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SYNOPSIS 

Twenty-four year-old ICE detainee Welmer Alberto GARCIA-Huezo, a citizen and national of 
El Salvador, died on August 3, 2014, at Laredo Medical Center in Laredo, Texas.  The Webb 
County Chief Medical Examiner documented GARCIA suffered a fever of unknown origin, and 
that his cause of death was undetermined.   

DETAILS OF REVIEW  

GARCIA was in ICE custody at the Rio Grande Detention Center (RGDC) at the time of his 
death.  RGDC opened in September 2008, and is owned and operated by the GEO Group, Inc. 
(GEO).  RGDC houses ICE detainees of all classification levels for periods exceeding 72 hours.  
RGDC is accredited by the American Correctional Association and the National Commission on 
Correctional Healthcare, and GEO medical staff provides medical care at RGDC.  RGDC was 
required to comply with the ICE 2008 Performance Based National Detention Standards 
(PBNDS) at the time of GARCIA’s death. 

From August 19 to 21, 2014, Supervisory Inspections and Compliance Specialist   and 
Inspections and Compliance Specialists   and   all assigned to the ICE 
Office of Professional Responsibility (OPR), Office of Detention Oversight (ODO), visited 
RGDC to examine the circumstances of GARCIA’s death.  Registered Nurse (RN)   
a subject matter expert (SME) in correctional healthcare, assisted ODO with the death review.  
RN  is employed by Creative Corrections, a national management and consulting firm 
contracted by ICE to provide subject matter expertise in detention management and compliance 
with detention standards, including health care.  ODO interviewed individuals employed by GEO 
at RGDC.  ODO also reviewed video surveillance, immigration, medical, and detention records 
pertaining to GARCIA. 

During this review, ODO staff took note of any deficiencies observed in the detention standards, 
as they related to the care and custody of the deceased detainee, and documented those 
deficiencies herein for information purposes only.  Their inclusion in the report should not be 
construed in any way as meaning the deficiency contributed to the death of the detainee. 

ODO determined the following timeline of events, from the time of GARCIA’s apprehension, 
through his detention at RGDC. 
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JUNE 27, 2014 to JULY 6, 2014 

On June 25, 2014, GARCIA unlawfully entered the United States near Harlingen, Texas, where 
he was encountered by the United States Border Patrol and served with a Notice and Order of 
Expedited Removal pursuant to § 212(a)(7)(A)(i)(I) of the Immigration and Nationality Act 
(INA) as an alien not in possession of a valid immigrant visa, reentry permit, border crossing 
card, or other valid entry.1  

On June 27, 2014, GARCIA was transferred to ICE custody and was booked into RGDC at 6:58 
a.m.2  Immediately after booking, he received a protein purified derivative (PPD) skin test (a 
method used to diagnose latent tuberculosis infection which involves injection of tuberculin 
protein derivative into the inner surface of the forearm).3  ODO notes that GARCIA did not sign 
a medical consent form prior to the administration of the PPD skin test.  The consent form, 
which authorizes RGDC medical staff to perform general medical treatment, was not signed until 
the following day.4    

After receiving his PPD skin test, GARCIA was transferred to RGDC security staff for 
classification.  RGDC uses the ICE Custody Classification Worksheet to determine classification 
levels for incoming detainees.5  Because GARCIA had no prior criminal history, he was 
designated a low risk detainee.6  RGDC assigned GARCIA to general population housing unit 5-
A, which houses low and medium risk detainees in a dormitory setting.  Although 5-A does not 
have a housing unit officer permanently assigned inside the unit, two correctional officers are 
assigned as rovers to monitor housing unit 5-A and adjacent units.  Housing unit 5-A is also 
overseen by a control officer who monitors surveillance cameras located within the unit.   

On June 28, 2014, at 3:35 p.m., approximately 32.5 hours after GARCIA’s arrival to RGDC, an 
initial medical, dental and mental health screening was completed by LVN .7  LVN 

 recorded GARCIA’s vital signs as within normal limits, and documented that he did 
not claim to have any medical issues or take any medications.  During the screening, GARCIA 
also signed the medical consent form referenced above.8  ODO notes GARCIA’s record contains 
no documentation showing RGDC’s clinical medical authority, Dr.  -  

                                      
1 I-860 form, Notice and Order of Expedited Removal, signed by Acting Patrol Agent in Charge,    
June 26, 2014.  
2 Exhibit 1:  GARCIA’s booking form. 
3 Exhibit 2:  Nurses Incoming Screen Progress Note, dated June 28, 2014, and signed by LVN  
documents GARCIA received the PPD on June 27, 2014.  The note does not document the time of the PPD. 
4 Exhibit 3:  Consent Form, June 28, 2014. 
5 The ICE Custody Classification Worksheet accompanies the detainee upon arrival to the facility. 
6 ICE Custody Classification Worksheet, signed by Supervisory Immigration and Enforcement Agent  

  
 Exhibit 4:  Intake Medical and Mental Health Screening, June 28, 2014. 

8 Exhibit 3 
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At 3:35 a.m., GARCIA was rolled out of housing unit 5-A on the gurney.  While exiting the 
housing unit,26 RN    instructed Lieutenant   to call 911.27  

At 3:38 a.m., medical and security staff arrived at the medical unit with GARCIA, and noticed 
the detainee no longer had a pulse.28  CO   and CO   immediately initiated 
CPR on GARCIA, and LVN  performed rescue breathing with the Ambu bag.  LVN  
asked Officer   to retrieve the automated external defibrillator (AED) which was stored 
under the gurney.   CO   found the AED and handed it to Lieutenant   
who placed the AED pads on GARCIA.30  The AED detected an abnormal cardiac rhythm and 
advised a shock, which was delivered.  The AED then advised that CPR should be continued.31  
CPR was continued for a short period until the AED detected a pulse.32  LVN  documented 
that while CPR was being performed, GARCIA started gasping, spitting up phlegm, and 
following simple commands to squeeze her hand.33   

After determining GARCIA was responsive and breathing on his own, medical staff rolled 
GARCIA onto his left side and LVN  placed a non-rebreather mask (a special face mask 
used to deliver high concentrations of oxygen and prevent the victim’s exhaled air from mixing 
with the oxygen) on GARCIA.34  As LVN  proceeded to connect the mask to an oxygen 
bottle, she noticed the oxygen level in the bottle was very low and needed to be refilled.35  LVN 

 continued to use the oxygen bottle because it had approximately ten to 15 minutes of 
oxygen left in it, and the facility’s alternate oxygen bottles were all empty.  During her interview, 
LVN  stated RGDC has either five or six oxygen bottles onsite, and that nursing staff who 
work the first shift of the day are generally responsible for conducting an inventory of all 
emergency equipment, including oxygen bottles, daily.36  ODO reviewed RGDC’s daily 
emergency equipment log, and observed that the log does not include oxygen bottles as an 
itemized piece of equipment to be checked daily.  ODO addressed this issue with HSA  
while on-site, and HSA  promptly revised the log to include a daily inventory of oxygen 
bottles and their respective levels of oxygen. 

At 3:41 a.m., RN    left the treatment room to obtain GARCIA’s medical record to 
review the detainee’s history. 37  She returned at 3:44 a.m. and placed a pulse oximeter (a non-

                                      
26 Exhibit 6. 
27 ODO interview with RN    August 19, 2014. 
28 Id. 
29 Exhibit 7: Handheld Camera Video Footage. 
30 ODO interview with Lieutenant  August 19, 2014. 
31 Inter-Office Communication signed by CO   July 6, 2014. 
32 Documentation of the incident does not record the number of CPR cycles that occurred before GARCIA’s pulse 
was detected. 
33 Inter-Office Communication signed by LVN  July 6, 2014.  Also, ODO interview with LVN  on August 
20, 2014. 
34 Exhibit 7.  See also, Inter-Office Communication signed by LVN  July 6, 2014. 
35 Exhibit 8, page 3:  Creative Corrections Medical Compliance Analysis.  Also, ODO interview with LVN  
August 19, 2014. 
36 ODO interview with LVN  August 20, 2014. 
37 Exhibit 6. 
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MEDICAL CARE AND SECURITY REVIEW 

Creative Corrections, a national management and consultant firm contracted by ICE to provide 
subject matter expertise in correctional healthcare, reviewed the medical care GARCIA received 
while housed at RGDC.  Creative Corrections found RGDC did not fully comply with the ICE 
2008 PBNDS for Medical Care.  The Creative Corrections Medical Compliance Analysis is 
included as an Exhibit to this report.69   

Additionally, ODO reviewed the safety and security of GARCIA while he was detained at 
RGDC, and found that RGDC did not fully comply with the ICE 2008 PBNDS for Emergency 
Plans. 

IMMIGRATION AND DETENTION HISTORY 

On July 25, 2014, GARCIA unlawfully entered the United States near Harlingen, Texas.  He was 
apprehended by the United States Border Patrol and served with a Notice and Order of Expedited 
Removal pursuant to § 212(a)(7)(A)(i)(I) of the Immigration and Nationality Act (INA) as an 
alien not in possession of a valid immigrant visa, reentry permit, border crossing card, or other 
valid entry.70    

On June 27, 2014 GARCIA was transferred to ICE custody and booked into RGDC.71   

CRIMINAL HISTORY 

GARCIA had no prior criminal history.72 

INVESTIGATIVE FINDINGS 

MEDICAL CARE 
 
GARCIA was admitted to RGDC with no known medical conditions or history of taking 
medications.  He appeared to be a healthy adult male.  The July 6, 2014 emergency response by 
RGDC correctional and medical staff was appropriate and timely.  Both correctional and medical 
staff provided emergency resuscitative care until paramedics arrived and assumed medical 
responsibility for GARCIA. 

                                      
69 Exhibit 8. 
70 I-860 form, Notice and Order of Expedited Removal signed by (A) Patrol Agent in Charge,    
June 26, 2014. 
71 I-213 form signed by Border Patrol Agent   June 26, 2014. 
72 Id. 
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ODO determined RGDC did not fully comply with the ICE 2008 PBNDS, Medical Care. 
 

1. ICE 2008 PBNDS, Medical Care, section (V)(I)(1), states the initial medical, dental, and 
mental health screening shall be done within 12 hours of arrival by a health care provider; 
further, the clinical medical authority is responsible for review of all health screening 
forms within 24 hours or the next business day to assess the priority for treatment. 
 

• Documentation in GARCIA’s medical record indicates the medical, dental, and 
mental health screening was done approximately 32.5 hours after the detainee’s 
arrival.   

 
• GARCIA’s medical record contains no documentation indicating the clinical 

medical authority reviewed the health screening forms within 24 hours or the next 
business day. 

 
2. ICE 2008 PBNDS, Medical Care, section (V)(N), states all facilities must have an 

established procedure in place to ensure that all sick call requests are received and triaged 
by appropriate medical personnel within 48 hours after the detainee submits the request. 
 

• GARCIA’s July 4, 2014 medical request slip was not received by medical staff 
until July 9, 2014, and could not be triaged at that time because GARCIA was 
already admitted to the Laredo Medical Center. 

 
3. ICE 2008 PBNDS, Medical Care, section (V)(O), states medical and emergency 

equipment shall be available and maintained, and staff shall be trained in proper use of 
the equipment. 
 

• During the emergency response, RGDC’s oxygen canisters were empty except for 
one canister which had only a low level of oxygen.  After reviewing the daily 
emergency equipment log, ODO found the oxygen canisters were not specifically 
itemized on the daily inventory. 
     

4. ICE 2008 PBNDS, Medical Care, section (V)(T), states upon admission to the facility, 
documented informed consent will be obtained for the provision of health care services.   
 

• GARCIA did not sign the Consent to Medical Treatment form before nursing staff 
administered his PPD on June 27, 2014, at 6:58 a.m.  The Consent to Medical 
Treatment form was signed as part of GARCIA’s medical intake screening 
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process on June 28, 2014, at 3:35 p.m, more than a day after the PPD 
administration. 

SAFETY AND SECURITY 

Upon review of documentation and interviews with correctional staff, ODO notes that staff 
responded appropriately, and no deficiencies were identified with respect to actions taken during 
the emergency response.  However, ODO found that RGDC did not collect incident reports from 
all correctional staff members who participated in the emergency response, nor were all incident 
reports filled out in a timely manner. 

ODO determined RGDC did not fully comply with the ICE 2008 PBNDS, Emergency Plans. 

1. ICE 2008 PBNDS, Emergency Plans, section (V)(d)(18)(b), Post Emergency Procedures 
states, “The post-emergency part of the plan shall include the following action items: b. 
collecting written reports...” 
 

• The following staff members performed an active role in fulfilling a duty or 
responsibility in response to GARCIA’s medical emergency on July 6, 2014, and 
did not file incident reports:  Lieutenant    and Sergeant 

  who were responders to the medical emergency and helped 
coordinate response activities; Correctional Officer   who 
accompanied GARCIA in the ambulance en route to the hospital; and 
Correctional Officer   who was assigned to hospital duty when 
GARCIA was pronounced dead on August 3, 2014.  Additionally, ODO 
determined four incident reports filed by correctional officers following the 
medical emergency were filed in an untimely manner.  These reports were filled 
out by correctional staff between three and six days after GARCIA’s medical 
emergency on July 6, 2014.  ODO notes that obtaining written reports in a timely 
manner (immediately following an incident) ensures all persons involved 
document events, activities, interactions, and observations accurately, which may 
have relevance in fact finding and after-action efforts. 
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EXHIBIT LIST 

1. June 27, 2014, Booking Information 
2. June 28, 2014, Medical Progress Note 
3. Consent to Medical Treatment 
4. Intake Medical and Mental Health Screening 
5. July 4, 2014 Medical Request 
6. July 6, 2014 Video Surveillance Footage 
7. July 6, 2014 Handheld Camera Video Footage  
8. Creative Corrections Medical Compliance Analysis 
9. August 3, 2014 ERO San Antonio Email correspondence to JIC 
10. Autopsy Report 
11. Certificate of Death 




