to adequately attend their medical needs. It must also be noted that in order to deliver 

appropriate services for these individuals, ICE officers, staff, and the medical personnel must 

have basic knowledge of the medical and healthcare needs of the population that is being 

detained. All personnel working in ICE detention centers should be trained on the most common 
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health issues and medical needs of undocumented immigrants. The facilities ought to be 

equipped with fitting medical equipment and prescriptions in order to be able to keep this 

population healthy and alive. While ICE’s website and training manuals maintain that all officers 

undergo professional training, these sources do not specify how many and/or which trainings 

they actually complete. Consequently, these inconsistencies make it difficult to verify if ICE 

personnel, in fact, are receiving proper and necessary trainings that help meet the humane needs 

of undocumented immigrant populations within detention centers.     

Mental health is a sector in ICE detention centers that is often not thoroughly addressed. 

As mentioned previously, a large percentage of the population that is held in ICE facilities may 

suffer from various forms of physical and psychological health conditions. It is very alarming 

that with such a large number of detainees suffering from these conditions, there is very limited 

information available which confirms that officers and staff working for ICE are qualified to 

handle these types of situations. The 2011 Performance-Based National Detention Standards on 

medical care state that each facility must be staffed with at least one qualified mental health 

provider 24 hours a day and 7 days a week (ICE, 2013), but it does not specify if other personnel 

(beside the required trained 24/7 professional) in the facilities are trained or know how to 

adequately provide care to individuals with mental health conditions. Undeniably, there is a 

major problem that should be highlighted and changed. First, if there is in fact a lack of properly 

trained or qualified mental health providers within detention facilities, then this not only 

endangers detainees with mental conditions, but also compromises the safety of other detainees 

and ICE personnel. Failing to provide the appropriate number of trained staff outside of the one 

mandated person suggests that ICE is not meeting their own requirements. If only one mental 

health specialized professional is available for the entire population in a detention center, then 
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ICE is not effectively meeting their needs. This clearly illustrates that detention centers are not 

following the procedures set by the detention standards and therefore, are not promoting detainee 

health and their general well-being. 

Through the interviews completed for this research project, it was further corroborated 

that the quality of mental health and dental health of the participants were not met, based on the 

standards set forth by the Immigration and Customs Enforcement operational manuals and 

detention standards on medical care. Out of the 20 participants that participated in the study, 14 

affirmed that they did not receive a mental evaluation upon arrival to the detention center and 6 

specified that they were not sure if such evaluation was conducted. Similar responses were given 

when participants were asked if they had received a mental evaluation 12 hours after their arrival 

to a detention center. Moreover, all 20 participants confirmed that they were never informed if 

they had received any type of mental health evaluation while being held. Parallel results were 

found when participants were questioned about dental screenings. A total of 18 individuals 

confirmed that they did not receive a dental screening and 2 were unsure that such examination 

had occurred. Two conclusions could potentially be made based on the results. First, it could be 

assumed that a mental evaluation or dental screening was performed, but the detainee was 

unaware of such activities. For example, the participant could have received a mental evaluation, 

but believed that it was just a regular conversation with an ICE personnel. Likewise with the 

dental screening, the detainee could have confused the medical examination with the dental 

screening and therefore concluded that no dental assessment was completed. Regardless of the 

circumstances, ICE officials failed to notify the detainees about any type of mental screenings 

and/or of dental examinations, consequently failing to meet their own guidelines and procedures 

on medical care. A more serious concern is if the exams are being performed and the detainees 
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do not know if they are happening. This indicates that medical personnel are not delivering 

required and patient informed information to detainees about medical assessments being 

conducted on them which means that the person cannot ask follow up questions or actively 

participate in their own examinations. 

        On the contrary, in terms of medical services, the findings showed that 90% of all 

participants received a medical examination upon arrival to a detention center while 55.5% 

affirmed they visited the medical provider twice within the first 14 days of arrival to a detention 

center. Medical examinations received by participants included: general medical exams (blood 

pressure measurement, body temperature measurement, weight, and height), blood test, 

pregnancy exam (urine exam), vaccines (tuberculosis vaccine), and medications (pills). Two 

participants confirmed visiting the medical provider more than two times because of their 

illnesses (diabetes and tuberculosis). The diabetic patient was released with prescription 

medication, insulin, and syringes. The tuberculosis patient stated that he saw the nurse very 

frequently and was kept in a separate cell due to his tuberculosis. As a result, the majority of 

detainees interviewed were pleased with the medical examinations they received by the medical 

staff in the detention centers. 

        While the majority of the research participants approved of the medical care that they 

received while in custody, none of the participants mentioned that they were informed or knew 

of the services that facilities offered them. The 2011 Performance-Based National Detention 

Standards maintain that in “accordance with the section on Orientation in standard ‘2.1 

Admission and Release, ‘access to health care services and the sick call …shall be included in 

the orientation curriculum for newly admitted detainees” (ICE, 2013, p. 8). This admittedly was 

a discrepancy that was not further investigated in the interviews. 
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Written or Oral Requests 

The turnaround time for “sick calls” and treatment authorization forms (TAR’s) for 

general medical and dental requests is a concerning matter. In past years, ICE reported more than 

40,000 TAR’s submitted every year, with an average turnaround time of 1.4 days, and 90% 

approved rate (Siskin, 2008). Challenging the data released by ICE, detainees have described 

waiting days, weeks, or months to get basic health care services. An anonymous source in a 

detention facility in Arizona told the principal investigator about having difficulties obtaining 

approvals for external medical, dental, and mental health care. In accordance with the literature, 

this research study demonstrated a low response rate of the written or oral requests that detainees 

submitted to be seen and evaluated by medical personnel. Seven of the 20 research participants 

confirmed that they had submitted either a written or oral request to see a medical provider or 

received some type of medical treatment. From the 7 participants that submitted a written or oral 

request, only 1 individual received treatment and saw a medical provider. The other 6 stated 

never visiting a medical provider or receiving any type of treatment after submitting a request. 

Many participants, including those who did not turn in requests specified that the guards would 

toss the requests in the trash or would ignore them. This was one of the reasons why only several 

of them decided to even submit a request when they needed to see a professional. Alejandro said, 

“Le dije al guardia que me sentia mal y me dijo que tomara agua, que con eso se me quitaba” (I 

told one of the guards that I didn’t feel well and he told me to drink water, he said that would 

make me feel better). 

 

Emergencies and Medications 

        Continuing on the consistent trend of experiences, when participants were questioned 

about medical emergencies that occurred inside the detention centers, their responses were 
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parallel to reports from various outside agencies that completed assessment of such services. The 

Immigration and Customs Enforcement detention standards state that migrants who require non-

emergency medical care beyond what is provided by the detention facilities must be 

“preauthorized” (Siskin, 2008).  In different words, any treatment beyond the initial 

examinations or the follow-up required by the manuals needs to be examined and approved 

before any detainee is eligible to receive care. These statements corroborate why so many 

participants did not see a medical provider after submitting requests and felt as though they were 

being ignored. From the 20 individuals that participated in this research, only 4 stated they had 

“an emergency” while being detained. Participant statements disclosed that only three of the 4 

participants who had an emergency received treatment, 2 of the 3 received care immediately, and 

1 was “ignored” several days before obtaining painkillers for his foot pain. 

Under the medical standards of ICE, those who are in custody also have access to 

medications from on-site pharmacies or pharmacies in the community (Siskin, 2008; ICE, 2013). 

 Thirty percent of the participants in the research project confirmed that they received some type 

of medication while they were being detained. One participant mentioned that he was given 

medication for his diabetes; another was given medication for his tuberculosis, while the rest 

stated that they took unknown medication because they were instructed to do so by medical 

personnel. Even though it was not specifically stated by the participants that they were obligated 

to take the unknown medication, this information is alarming because it suggests that detainees 

are being instructed to take medication without proper disclosure on what the medication is or 

the side-effects that they will have on the person taking them. These continuous trend highlight a 

problem of miscommunication and misinterpretation between ICE personnel and the detained 

population.  
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Additional Comments 

At the end of each questionnaire each research participant was asked if they had any 

additional comments regarding their stay in a U.S. Immigration and Customs Enforcement 

Detention Center (ICE) in the state of Arizona and the majority of them did. Surprisingly, their 

comments did not focused on the questions that they were asked, rather they were geared 

towards issues of advocacy, human rights, social justice, separation of families, lack of 

knowledge about the legal system, and getting “their voices heard.” 

Participants wanted their stories to be known because they believed that they could help 

make changes to existing laws so that other immigrants do not have to experience similar 

maltreatments which take place within ICE detention facilities. A number of them felt that many 

people are unaware of the realities and dehumanization that often takes place while being 

detained. Carlos, for example, maintained that his human rights were violated, but deeply 

believed that investigations like this one could help influence policy makers to make changes in 

law so that people are treated more humanely when serving their sentences in ICE detention 

centers. By sharing his experience with the principal investigator, Carlos believed that his voice 

could bring attention to immigration issues and the larger social structures which compel 

immigrants to want to leave their countries in search of work in order to provide for their 

families. By initiating a conversation with other scholars, this man believed that the larger public 

could partake in this discussion and thus, the negative opinions in relation to immigrant 

populations could be eliminated. 

Others spoke about the traumatic and humiliating events that they experienced while 

being in these detention centers. Ismael, for example, mentioned that he felt humiliated when he 

was instructed to take his clothes off in front of a female doctor and two ICE officers while being 
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physically inspected. He noted that this specific experience made him feel like an animal and not 

a human. These treatments even though common in detention centers, jails, and prison (for 

security purposes) dehumanize people and make them feel ashamed of themselves, and as Ismael 

explained, they create very painful memories that are hard to forget.  

Additionally, many of the undocumented immigrants who participated in this project 

shared their gratitude with the principal investigator for allowing them to share their stories and 

for wanting to create social change. They were proud that a young “Mexicana” as they stated 

was going to give voice and representation to their experiences. Carlos identified the need for 

more lawyers of Latino/a descent to represent immigrants in court. He suggested that lawyers or 

legal advisers that spoke the same language should advocate for undocumented immigrant 

populations. He expanded his statement by affirming that immigrants are in a vulnerable position 

by being labeled as “criminals,” and therefore need lawyers that understand their struggles and 

will advocate for them. Carlos describes how the lack of sensitivity and compassion from his 

lawyer was what caused him to get deported. He stated, “...sabia que no me iba a ayudar porque 

el no entendía mi situación. Me duele porque me siento culpable por no pelear por mis hijos y 

esposa, pero yo sabía que me iban a deportar” (I knew he wasn’t going to help me because he 

did not understand my situation. It hurts me because I feel guilty for not wanting to fight for my 

children and wife, but I knew they would deport me.)   

 

Other Issues 

 
Since the transformation of immigration populations have been constructed as a national 

security threat, the demand to continue to push for more deportations and detention for 

undocumented migrants have increased. As the numbers of detainees rise, the need for more 
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space and more beds has also expanded. An average of 400,000 immigrants are held in detention 

centers every year (Detention Watch Network, 2012). As mentioned before, “The average daily 

population of detained immigrants increased from approximately 5,000 in 1994, to 19,000 in 

2001, and to over 34,000 in 2014” and these numbers are not predicted to lower in the coming 

years (Detention Watch Network, 2012, p. 1). Therefore, the funding for qualified and trained 

medical personnel and healthcare services also need to increase to continue to meet these 

demands. 

Lastly, a matter that is seldom communicated in detention centers is the number and 

reasons behind the deaths of undocumented immigrants while in custody of ICE. From 2004 

through 2008, ICE stated that the numbers of deaths inside detention centers had decreased from 

29 deaths per year to 4 (Siskin, 2008).  On the contrary, Human Rights Watch declared that the 

death reviews published by ICE in 2016 only covered 18 of the 31 deaths of detainees that the 

agency acknowledged have occurred in their facilities since May 2012 (Human Rights Watch, 

2016, p. 1). The remaining deaths did not have an official report and therefore had no review 

notes to publicize (Human Rights Watch, 2016). “ICE also asserted that the mortality rate in its 

facilities is lower than in U.S. prisons and jails and the general U.S. population” (Siskin, 2008, p. 

25). This statement brings into question how effective their death recording system really is and 

whether or not the deaths inside detention centers are being reported by the officers and/or staff. 

According to the CRS report to Congress, the New York University of Medicine conducted a 

critical analysis on death rates in ICE detention centers and they concluded that “ICE’s 

comparisons were not valid because, among other things, the respective mortality rates had not 

been adjusted for age or for length of detention” (Siskin, 2008, p. 25). Critics explained that the 

death rates of “those who die outside the facilities, but whose deaths were precipitated by their 
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time in detention are not included in the mortality rates” (Siskin, 2008, p. 26). Thus, the official 

death reports published by ICE should be examined critically because outside agencies, such as 

the New York University of Medicine and Human Rights Watch, have continually pointed out 

inconsistencies in their reports. 

 
Human Rights Violations 

In sum, the data and testimonials collected in this research study suggests that ICE 

detention centers are not only in violation of their own detention standards, but that they are also 

in violation of human rights laws on national and international levels. Detention centers are in 

violation of Article 1 and 25 of the United Nations Declaration of Human Rights, and article 11 

of the American Declaration of the Rights of Man. Whereas Article 1 of the United Nations 

Declaration of Human Rights states, “All human beings are born free and equal in dignity and 

rights. They are endowed with reason and conscience and should act towards one another in a 

spirit of brotherhood” (United Nations, 2015, p. 2), Article 25 claims that:  

   Everyone has the right to a standard of living adequate for the health and well-being of 

 himself and of his family, including food, clothing, housing, and medical care and 

 necessary social services, and the right to security in the event of unemployment, 

 sickness, disability, widowhood, old age or other lack of livelihood in circumstances 

 beyond his control. (United Nations, 2015, p.7)  

Article XI of the American Declaration of the Rights of Man also states, “Every person has the 

right to the preservation of his health through sanitary and social measures relating to food, 

clothing, housing and medical care, to the extent permitted by public and community resources” 

(OAS, 1948, p.1). 

Moreover, according to the United Nations Children's Fund: 
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Human rights are inherent; we are simply born with them and they belong to each of us 

as a result of our common humanity. Human rights are not owned by select people or 

given as a gift. They are inalienable; individuals cannot give them up and they cannot be 

taken away — even if governments do not recognize or protect them. They are universal; 

they are held by all people, everywhere – regardless of age, sex, race, religion, 

nationality, income level or any other status or condition in life. Human rights belong to 

each and every one of us equally. (UNICEF, 2015, p.1) 

Thus, ICE facilities often infringe human right laws. Additionally, they disregard the notion that 

all human beings are born with inalienable rights by a label of illegality on a human body. They 

are converting undocumented migrants into criminals and often use this category to treat this 

population with no dignity or respect. 

Furthermore, the United States has created a structure of systematic racism which labels 

people as legal or illegal, as worthy or unworthy, or as full human or part human, and continues 

to use these categories to justify its actions and strip entire populations of their rights. By feeding 

into these colonist labels, the U.S. is able to justify inhumane or unlawful treatment against any 

foreigner (undocumented migrants). This has escalated to the militarization of the U.S./Mexico 

border, the criminalization of thousands of individuals (documented and undocumented), the 

creation of questionable laws, and ultimately has led to the justification to police these 

populations and violate basic human rights in the name of protecting national security. 

 
 
Limitations 
 

Throughout this research project, there were several limitations that need to be 

acknowledged. First and most, it needs to be noted that it was very difficult to find literature on 

this neglected yet serious topic. The data used in the literature review was collected from 
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congressional reports, ICE national detention standards and procedure manuals, and from various 

immigration advocacy organizations that conducted their own research on similar topics covered 

in this research project. There were no sources available that covered or that have previously 

examined the medical and healthcare in ICE detention centers. 

Another encountered limitation was the amount of participants that were recruited for this 

project. At first, a total of 22 individuals were recruited and answered the questionnaire, but after 

reviewing their answers and their location of incarceration, only 20 people qualified as 

participants for this study. Due to the small sample of participants, the findings could not be 

generalized and used to state that all detention centers have the same outcomes or experiences. 

The small sample of participants used was based on only 5 detention centers in the state of 

Arizona. 

The education levels and background knowledge of basic human rights for some 

participants were also a limitation in this research project. It was noticeable that many people 

who participated in the interview questionnaire had very low education levels and no previous 

knowledge of their fundamental human rights. Many times, the terminology in the questionnaire 

had to be simplified in order for participants to understand what they were being asked. In 

addition, some individuals were unaware that they had any rights while being detained in a 

detention center. Even though these observations were not predicted to cause any variations in 

the results, it does question whether participants understood the purpose of the study.  

Another shortcoming in this investigation was finding a balance between obtaining the 

data needed for the project and being sensitive with the experiences of the participants. A couple 

of times, some individuals became uncomfortable and nervous with some of the questions that 

they were being asked therefore, the principal investigator decided to continue with another 
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question to demonstrate sensitivity and respect towards the person instead of insisting on a 

response that could have potentially cause a negative reaction from the participant in the 

interview. Even though these kinds of incidents limited the amount of information contributing 

to the research, the principal investigator did so to respect the individuals and their stories. 

The gender of the principal investigator was also another factor that contributed to the limitations 

of this research project. Since a majority of those who agreed to answer the questionnaire and 

share their experience with the principal investigator were male, it was noted that many of them 

shared less of their testimonials with her because she was a female. This was discovered after 

similar questions were asked to the same participants by the principal investigator but in the 

presence of another male (the father of the principal investigator who accompanied her to most 

of her visits to the Aid Center for Deported Migrants (CAMPED) in Nogales, Sonora, Mexico). 

The male participants seemed to be more comfortable if another male accompanied the principal 

investigator than if she was alone. Gender did not affect any participation or experiences shared 

among the females who agreed to be part of the project. 

 
Future Research 
 

The need for further research in this area is clearly evident. Even though it cannot be 

concluded that all ICE detention facilities are in violation of their own national detention 

standards, based on the data and testimonials obtain through this research project, it can be 

determined that the medical and healthcare in some detention facilities in the state of Arizona are 

not following their own regulations and therefore, are not adequately protecting the health and 

well-being of their detainees. A possible solution to this obstacle is to suggest that ICE release 

their reports and data, and that they make it available to the public or to those in academia. This 

way, experts on the subjects can adequately perform research on the topic and help create a 
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better structure where ICE is able to work more efficiently, and where the undocumented 

detainees receive the proper care that they need in order to survive, and stay healthy and safe 

inside these detention facilities.   

    The principal investigator is certain that a vast majority of the U.S. population would 

neglect this idea. The United States has produced a world full of ideologies that give law 

enforcement agencies the integral roles in the social construction of concepts between the United 

States and Mexico (Rodriguez & Parades, 2014). Our society is programmed to believe 

everything the government tells them because they serve as the power of the nation and they are 

the ones that keep the country safe. It is apparent that some people will not support proper 

medical care for undocumented detainees in detention centers or support further research when 

they are told that “Mexican immigration as a national security threat is even greater than the 

soviet union” (Rodriguez & Parades, 2014, p.67). The government not only uses negative 

ideologies and social constructs on these marginalized populations, but they also use “the 

criminalization of migrants as an important element in the constitution of migrants as a 

‘dangerous class’” (Plascencia, 2013, p. 97). Once a community or society is convinced that 

undocumented immigrants are dangerous, the likelihood of them supporting adequate care for 

these individuals becomes almost nonexistent. In order to make U.S. society understand the 

importance of detainees receiving proper medical care and the significance of research in this 

area, we must first eliminate the negative beliefs that the government, the media, and society in 

general places on the undocumented community. 

The key to understanding this problem has to do with the way the United States 

government and the overall U.S. society perceives the issue of providing healthcare to 

undocumented migrants in detention centers. In this sense, the question and answer is: Do we 
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have a role to provide healthcare for undocumented immigrants because it is a human right? No, 

but many, including the principal investigator, will argue that not providing medical and health 

care services to humans is a violation of guidelines set by the U.S. and a disruption of basic 

human rights. However, we do have a responsibility as a society to do so not only because of the 

role we play within our nation, but also the role we play in the global order since there are 

numerous international laws that recognize basic human rights for all people. Thus, we are in 

violation of those laws. More importantly, ICE has a responsibility to provide care in detention 

centers because they are the ones taking undocumented immigrants into custody, therefore they 

are taking their ability to obtain healthcare elsewhere. As detainees, they have no other options 

but to use the medical care from the ICE facilities because their options are restricted, not by 

them, but by the United States Government and the majority of its citizens. At this point, making 

the government and civil society understand why providing access to healthcare for 

undocumented migrants in detention centers is the moral and humanitarian thing to do will bring 

nothing but indefinite arguments and discussions like it has done in the past. What we need to do 

is try to take a different approach to the problem and make U.S. citizens realize that it is our duty 

as apprehenders to make sure that our detained populations are well taken care of, and that their 

health care and well-being is being met while they are under our custody. 

 
 
Conclusion 
 
        This research project investigated the medical and health care rights that undocumented 

migrants have in ICE detention centers and explored the quality of services provided in these 

facilities while comparing them to the Immigration and Customs Enforcement Performance-

Based National Detention Standards on medical care. This project also focused on whether the 

operational manuals and detention standards follow the Universal Declaration of Human Rights. 



	

65	

	

        The results of this study contributed to the field of immigration and undocumented health 

by providing information that has never been researched in the field. It has information that can 

potentially be used to change future guidelines and regulations on the medical and healthcare that 

undocumented migrants received in ICE detention centers. The findings demonstrated the need 

for ICE to be more transparent with the information that they make available to the public in 

order to ensure that undocumented immigrants are receiving the health care that is promised to 

them by the guidelines of these institutions. Finally, the project findings also determined the 

urgent need for ICE oversight for submitted oral and written requests for health services by 

detainees. 

 
Additional Comments 

As of December 2016, the 2011 Performance-Based National Detention Standards were 

revised to ensure that the standards remain consistent with federal legal and regulatory 

requirements as well as prior ICE and ICE Enforcement and Removal Operations (ERO) policies 

and policy statements (ICE, 2017). According to the U.S. Immigration and Customs 

Enforcement, the December 2016 revisions of the 2011 Performance-Based National Detention 

Standards went into effect at the beginning of their 2017 fiscal year (ICE, 2017). The constant 

revisions and additions to ICE’s national detention standards on medical care demonstrates the 

change that many immigration advocacy organizations are creating for the undocumented 

community. It also validates the numerous inconsistencies and violations that ICE had in their 

own manuals. It must be noted that many of the violations found in this research project were 

revised and reflected in the 2016 revisions. Even though we have a long way to go, and the 

acceptance of undocumented and documented immigrants in this country is far from us, 

especially during our current administration, the changes made to the current Performance-Based 
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National Detention Standards on medical care is a big victory for undocumented immigrant 

populations. The need for another research study with similar goals is needed to determine the 

efficiency and quality of the medical and health care services provided in ICE detention centers 

with the new revisions and additions to the Immigration and Customs Enforcement and detention 

standards on medical care. Doing so will insure that the human rights of immigrant populations 

are not violated and the United States in turn can say that we are a nation of laws that lives up to 

our ideals.   
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APPENDIX A: HUMAN SUBJECTS APPROVAL LETTER 
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APPENDIX B: HUMAN SUBJECTS APPROVAL LETTER RENEWAL 
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APPENDIX C: KINO BORDER INITIATIVE LETTER OF SUPPORT  
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APPENDIX D: VERBAL SCRIPT FOR OBTAINING INFORMED CONSENT (ENGLISH)  
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APPENDIX E: VERBAL SCRIPT FOR OBTAINING INFORMED CONSENT (SPANISH) 
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APPENDIX F: INTERVIEW QUESTIONNAIRE (ENGLISH) 

 

Access to Healthcare for Undocumented Migrant Detainees in U.S. Immigration and 
Customs Enforcement Detention Centers  

(English Version)  
 
Interviewer: __________________________________________ 
 
Interviewee :  _________________________________      
   
Interviewee number: _____ 
 
Location: ____________________________________________ 
 

1. What is your nationality? 
 
 

2. In what U.S. Immigration and Customs Enforcement Detention Center where you 
detained?  

 
3. For how long where you detained? 

 
 

4. Did you receive a mental health evaluation upon arrival to detention center? 
 
 

5. Did you receive a mental health evaluation within the first 12 hours of arrival to the 
detention center?  

 
 

6. If yes, where you informed of this evaluation?  
 
 

7. Did you receive medical screening upon arrival to detention center?  
 
 

8. If yes, what kind of medical screening did you receive?  
 
 

9. Did you receive medical screening within the first 14 days of arrival to the detention 
center?  

 
 
10. If yes, what kind of medical screening did you receive? 
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11. Did you receive dental screening upon arrival to detention center? 

 
12.  If yes, what kind of medical screening did you receive?  

 
 

13. Did you receive dental screening within the first 14 days of arrival to the detention 
center?  
 

14. If yes, what kind of dental screening did you receive?  
 
 

15. While detained, did you have a mental, medical or dental emergency?  
 
 

16. If yes, what was the emergency?  
 
 

17. Did you receive treatment for the emergency?  
 
 

18. How long did it take to receive treatment?  
 
 

19. Did you submit request(s) (written or oral) to receive mental, medical or dental care 
while detained?  

 
 

20. Did you receive any mental, medical or dental care after submitting request?  
 

 
21. If yes, how long did it take to receive care? 

 
 

22. What were your experiences in making request for treatments? 
 
 

23. Did you receive any medication while being detained?  
 
 

24. If yes, what kind of medication did you receive?  
 
 

25. Why did you receive this medication?  
 

26. Do you have any additional comments about any of the questions that we discussed?  
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APPENDIX G: INTERVIEW QUESTIONNAIRE (SPANISH) 
 

Access to Healthcare for Undocumented Migrant Detainees in U.S. Immigration and 
Customs Enforcement Detention Centers  

(Spanish Version)  
 
Interviewer: __________________________________________ 
 
Interviewee:  _________________________________      
   
Interviewee number: _____ 
 
Location: ____________________________________________ 
 
 

1. ¿Cuál es su nacionalidad? 
 
 

2. ¿En que centro de detención de inmigración  estuvo encarcelado?  
 
 

3. ¿Por cuánto tiempo estuvo encarcelado?  
 
 

4. ¿Recibió una evaluación de salud mental a su llegada al centro de detención? 
 
 

5. ¿Recibió una evaluación de salud mental dentro de las primeras 12 horas de su llegada al 
centro de detención?  

 
 

6. Si su respuesta fue si, ¿Fue informado de esta evaluación? 
 
 

7. ¿Recibió un examen médico a su llegada al centro de detención? 
 
 

8. Si su respuesta fue si, ¿Qué tipo de examen médico recibió? 
 
 

9. ¿Recibió un examen médico dentro de los primeros 14 días de su llegada al centro de 
detención? 

 
 

10. Si su respuesta fue si, ¿Qué tipo de examen médico recibió? 
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11. ¿Recibió un examen dental a su llegada al centro de detención? 

 
12. Si su respuesta fue si, ¿Qué tipo de examen dental recibió? 

 
13. ¿Recibió un examen dental dentro de los primeros 14 días de su llegada al centro de 

detención? 
 
 

14. Si su respuesta fue si, ¿Qué tipo de examen dental recibió? 
 
 

15. Durante su detención, ¿Tuvo una emergencia mental, médica o dental? 
 
 

16. Si su respuesta fue si, ¿cuál fue la emergencia? 
 
 

17. ¿Recibió tratamiento para la emergencia? 
 
 

18. ¿Cuánto tiempo se tardó en recibir el tratamiento? 
 
 

19.  ¿Entrego una solicitud (escrita o oral) para recibir atención mental, médica o dental 
durante su detención? 

 
 

20. ¿Recibió algún cuidado mental, médico o dental después de presentar la solicitud? 
 
 

21. Si su respuesta fue si, ¿Cuánto tiempo duro en recibir la atención? 
 

22. ¿Cuáles fueron sus experiencias con la solicitud de tratamientos? 
 

 
23. ¿Recibió algún medicamento durante su detención? 

 
 

24. Si su respuesta fue si, ¿Qué tipo de medicamento recibió? 
 

25. ¿Por qué recibió este medicamento? 
 
 

26. ¿Tiene algún comentario adicional sobre cualquiera de las preguntas que hemos 
discutido? 
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APPENDIX H: DEFINITIONS FOR INTERVIEW QUESTIONNAIRE 
(ENGLISH & SPANISH) 

 
Access to Healthcare for Undocumented Migrant Detainees in U.S. Immigration and 

Customs Enforcement Detention Centers  
 

Definitions 
 

** Below are several terms that participants in the research study might have a hard time 
understanding during the interview. **  
 
 
Nationality- Place of birth (for the purpose of this study).  
 
Mental Health- a person’s condition with regard to their psychological and emotional well-
being.  
 
Evaluation- the making of a judgment about the amount, number, or value of something; 
assessment. 
 
Medical Screening- Tests performed to determine the health of a person. 
 
Dental Screening- Oral examinations performed to determine the health of a person's mouth. 
 
Mental, Medical, Dental Emergency - a serious, unexpected, and often-dangerous situation 
requiring immediate action. 
 
Request- the act of asking.  
 
Medications - a substance used for medical treatment, especially a medicine or drug (Medicine).  
 
 
Nacionalidad- Lugar de nacimiento (para el propósito del estudio).  
 
Salud Mental- Un estado de bienestar en el cual el individuo es consciente de sus propias 
capacidades, puede afrontar las tensiones normales de la vida, puede trabajar de forma 
productiva y fructífera y es capaz de hacer una contribución a su comunidad. 
 
Evaluación- Acción de estimar calcular o señalar el valor de algo. 
 
Exámenes Médicos- Exámenes que se realiza para averiguar el estado de salud de una persona.  
 
Exámenes Dentales – Exámenes orales que se realiza para averiguar el estado de salud de la 
boca de una persona.  
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Emergencias Mentales, Médicas y Dentales- una situación grave, inesperada, y peligrosa  que 
requiere una acción inmediata. 
 
Solicitud -  Documento formal en el que se pide una cosa.  
 
Medicamentos- una sustancia que se utiliza para el tratamiento médico, especialmente un 
medicamento o droga (Medicina).  
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 



	

82	

	

APPENDIX I: PRE & POST INTERVIEW ASSESSMENT 
 

Access to Healthcare for Undocumented Migrant Detainees in U.S. Immigration and 
Customs Enforcement Detention Centers  

 
(Pre & Post Interview Assessment)  

 
 
Interviewer: __________________________________________ 
 
Interviewee (optional):  _________________________________      
   
Interviewee number: _____ 
 
Location: ____________________________________________ 
 
 
 
Pre-Interview Assessment  
 

1. Describe environment of location prior to starting the interview  
 
 
 

2. Any additional comments?  
 
 
 
 
Post-Interview Assessment  
 

1. Describe environment of location during the interview 
 
 
 
 

2. Describe environment of location after interview 
 
 
 
 

3. Any additional comments?  
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