4/25/2017 and on 5/1/2017, 5/2/2017 and 5/10/2017. He was evaluated by the psychiatrist on 3/20/2017. On 5/15/2017, at 12:45 a.m.,
while in disciplinary segregation, the detainee was found hanging in his cell with a sheet around his neck which was secured to a water
supply line to the wall mounted sprinkler. The detainee had dug-out the security caulking from behind the sprinkler head to access the
water line. When found, the detainee was immediately cut down and CPR was initiated. Medical personnel arrived on scene,
continued CPR and started two IVs. EMS arrived on scene, continued CPR, inserted a breathing tube and administered emergency
medications. The detainee was transported to the local hospital emergency department and pronounced dead at 2:15 a.m. An autopsy
was authorized and conducted.
A second death of an ICE detainee housed at the facility occurred during the previous twelve months. The detainee was housed at the
facility when he became ill and was transferred to an off-site hospital where he subsequently died 23 days after the transfer. The
facility did not report this death on the Significant Incident Summary Worksheet because the detainee did not expire at the facility. A
33-year old Cuban male was admitted to the facility 11/24/2017. At the time of admission, he provided no significant medical or
mental health history. At this facility, sick call request slips are not used. Detainees sign-up for sick call each morning and are
evaluated the same day. On 1/6/2018, the detainee did not sign-up for sick call, but the housing unit correctional officer thought the
detainee looked sick and contacted the medical department who instructed the officer to have the detainee escorted to medical.
Documented medical evaluation indicated the detainee had a non-productive cough, sinus congestion, and elevated temperature of
100.2 and an elevated heart rate of 112. The detainee was treated with several over-the-counter medications per established protocol.
The detainee was instructed to return as needed. On 1/7/2018, the nurse followed-up on the detainee and had him escorted to the
medical department. Evaluation indicated an elevated temperature of 100, elevated heart rate of 144 and elevated respiration rate of
48. As a result, the detainee was transported by ambulance to the local hospital where he was treated for flu/pneumonia. On 1/8/2018,
the hospital transferred the detainee to another higher-level care hospital where he was aggressively treated. He was placed on a
ventilator and briefly stabilized. On 1/12/2018, he developed a collapsed lung. On 1/17/2018, the detainee was transferred to the Mayo
Clinic in Jacksonville, FL, where he expired on 1/30/2018.
There were no escapes or escape attempts since the last inspection. The facility does not have a canine unit for contraband detection.
The only chemical agent in the facility is OC (oleoresin capsicum)/pepper spray. Only trained personnel are authorized to use
chemical agents. The use of unsafe types of force such as choke holds, carotid control holds and neck restraints are prohibited by
policy. Tasers are not used.
The facility reported twenty uses of force since the previous inspection, six of which were calculated. OC pepper spray was used in
one of the calculated use of force incidents and in nine of the fourteen immediate uses of force. The calculated use of force incidents
involved detainees refusing to accept another housing assignment within the facility and refusal to come out of their cells. Each
calculated use of force incident was appropriately documented to include being audio-visually recorded and the detainees involved
received the required medical attention immediately. An after-action review team, as required by the standard, completed a review of
all incidents and reported their findings to the FOD. No injuries were noted.
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