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Welcome
Letter from the President:

Joseph V. Bellino 
CHPA, HEM
IAHSS President

I would like to take this opportunity to wish everyone 
a safe and happy holiday season on behalf of the 
Board and staff. I cannot believe we are nearly at the 
end of another year and five months since the AGM 
in Baltimore. This economy has created numerous 
challenges for us professionally and as an Association.  

I am pleased to note that our AGM in Myrtle Beach 
South Carolina will be held from May 2 through May 
5, 2010. We have been able to provide you with an 
outstanding program and location with no increase in 
the AGM fees. I, as well as the Board, personally want to 

extend an invitation to you to attend this outstanding event and look forward 
to seeing you there.

Since the AGM, we have not slowed our efforts as an organization to move 
forward. October 30 and 31 we conducted a leadership conference for all of 
the IAHSS leadership. The goal of the meeting was to bring all of the leaders 
together to clearly communicate the goals and objectives of our strategic plan 
and for leadership to present an update of all the activity being conducted by 
the regional chairs, commission, councils and task forces. All would agree that 
we walked away as a team with renewed enthusiasm for the future of this 
organization.

The one day seminars, although have not had the number of attendees we 
would have liked, have been a successful, educational opportunity for those 
who have attended. The reviews by attendees were all very positive.

We continue to make progress in our efforts with the DHS and HHS, 
we provided an overview of our efforts at the annual Healthcare Sector 
Coordinating Council Meeting in Washington, D.C. as well as making a 
presentation on the importance of security as it relates to Continuity of 
Operations Planning and Emergency Management.
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Finally, I would like to bring you up to speed on our efforts with 
the UK National Health Services-Security Management Services 
and our UK colleagues working in healthcare security. Since 
my return from our meetings in the UK, we have continued 
to communicate and move forward with a plan to increase 
membership and establish a UK chapter. I am cautiously optimistic 
that this will happen. I was able to learn a lot while on this 
trip, establish contacts, and obtain reference material to share 
with our organization. We have more in common with our 
UK partners than differences and I look forward to a mutually 
beneficial relationship.

Thank you,

Joseph V. Bellino, CHPA, HEM
President

What is the date and location for 
the AGM 2010?
May 2 - 6, 2010 – Myrtle Beach SC.

Where can I take the CHPA 
examination?
The CHPA examination is offered at IAHSS 
sponsored events, online or by other 
arrangement.

How long is the certification 
exam for the 4th edition of the 
Basic Training manual going to 
be available?
The exam will be available until July 1, 2010.

I would like additional resources 
to study for the CHPA, is there 
anything available?  
The CHPA study powerpoint is available 
for purchase.

Are there any advantages 
to taking the certification 
examinations online instead on 
paper?
Yes!  The online examinations provide 
immediate notification of your score and 
provides feedback in the areas of weakness.

CORRECTION
In the article, Protecting Patient Privacy At Cleveland Clinic, beginning 
on  page 15 of  the last issue, Volume 22, Number 3, Charla Nash’s 
first name was misspelled as  “Carla,”  The address for correspon-
dence to  Randy Stephen, Senior Director Protective Services, should 
be: Cleveland Clinic, 9500 Euclid Avenue, Cleveland, OH 44195.
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CHPA Renewal: If you received your CHPA 
in 2007 you must recertify in 2010.  To obtain an 
application contact the IAHSS at 888-353-0900 or 
visit the website under certifications.
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Welcome New Members 
July – October 

The Myrtle Beach AGM is just 
5 months away!  Complete 
information is on the website.  
We encourage you to register 
early.  Hotel information and 
reservation link is posted on the 
website as well.  

What’s new?  The CHPA certification exam is available 
online.  The CHPA powerpoint study guide is available 
for purchase.  The 2010 Basic Training manual revision 
is here.  Check the website for negotiated discounts for 
SEC materials, Reed seminars, and the new 5th Edition of 
Hospital and Healthcare Security.   

I would like to wish everyone a healthy and happy holiday 
season.  Take time to enjoy family and friends.  Safe travels 
to all.

How can I help you?  Email me at evelyn@iahss.org and I’ll 
get back to you quickly.

Always,

Evelyn

Congratulations 
NEW CHPA

Steve Nibbelink
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The International Healthcare 
Security and Safety Foundation 
was established as a not for 
profit corporation under the 
laws of the State of Illinois 
and granted its charter on 06 
February 1981.

Incorporators were Edward 
C. Pedziwaitr, Hilary Ryniewicz and Thomas 
Seals.  

The first Board of Directors numbered five: 
Hilary Ryniewicz; Thomas Kramer; Thomas 
Seals, Gilbert Skinner; Robert A. Smith

The IHSS Foundation was founded - to 
foster and promote the welfare of the public 
through educational and scientific research 
and development of healthcare security and 
safety management and administration.

Grant Program 
IHSS Foundation Grant Program has been established to 
provide funding for applications approved for healthcare 
security and safety related academic research, academic 
papers and academic studies.
Grant Applications are accepted from:

• Active members of the IAHSS,
• Accredited researchers,
• College students having attained Senior or
  Graduate level.

Sections I through V of the Application, including 
attachment of the  requested exhibits, must be completed 
in full, and submitted to the IHSS Foundation
• Clear, concise statements must respond to the 
requirements of Section III of the application summarizing:
the purpose of the project and the problem to be 
researched,

• the measurable objective to be achieved,
• the methodology or approach to be used to address 
• the need for the project,
• the time and planning schedule projected for 
completion of the project.

Section V requires submission of line item budgeted totals 
with complete supporting details.
Applications are reviewed on an on-going basis and are 
not subject to calendar year, fiscal year, or arbitrary cyclical 
deadlines.
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The Kenneth and Ellie 
Christian Scholarship 
Program 
provides tuition assistance for active 
members of the IAHSS as one means of  
fulfilling the purpose and aims set forth in 
the bylaws of the IHSS Foundation

Tuition Assistance is limited to active 
members of the IAHSS.
The amount of an individual award will be 

determined by:
• active participation in the IAHSS by the applicant for at 
least one full year,
• other funding sources available to the applicant,
• the number of awards granted annually by the IHSS 
Foundation.
Individual awards will be granted for a period not to 
exceed 12 consecutive months. 
• The applicant must agree to submit documents attesting 
to the achievement of the minimum 3.0 grade point 
average on a 4.0 scale at the conclusion of the period for 
which the award was granted.
• Applicants are limited to one award annually.

Recognition Program
The Recognition Program (highlighted in Numbers 2 and 
3, Volume 22, 2009, Directions) recognizes and promotes 
excellence and exceptional contributions in the fields of 
healthcare security, safety and risk management consistent 
with the purpose / aims of the IHSS Foundation.
• Nominations for recognition of evidenced professional 
dedication, achievement and service in the furtherance 
of the purposes and aims of the IHSS Foundation are 
accepted from:

• any member in good standing of the IAHSS, 
• an executive of a healthcare institution / facility, or
• an executive of a  contract security provider
  employing an IAHSS member in good standing.

• To be considered, nominations must be received by the 
IHSS Foundation not later than 01 January 2010.
• Nominations must specifically define to act, action, 
achievement, accomplishment, or service meriting 
recognition
• Materials supporting nomination must include the 
name and business address of the nominee as well as 
identification of local media outlets.

International Association for Healthcare Security & Safety4

Foundation 
Updates
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Do two incidents in two weeks, one of them a “random 
incident,” another a “one-in-a million” shooting in a medi-
cal office building not owned by the hospital, qualify your 
hospital for continued media coverage that repeated 
incomplete and inaccurate information about your 
security program?  It did in the Boston, MA, area in late 
October and early November at Massachusetts General 
Hospital (MGH), long recognized as having one of the 
best security operations in the country. 

In getting through what turned out to be a harrow-
ing period of sometimes negative publicity, Bonnie S.  
Michelman, CHPA, CPP, Director, Police, Security, and 
Outside Services at MGH, credits having a plan in place 
with hospital management and public relations for dealing 
with a worst-case media coverage scenario. At MGH, she 
adds, the media plan is part of its emergency prepared-
ness protocol. 

“Certainly the press can be very challenging,” says 
Michelman, who is a past-president of IAHSS and ASIS.  “I 
can’t control what the press says, but I can control what 
I say when speaking to the press, which I was able to do 
on several occasions. You still don’t know what they’re 
going to report.  All you can do is make sure that you 
have the best program you can and to be constantly 
reevaluating that program, which we do, and that’s what 
we did.”  Michelman says she has worked with the media 
over the years and has had other things happen, “but 
this was just unusual.” Thanks to the plan, however, “I was 
working with our chief public affairs officer shortly after 
the incident so we were issuing statements very quickly 
to our work force and the media.

The Unusual Incident That Triggered A 
Media Explosion
MGH patient slashes doc; shot dead by off-duty guard
A burly mental patient bent on hacking his doctor to 
death was shot dead by a quick-thinking, off-duty security 
guard who encountered the crazed man stabbing the 
shrink in a gruesome attack at a Massachusetts General 

CASE  HISTORY
Confronting and Surviving Negative Media Reporting 

About Your Hospital’s Security

Hospital clinic yesterday, police said. Police identified the 
attacker as Jay Carciero, 37, of Reading. He was a patient 
of the psychiatrist he repeatedly stabbed just after 2 
p.m. yesterday at MGH’s Bipolar Clinical and Research 
Program, on the fifth floor of a Staniford Street medical 
office high-rise, police said. The doctor was identified by a 
relative as Astrid Desrosiers, a licensed psychiatrist since 
1993 who grew up in Haiti, where she graduated medical 
school in 1986.

The above excerpt from the Boston Herald of October 
27, 2009 was one of many articles and reports appear-
ing in newspapers, on TV, and on the Internet in the next 
few weeks. The coverage investigated the actions of the 
security officer who was not an MGH employee and 
happened to be in the building, the medical condition of 
the psychiatrist, the background of the patient who lived 
in the same town as the officer, and whether there were 
any gaps in security at MGH and other area hospitals.

After the first incident, on October 22, it was reported 
in a statement  that “MGH said the attack was a ‘random 
incident’ and lauded its security department for its quick 
response. The statement also said the woman was treated 
for minor injuries and that ‘fortunately, it was an isolated 
and highly unusual event.’ “

Commenting on the incident, Michelman says, “that is the 
problem.  Nobody puts it in context. Incidents of this kind 
can occur in hospitals every week or every month, par-
ticularly in hospitals of our size.  It really never happens 
at Mass General. That suggests that it doesn’t happen 
because we have a really good process in place. The press 
doesn’t realize that. The press didn’t report on the fact 
that the assailant, with five million square feet of space, 
was apprehended within 38 seconds.”

Answering Questions and Presenting 
The Facts
Following the news of the shooting on October 27, 
Michelman reports, MGH, in a series of statements, 
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announcements, and interviews, sought to educate the 
public about its security operations and correct or clarify 
where possible negative “spins” put on security develop-
ments by media, including one newspaper statement that 
the hospital had been “rocked by violence.”

DID THE OFFICER HAVE TO SHOOT 
THE PATIENT?
In a press conference the day after the shooting, 
Michelman supported  the officer’s actions as did  Boston 
Police Commissioner Edward Davis who said the officer 
interceded just in time. “He produced a weapon and 
ordered the suspect to drop the knife,” Davis said. “And 
when the suspect did not comply, he shot the suspect.”  
Boston Mayor Tom Menino added,  “He’s a real hero. He 
saved lives at his own risk.”
 
“He did a remarkable job, “ Michelman says.  “He tried 
very hard not to shoot and had to shoot before he 
(the assailant)  killed her.  She was almost dead when 
he broke into the office. He was very well trained.”  Dr. 
Desrosiers has returned home after several weeks of 
intensive care at MGH, according to press reports. In a 
statement, her husband thanked MGH Police and Security 
and the Boston Police Department “for their profession-
alism and for handling the incident so quickly, competently 
and sensitively.”

WAS THERE A GAP IN MGH SECURITY 
FOR THE OFFICE BUILDING?
Even though many press accounts identified the office 
building where the attack took place as part of MGH, 
Michelman pointed out that security was provided by the 
owner and not MGH, which leases the space, as it does 
in many other buildings. While it doesn’t control security 
for those buildings, she says that MGH will provide guid-
ance or consulting services if needed.  “After the incident 
we added some visibility in some areas,” she reports. 
“People are a little fearful due to what happened.”

Dr. Jerry Rosenbaum, the chief of psychiatry at MGH, 
was in his nearby office at the time of the attack. He was 
quoted in an article as saying he has worked with bipolar 
patients for 35 years at MGH and this kind of thing had 
never happened in his career. “It does occur. I mean, light-
ning does strike, but it’s still very, very rare.” Michelman 
says she uses his quote in interviews, adding  that “we 
see 120,000 outpatient psychiatric patients a year without 
anyone getting hurt.”

WHY DID POLICE MEET WITH 
SECURITY OFFICIALS?
On November 10, two weeks after the shooting, according 
to one newspaper account, “Boston Police met with secu-
rity officials for area hospitals to work on a plan of attack 
in the wake of a series of attacks at Massachusetts General 
Hospital.”  Superintendent in Chief Daniel Linskey was 
quoted as saying, however, that “I think the hospitals are in 
a good position to make sure staff and patients are safe. As 
with everything, we can get better and deal with the one-in-
a-million situations.” 

“The fact is,” Michelman says, “that meeting was planned 
before any of these incidents occurred.  They had asked if 
we would be interested in meeting with them. We had all 
said ‘yes.’  So that whole idea of meeting with the police 
commissioner and senior staff was already done before 
the incidents. Then there was another incident at another 
hospital and the commissioner said, ‘how about moving that 
meeting up.’  It was a valuable meeting with a good inter-
change of information.” 

WHO HIRED A SECURITY CONSULTANT 
TO EXAMINE SECURITY OPERATIONS?
“It was not hospital officials, as was reported,” Michelman 
says, “it was me.  The culture of MGH is to routinely do 
root cause analysis on any event.  We use people on occa-
sion to evaluate pieces of the hospital objectively.  I brought 
somebody in this year, for example, to look at our obstetrics 
and pediatric areas.  Now I’m going to bring somebody in 
to look at our psychiatry areas and our emergency room. 
This kind of event is extremely traumatic for all of us.  We 
use it as an opportunity.  In fact, we do it even with anything 
minor that happens as a way to really scrutinize the balance 
of security, the deployment of resources, and the way we 
approach protecting our assets. We do that with a lot of 
internal inquiry and use outside inquiry as well.” 

HOSPITAL ISSUES COMPREHENSIVE 
STATEMENT
On November 2, MGH distributed a comprehensive update 
on security to the media. As reported on the website of 
WCVB, Channel 5, the ABC outlet in Boston, the statement 
read: 

“MGH Police and Security officers are well-trained and 
highly visible throughout the institution. The department 
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uses state-of-the art security technology to assist offi-
cers in controlling access, responding to situations, and 
monitoring and recording activities across the hospital. In 
addition, the department proactively performs risk assess-
ments in buildings and practices, both on and off campus, 
to ensure that appropriate security measures are in place. 
It conducts diverse crime prevention activities, organizes 
numerous training programs for employees, and uses a 
range of patrol methods. MGH Police and Security also 
works closely with local, state and federal law enforce-
ment authorities.

“The two recent assaults on staff have been extraordi-
narily difficult for the entire MGH community, in large 
part because these attacks were unprovoked, unforeseen 
and unrelated. The hospital takes seriously every inci-
dent of crime or conflict – large and small – and tracks 
any trends that may indicate particular vulnerabilities. 
The MGH is working closely with the Boston Police 
Department and others to review the recent assaults 
to ensure we are doing everything possible to minimize 
the risk to patients and staff. Just as the hospital continu-
ously strives to improve the care and service it offers, it 
is always looking for ways to improve the environment of 
care.”

Why The Media Is A Problem. Assume 
the Worst.
It’s not a question of media fairness, Michelman says. 
“It’s hard for people who are not in health care to really 
understand.  Hospitals are tough places. In the context of 
60,000 people through our doors every day, with 23,000 
employees, this is a small city, and these types of things 
barely ever happen here, which is amazing.  It doesn’t 
mean you should feel good when it does, but you have to 
put it in context.”  She credits having a plan in place with 
being able to deal best with worst-case coverage.

“Had we not worked on that ahead of time, it would 
have made it harder. For example, what do you do when 
the Boston police were asking us to wait before releas-
ing any information to employees because there was an 
ongoing investigation going on? There are a lot of factors 
that really hinder how and when you can communicate, 
but working closely with the Public Affairs Department is 
one of the most important and essential elements in any 
emergency preparedness.”

FOR FURTHER INFORMATION, CONTACT:
Bonnie S. Michelman, CHPA, CPP, Director, Police, 
Security, Outside Services, Massachusetts General 
Hospital, 15 Parkman Street #232, Boston, MA, 02114 
Ph: 617/726-7979 fax: 617/724-2121. 
E-mail: bmichelman@partners.org

CHPA Study Powerpoint
Now Available on flashdrive 

Order Today at: 
https://www.iahss.org/Store/Products.
asp#ProdPPT0027
$69.00 +shipping/handling
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When faced with an accidental or intentional contamina-
tion scenario, security and safety personnel at South Jersey 
Healthcare, Vineland, NJ, know what roles they need to 
assume as part of the hospital’s overall hazardous materials 
preparedness plan.

As part of its post-Sept. 11 homeland security training, 
South Jersey Healthcare, which operates two acute-
care facilities, formed a 70-member Hospital Emergency 
Response Team (HERT), which consists of personnel from 
various hospital departments, including Safety and Security.  
Whether they are responding to an industrial chemical 
accident or an act of terrorism involving chemical or bio-
logical agents, the team is designed to set up and deal with 
decontamination scenarios both outside of and inside the 
hospitals.

Charles Schiapelli, Director of Safety and Security at South 
Jersey Healthcare, says security officers at both the 262-
bed South Jersey Regional Medical Center and Elmer 
Hospital in Elmer, NJ, would be called upon during decon-
tamination situation.  Duties would include locking down all 
or part of the facilities, as well as assisting with traffic flow. 
For instance, says Schiapelli, a traffic pattern plan exists that 
directs ambulances bringing in victims to a designated loca-
tion, while all other non-event vehicles would be directed 
elsewhere.

In cases where more help is needed than is on hand to 
secure the facility and direct traffic, Schiapelli says security 
personnel are trained to pull staff from other departments, 
such as environmental services and maintenance, and direct 
them to perform the necessary tasks.  Typically, he says, the 
regional center has three to four security officers on per 
shift, while the smaller Elmer Hospital employs one or two 
per shift.

“In a lockdown situation, our first response for additional 
personnel is to get them from among other staff mem-

bers,” he explains, “then seek assistance from the other 
hospital or call in staff from home.” In addition to oversee-
ing the lockdown and traffic control, security would also 
provide a safe zone around the decontamination area, says 
Schiapelli, to prevent non-contaminated personnel from 
entering the decon area.

Decontamination would take place within mobile trailers 
that accommodate both ambulatory and non-ambulatory 
patients at each campus, he says, as well as within the 
emergency department, which is outfitted with a negative 
pressure decontamination room.

Security has been trained on the use of level C personal 
protective equipment (PPE), such as chemical-resistant 
boots, gloves, suits and powered-air purifying respirators 
(PAPR), says Schiapelli. The use of such equipment wouldn’t 
automatically be necessary for all personnel in an actual 
event, he says, but those closest to the decon site would 
be properly attired.  HERT members train through yearly 
exercises, training sessions and tabletop drills with local law 
enforcement. “We do at least one decon drill yearly and 
teams train quarterly,” notes Schiapelli.

A few years ago, he notes, HERT members responded 
to an actual event, dealing with a dozen or so employees 
involved in industrial contamination from an herbicide 
or pesticide.  The decontamination took place at Elmer 
Hospital outside of the facility, says Schiapelli. Security 
locked down the main entrance and screened for anyone 
who self-referred themselves to the emergency room.  
Security staff members also handled traffic control at the 
main entrance.

FOR FURTHER INFORMATION, CONTACT:
Charles Schiapelli, Director of Safety And Security, 
South Jersey Healthcare, 1505 W. Sherman Ave., 
Vineland, NJ 08360. Ph: 856/641-7997. Fax: 856-641-7996. 
Email: schiapellic@sjhs.com

Security Personnel Play Key Role In South 
Jersey Healthcare’s Emergency Response Plan
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On the Safety Side…
By: Alan C. Lynch, CHPA, CHSP, HEM
       Safety Task Force Chairperson

Putting the Other “S” in IAHSS

As our more tenured members will know, the 

International Association for Healthcare Security and 

Safety (IAHSS) was originally founded as the International 

Association for Healthcare Security (IAHS).  The second 

“S” was added in the early 1990’s, as many of our 

members were becoming responsible for environmental 

safety within their organizations. While IAHSS indisputably 

sets healthcare industry standards for excellence in 

security, we have not been as successful with our safety 

management programs.  That is why our Board of 

Directors formed a task force to study the issue and 

formulate recommendations to better serve our current 

and prospective members with safety management 

responsibilities. 

   The Safety Task Force was formed nearly one year 

ago and has been working diligently to date.  Task force 

members were selected from diverse geographical 

locations, with varying degrees of experience consisting 

of those with and without safety management 

responsibilities.  Individuals currently serving on the Safety 

Task Force are:  

Charlie Wolverton, CHPA, HEM	
Adam Philbin, CHPA	
Leonard Sullivan, CHPA, CIPM	
Tom Mason, CHPA, HEM	
John Ridpath, CHPA	
James Kendig, MS, HEM, CHSP	
Kenneth Grachanen, CHSP	
Craig Forcina, CHPA, CHSP	
Laura Mayeski, MS	

Task Force Objectives: 

Define what safety means to the IAHSS and 1. 

develop a formal position statement.  

Determine how IAHSS can best meet the 2. 

professional development needs of current and 

prospective members with safety management 

responsibilities. 

Present recommendations to improve the 3. 

safety management service line to the Board of 

Directors 

   Significant progress has been made by the Task Force 

on these objectives, and the Board approved our action 

plan. A progress report will be provided in our Directions 

publication, with a more comprehensive article in a 

future edition of the Journal of Healthcare Protection 

Management. Please call 610-954-2980 or e-mail me at 

lyncha@slhn.org if you have any input or suggestions how 

we can improve on the safety management offerings to 

our current and prospective members.  

Website 
Have you visited the members only sec-
tion of the website?  Are you aware of all 
the resources available to members free?  
Visit the members only section today 
and browse the information available to 
you as a member of IAHSS.
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How Hospital Tested 
Emergency Response 
During City-led Drill
In early November, North Vista Hospital, a 178-bed facility 
in North Las Vegas, NV, tested the capabilities of its security 
and clinical staff during a full-scale emergency management 
exercise.  The exercise was designed to train participants to 
deal with mass casualties from a chemical spill triggered by 
an earthquake.

Along with the hospital, law enforcement, governmental 
and volunteer agencies participated in the event, as did a 
local business, U.S. Foodservice, which served as the site 
of the accidental breach to its ammonia storage system. By 
participating in the exercise, groups were able to meet fed-
eral training requirements and it helped the city qualify to 
obtain Department of Homeland Security grants.

During the event, the city shut down several streets, and 
used theatrical smoke and emergency radio messages to 
give the exercise an air of authenticity.  Damien Goodrich, 
Director of Non-Clinical Operations for North Vista, says 
from 75 to 100 hospital employees from the emergency 
room, medical/surgical staff, administration, security and 
other departments took part in the drill.  Some 40 “vic-
tims” were brought to the hospital during the event.
The role of the security department, which had four offi-
cers involved in the training exercise, was to handle the 
lockdown of the facility, provide crowd and traffic control 
and aid in the set up of the decontamination line, says 
Goodrich. “I was impressed with the lockdown and the 
speed of it.” 

Another part of the exercise was testing a self-contained 
decontamination tent the hospital is considering purchas-
ing, he says. The tent can be constructed by two security 
officers in about 10 to 15 minutes, and uses a link to a fire 
hydrant for its water source. Within the tent, three decon 
lines for men, women and non-ambulatory patients can be 
set up. Goodrich says the test of the tent proved success-
ful in his estimation. “I love anything that can save time in a 
situation like that.” 

The hospital participates in  at least two drills each year, 
says Goodrich. “We want people to be comfortable” with 
different scenarios, he says, adding that they have trained 
for bombings and other events. “And then we throw in a 
few curveballs,” he notes.

Pointing out the hospital’s proximity to Las Vegas and the 
busy Strip, “we want to be ready, and this gets us ready,” he 
says. “My big thing is practice, practice, practice and keep 
everyone working on this together.” 

FOR FURTHER INFORMATION, CONTACT:
Damien Goodrich, Director of Non-Clinical 
Operations, North Vista Hospital, 1409 E. Lake Mead Blvd., 
North Las Vegas, NV 89030. Ph: 702-649-7711.

The patented ParaSlyde is an emergency sled for evac-
uating non-ambulatory residents or patients from any 
multi-floor building using the stairway. The ParaSlyde is 
durable and designed to efficiently speed the evacua-
tion of patients from nursing homes and hospitals while 
maintaining organized communication and control, 
according to the manufacturer.
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Under a three-year contract ratified this summer, 2,000 
security officers affiliated with the private security company, 
Securitas, and serving at Kaiser Permanente hospitals in 
California, Colorado and Washington, DC, will become 
members of the Service Employees International Union 
(SEIU) Property Service Division.  According to Tanya Aquino, 
Senior Communications Specialist for SEIU in Washington, 
DC, the security personnel at Kaiser Permanente were the 
last group of healthcare workers at the healthcare system 
not in the union.  SEIU is the nation’s largest healthcare 
union, Aquino claims. 

The effort to unionize security personnel began almost 
four years ago, says Aquino, and increased when Securitas 
replaced Inter-Con in February as the security contractor. 
Securitas agreed to recognize the officers’ choice to form a 
union. After signing up for union membership, Aquino says a 
contract was agreed to within a couple of months.  Under 
the contract, hourly wages will increase by at least 40 cents 
per hour per year for all officers, or $1.20 for the life of the 
contract. A new minimum wage negotiated as part of the 
contract results in the lowest paid officers seeing increases 
of up to $1.20 per hour in the first year. Depending on the 
location, officers’ wages will be $10.50 to $13 per hour, says 
Arun Ivatury, Security Campaign Director for SEIU. 

Additionally, officers will receive healthcare with no 
deductible, no cost for hospitalization and $10 co-pays for 
doctor visits and prescriptions. Officers receive two paid 
days each for sick leave and bereavement leave and seven 
paid holidays. Those who work on a holiday receive time 
and half pay. The contract also included job protections 
under a grievance procedure to prevent unfair or arbitrary 
dismissal.

NEXT TARGET: ANDREWS 
INTERNATIONAL

SEIU represents 32,000 private security officers in 
healthcare, office buildings and other settings, says Ivatury, 
who acknowledged there is a nationwide push to bring 
more security personnel into the union.  SEIU is working 
on a four-year plan, says Ivatury, which began in 2008 and 
extends to 2012. The 2,000 Securitas workers at Kaiser 
Permanente facilities nationwide represented the largest 
national agreement, he reports.

There are reportedly more than 500,000 private contract 

Securitas Security Officers at Kaiser 
Permanente Hospitals Join SEIU

security officers in the country.  Ivatury says current targets 
for unionization are workers in the New York and Boston 
areas affiliated with Andrews International. Andrews’ non-
union security personnel are paid $7 to $8 per hour, says 
Ivatury, vs. the $10-plus wages typical of union officers.

The nature of providing security in healthcare facilities 
can be especially challenging, according to Ivatury, who 
says training is also part of the union’s focus. “We’ve been 
involved in state legislation for training security workers,” he 
says, “and SEIU has also prepared a state-by-state report on 
training and certification standards for security personnel.” 

PROJECTIONS INC.: TRAINING 
EMPLOYERS IN DEALING WITH 
UNIONS

While some workers may see the benefits of unionization, 
employers are not always on board, says Walter Orechwa, 
Chief Executive Officer of Projections Inc., an Atlanta 
area-based employee communications firm which assists 
companies with employee education in instances where 
employers want to keep unions out of the workplace.

Although his firm hasn’t worked specifically on healthcare 
security, Orechwa says they are seeing a trend toward 
unions in the healthcare area. The “stay union free” messages 
Projections Inc. provides employers, including video and 
e-learning opportunities, have targeted SEIU, he says. In 
addition to education about the unions themselves, messages 
can deal with staffing and patient care issues.

“Most often we do custom work,” Orechwa says, such 
as training supervisors so they can answer employees’ 
questions about unionization efforts.  Projections Inc. also 
has written a white paper that examines the different unions 
and their efforts.

FOR FURTHER INFORMATION, CONTACT:

Tanya Aquino, Senior Communications Specialist, Service 
Employees International Union, 1800 Massachusetts Ave. NW, 
Washington, DC 20036. Ph: 202/730-7119. E-Mail: tanya.aquino@
seiu.org and Arun Ivatury, Security Campaign Director. 
E-Mail: arun.ivatury@seiu.org

Walter Orechwa, Chief Executive Officer, Projections Inc., 
3264 Medlock Bridge Road, Norcross, GA 30092. 
Phone: 877/448-9741. E-Mail: jennifero@projectionsinc.com
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Masked and hooded suspects caught on security video at 
Hamilton General Hospital before attacking corrections 
officers and freeing prisoner patient. (Hamilton Police 
Service) 

Armed Men Free 
Prisoner Patient 
Leaving Hospital 
Under Guard
Police are investigating a prisoner patient escape outside 
Hamilton General Hospital, Hamilton, Ontario, in which 
two men reportedly wearing surgical masks and wav-
ing handguns forced two unarmed corrections officers 
to the ground as they were leaving the hospital with the 
prisoner on their way back to the Hamilton/Wentworth 
Detention Centre. The prisoner, Fawad Nouri, 25, had 
previously been treated at the hospital for a bullet wound 
after a shootout during an armed robbery at a local res-
taurant. The escape occurred at 11:23 a.m. as he left the 
hospital after a follow-up visit. The three men made their 
getaway in the Ministry of Corrections van, which they 
abandoned a short distance away, transferring to another 
car, according to media reports.  

Police subsequently announced the arrest of Shaddy 
Milhim, 19, a Hamilton resident, who has been charged 
with aiding escape from lawful custody.  Authorities had 

launched a nationwide search for the men and are offer-
ing a $10,000 reward for anyone who can provide infor-
mation leading to the arrest and conviction of Nouri and 
his accomplices.  The public was warned not to approach 
any of the suspects still on the loose, as they are consid-
ered armed and dangerous.  The province’s Minister of 
Community Safety and Correctional Services, told report-
ers he’s not in favor of arming jail guards.  “They are in 
very, very close proximity to prisoners,” he was quoted 
as saying. “They bring about a whole set of circumstances 
that may have to be dealt with.”

Commission of crimes and acts of violence against 
hospital staff, patients and visitors is often a public 
relations nightmare. The event can have worldwide 
coverage within minutes. In the public scrutiny 
that follows, administrators of hospital security are 
frequently asked to provide information about how 
often such events occur on the hospital campus 
compared to other hospitals. At the present time, 
there are no common sources for collecting and 
reporting annual summary information about the 
number and types of crimes committed on hospital 
grounds. 
IAHSS members have requested that IAHSS renew 
its commitment to providing summary data about 
hospital crimes. In response, we are in the process 

IAHSS SURVEY: COMING IN FEBRUARY 2010
of designing a new survey to accomplish that task. 
The survey will include the same questions that 
were asked in past surveys. We may also begin 
to collect information about incidents linked to 
mental health and forensics patients, based on 
input from IAHSS members concerning the need 
and usefulness for this type of information. We 
plan to disseminate the survey in February, 2010. 
The data will be analyzed and presented as special 
reports and other publications for members’ use 
in early summer, 2010. Please plan to participate. 
For more information contact Evelyn Meserve, 
Executive Director, IAHSS 1-888-353-0990 or Dr. 
Victoria Porto, Research Director for the project 
1-919-967-6949.
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Recent incidents of individuals crashing a car or truck into 
a hospital building, either in anger or by accident, should 
sound an alarm to the healthcare industry about a dan-
gerous area of security vulnerability. This threat has been 
recognized and acted upon by the federal government 
for its buildings since the Oklahoma City bombing of 
1995 and by managers of airports, office buildings, hotels, 
and retail establishments since 9/11.  Some examples:

– A 47-year-old disgruntled former patient reportedly 
came within a few feet of killing or injuring several people 
when he rammed his Toyota Camry into Royal Darwin 
Hospital’s main  entrance doors at 4 p.m.  Officials at 
the 363-bed acute care hospital in Northern Territory, 
Australia, were told by a local newspaper that it had 
received a warning phone call about his intentions. An 
hour later, he drove the wrong way up a one-way street, 
sped the car past police and reporters, smashed a wood-
en security bollard from its foundations and crashed into 
the hospital’s main entryway. Hospital security officers 
were the first on the scene and held the man until police 
arrived a minute later. 

– In Warwick, RI, a 42-year-old visitor, who had been 
escorted out of Kent Memorial Hospital by Security for 
screaming and cursing, rammed her Jeep Cherokee into 
the building’s mechanical room near the hospital’s main 
entrance. She faces a number of charges including reck-
less driving and drug possession.

– In Lufkin, TX, a 30-year-old patient, who reportedly had 
been belligerent while seeking treatment at Memorial 
Health System of East Texas, drove his pickup truck 
through a plate glass window next to the emergency 
room. According to media reports, the man had been 
escorted out by security personnel after he became agi-
tated with doctors.

Protecting Hospital 
Buildings From Vehicle 
Crashes and Bombs

– In Bridgeport, CT, a 21-year-old man who had been 
shot in the face while sitting in his car outside a bar at 
one a.m., sped to Bridgeport Hospital and crashed his 
Nissan Altima into the emergency room entrance. 

Fortunately in the above incidents, no patients, visitors, 
staff, or employees were injured, although damage to the 
buildings was substantial. But the potential for a disastrous 
outcome is obvious and the need to keep vehicles as far 
away from hospital buildings as possible is one that com-
mands attention. 

A ‘CRASH’ COURSE IN 
SECURITY BOLLARDS
Bollards, which are posts of varying height, thickness, 
and composition, are the devices most used to provide 
such protection.  Since 9/11 there has been a spike in 
the development of bollards to meet different security 
needs, according to Brad Done, Vice President, Sales 
and Marketing, Reliance Foundry Co. Ltd., Surrey, British 
Columbia. 

There are two types of bollards on the market, Done 
reports.  “The first is decorative bollards, which are used 
for a variety of purposes--diverting traffic, pedestrian 
walkways, beautification of buildings or as decorative cov-
ers over ugly steel pipes.”  Traditionally a European prod-
uct, used extensively in England and France, decorative 
bollards can also be found in North America in smaller 
cities. 

“The second type is for security installations,” he says.  
“These can be as simple as a piece of steel pipe in the 
ground, embedded with concrete.  The strength of that 
will be determined by the diameter of the pipe, the 
depth within the ground, the amount of foundation 
around it, and the structure of the pipe itself.”   There 
are companies that specialize in taking security to the 
nth degree, he adds, “from being able to stop tanks from 
coming into a building to automatic rising anti-ram barri-
ers to stop trucks trying to crash through security gates.”  
Reliance makes decorative bollards which are placed over 
the top of security bollards.

PRODUCT 
UPDATE

continued on next page
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DETERMINING THE BOLLARD 
INSTALLATION THAT MEETS 
YOUR NEEDS
For security applications, a design professional with 
security expertise should be included in the design team, 
Done recommends.  

Anti-ram resistance is commonly measured using a 
standard developed by the US Department of State after 
9/11, he says. “Once the design threat is determined, 
resistance needed to stop it can be calculated.  
Specification of anti-ram perimeter takes into account 
both the mass and the speed of an approaching attack 
vehicle.  This is called the K-rating.  K-4, K-8 and K-12 each 
refer to the ability to stop a truck of a specific weight and 
speed, and prevent penetration of the payload more than 
one meter past the anti-ram barrier.” 

There are three basic types of bollard mountings: fixed, 
removable, and operable (retractable or fold-down), 
Done says. “Fixed bollards can be mounted into existing 
concrete, or installed in new foundations.  Manufactured 
bollards are frequently designed with their own mounting 
systems.  Stand-alone mountings can be as non-invasive as 
drilling into existing concrete and anchoring with epoxy 
or concrete excerpts. Bollards designed to resist impact 
are usually embedded in concrete several feet deep, if site 
conditions permit.”

A NEW BOLLARD SYSTEM 
DESIGNED FOR HOSPITAL-
TYPE INSTALLATIONS
RSA Protective Technologies, Upland, CA, has announced 
the introduction of Curb-It™, a factory-manufactured, 
three-bollard vehicle barrier assembly that’s delivered 
ready-to-install. The goal of the barrier, according to Rick 
Adler, its president, is to protect people and property 
from out-of-control drivers. This makes it ideal, he claims, 
for hospital applications. The single-piece structure bolts 
directly onto the face of a curb, he says. In extensive 
testing, he adds, the Curb-It™ vehicle barrier has been 
shown to stop cars and SUVs weighing up to 5,000 lbs. 
and traveling up to eight miles per hour. Vehicles typically 
“bounce back” 10 feet after impact.
 
“Curb-It™ is attached to the front face of the curb with 
anchor bolts and one maintenance person can generally 

handle the on-site installation in less than an hour with 
standard tools, the manufacturer claims. No jackham-
mers, poured concrete, permits, street closures or debris 
removal are required. Bollards measure 3-feet high and 
6-inches in diameter; they stand 4-feet apart. The unit 
weighs 700 lbs. and carries a one-year factory warranty.

RSA Protective Technologies manufactures perimeter 
defense systems for government agencies throughout 
the US and abroad. K12-rated security bollards have 
been installed at U.S. embassies, federal buildings, airports, 
rail stations and corporate centers around the world, it 
reports. 

ANTI-RAM BARRIERS VERSUS 
TRUCK BOMBERS
Since the suicide truck bombing of the US Marine bar-
racks in Beirut, Lebanon, in 1983, which killed 241 US 
servicemen and 58 French paratroopers, the use of vehi-
cles loaded with explosives has been a favorite weapon 
of terrorists, both foreign and domestic, to cause death 
and destruction of US citizens and US-owned property.  
To combat this threat, many manufacturers of bollards 
have designed and produced electrically operated bar-
riers of different sizes and shapes.  Embedded in the 
ground, these barriers reportedly rise in a fraction of a 
second on activation to stop trucks which have crashed 
entrance gates or other designated check points. They are 
used as the first line of defense at critical facilities includ-
ing embassies, nuclear facilities, military bases and corpo-
rate headquarters.

“Much of modern security design focuses on the threat 
of bomb attacks,” Brad Done points out.  “The most 

continued on next page

Street-located Whittington Hospital, North London, UK, has bol-
lards at regular intervals to prevent passing vehicles from access-
ing the pavement. 
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significant factor in protecting against explosions is the 
distance between the detonation and the target.  The 
force of the blast shockwave diminishes as a function of 
the square of the distance.  The more distance that can 
be placed between the detonation and the protected 
structure – referred to as standoff distance – the greater 
the threat that can be resisted, or, conversely, the less 
blast-resistance needs to be built into the structure. 
Therefore, creation of a secure perimeter is the first step 
in the overall design of blast resistance”

“Standoff is valuable architecturally,” he adds, “because it 
allows a building to be protected without having to look 
like a bunker.  It also has economic impact, because it is 
frequently less costly to create standoff than to bomb 
proof the structure itself.  Security bollards and similar 
anti-ram installations are designed and positioned to cre-
ate standoff by thwarting the delivery of explosives close 
to the target by a vehicle.”

Where Hospitals Are Most 
Vulnerable To Bombers
The area where vehicles are allowed to come closest to 
the hospital is the emergency room ambulance dock. This 
is the most likely place for a terrorist to drive a stolen or 
otherwise obtained ambulance without being stopped or 
deterred, unless ambulances have to be cleared to pass 
a security gate located at some distance from the dock.  
This is where anti-ram installations should be considered.

Tony W. York, CHPA, CPP, Senior Vice President, HSS, 
Denver, CO, and co-author with Russell L. Colling  of 
Hospital and Healthcare Security, 5th Edition, is not aware 
of any healthcare organization using bollards or anti-ram 
devices in the ambulance bay area for preventing terror-
ist type activity. “However,” he says, “we have been using 
bollards and they have been having a residual effect in 
protecting the walls and the actual entry points to the 
facilities themselves. We’ve had great success, even at the 
ambulance or ambulatory entrance, with bollards, making 
sure that we would not allow certain levels of penetra-
tion. That has become a fairly common safeguard for 
organizations, especially those that have done any type of 
renovation or new construction.” 

York, a past-president of IAHSS, adds that many organi-
zations, especially those in cold weather climates, have 
built large protected bays where doors to the facility are 

remote access controlled, and are  based on cameras 
and communications with the emergency department. 
“I’ve also seen, design-wise, the structuring of ambulance 
entrance approaches with turns so that drivers can’t go 
straight at the entrance with any type of speed. It’s not 
done with terrorism in mind, but it does have a residual 
effect in that area.”

FOR FURTHER INFORMATION, CONTACT
Brad Done, Vice President, Sales and Marketing, 
Reliance Foundry Co. Ltd., Unit 207, 6450 - 148 Street, 
Surrey, BC, Canada V3S-7G7. Ph: 604/592-4323 
Fax: 604/ 590-8875. E-mail: brad@reliance-foundry.com  
Web Site: www.reliance-foundry.com

RSA Protective Technologies, LLC, 1573 
Mimosa  Court. Upland, CA 91784  Ph: 909/946-0964. 
Fax 909/946-1186. E-mail: radler@rsaprotect.com 
Web Site: www.rsaprotect.com

Two of the leading companies making anti-ram barriers 
are Delta Scientific Corp., Palmdale, CA (http://
www.deltascientific.com) and SecureUSA, Cumming, 
GA (www.SecureUSA.net). 

Tony W. York, CHPA, CPP, Senior Vice President, 
HSS,  900 S. Broadway, #100, Denver, CO 80209. 
Ph: 303/603-3101. Fax: 303/282-4202
Email: tyork@hss-us.com
 

Rows of crash-resistant bollards protect entrances, glass areas, 
and main building of Yuma Regional Medical Center, Yuma, AZ. 
Reliance Foundry Co. Photo
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SECURITY OPERATIONS

Hospital Sees Cost Savings In
Replacing Patrol Cars With Bikes
LOVELAND, CO. The Medical Center of the Rockies 
has replaced two patrol cars with two bicycles and a more 
fuel-efficient vehicle, which will be used in bad weather, 
according to published reports. Hospital officials say the 
bicycle patrols allow the officers to get closer to the hos-
pital when necessary and have more positive interaction 
with visitors.  They claim the new patrol setup will save the 
hospital nearly $64 per month in fuel costs and $175 per 
month in vehicle maintenance. Nine security officers, who 
volunteered for the bicycle duty, will ride an estimated 12 
to 15 miles daily.

Protective Vests For Unarmed 
Security Officers Stirs Controversy
 HALIFAX, NOVA SCOTIA.  The Izaak Walton 
Killam (IWK) Hospital for Children, Halifax, has ordered 35 
slash-proof and bulletproof vests for its unarmed security 
officers, according to press reports.  In announcing the 
order, media outlets also published comments from many 
hospital officials across Canada deploring the decision. 
IWK is the first hospital outside of the province of Alberta 
to authorize the use of such body armor. In Alberta, all 
security officers are provided with bulletproof vests. An 
IWK spokesperson was quoted in media saying that the 
vests are meant to protect hospital staff when dealing with 
patients and their families during tense situations.  Other 
Canadian hospital officials voiced concerns that vests in 
hospitals might make patients feel unsafe. A spokeswoman 
for a British Columbia hospital was quoted as saying, “it 
seems like a U.S.-based thing. It’s not like it’s downtown 
Chicago or Detroit or somewhere like that.” 

IN BRIEF:
INFANT KIDNAPPING

Mother Of Three Charged
In Plot To Kidnap Infant
ALBANY, OR.  A 25-year-old woman has been arrest-
ed for allegedly trying to abduct an infant from Samaritan 
Albany General Hospital. According to published reports, 
hospital staff called police after the woman diverted staff 
with a claim about a woman about to deliver triplets, and 
then attempted to sneak into the maternity ward to visit a 
woman at the hospital who had just given birth.  She was 
turned  away by nurses. According to police investigators, 
the woman told family members she worked at the hospi-
tal.  She would routinely spend time there and wear scrubs 
while at the hospital. The CEO of the hospital commended 
staff members. “The staff did a really good job. They trust 
their instincts. They follow what they’re trained to do and 
it helps,” he said, adding that security measures would have 
prevented her from leaving the hospital with a baby. The 
woman, who already has three children of her own, was 
arraigned on charges of second-degree attempted kidnap-
ping, initiating a false police report, second-degree disor-
derly conduct, and second-degree criminal mischief.

LARCENY/THEFT

‘Personal’ Spyware Infects 
Hospital Computers
AKRON, OH.  A 38-year-old man, who extracted 
patient information from computers at Akron Children’s 
Hospital, will reportedly pay $33,000 to the hospital for 
damages and faces a maximum of five years in prison. The 
man allegedly meant to install the spyware on the per-
sonal computer of a woman he had a relationship with, 
in order to see what she was doing on her computer, but 
she opened the spyware on a computer in the hospital’s 
pediatric cardiac surgery department. For nine days the 
spyware sent more than 1,000 screen captures of details of 
medical procedures, diagnostic notes, and other confidential 
information relating to 62 patients to the accused, as well 
as e-mail and financial records of four hospital employees. 
The head of an anti-virus company was quoted as faulting 
the hospital’s IT staff for allowing someone to download 
spyware from Yahoo mail and install it on their systems. 
“That points to a security failing at that hospital, but then 
they aren’t that different from 99 percent of companies 

continued on next page



directions

International Association for Healthcare Security & Safety 17

IAHSS

Volume 22, Number 4

out there,” he said.  Many companies block workers from 
accessing personal Web sites such as Yahoo or Facebook, 
he reported.

Hospital and ER Doctor Sued 
In ‘Rolex Theft’ Case
SAN FRANCISCO, CA.  A lawsuit filed against an 
emergency room doctor at St. Joseph’s Medical Center 
alleges that the doctor abandoned his attempts to resus-
citate a patient in order to get the deceased man’s Rolex 
watch.  The suit, which was filed by the victim’s adult 
children, alleges that the doctor “formed the intent” to 
take the watch while treating the man, and after he went 
into cardiac arrest, the doctor, who was responsible for 
resuscitating the patient, abandoned his efforts to treat 
the man and left him to die so he could claim his Rolex 
watch. According to the complaint, the nursing staff assist-
ing the doctor noticed the watch was gone and noticed 
a wristwatch-shape in the doctor’s pocket. The suit also 
claims that hospital security cameras caught the doctor, 
who was walking from the operating room to the park-
ing lot, toss a small object into the grass where security 
personnel later recovered the watch.  The civil lawsuit 
charges Dr. Cleveland Enmon, St. Joseph’s Medical Center, 
and hospital owners Catholic Healthcare West for wrongful 
death, conspiracy, negligent hiring, and supervision. The law-
suit also claims St. Joseph’s Medical Center tried to cover 
up the emergency room doctor’s crime after he was fired. 
Dr. Enmon was also reportedly indicted by a San Joaquin 
County grand jury last month for grand theft stemming 
from the death of the patient. 

Police: Theft Of ‘Low Value’ Hospital  
Equipment Totaled Over $500,000
DUBUQUE, IA. A theft of medical equipment, which 
could exceed $500,000, has reportedly been recently 
discovered at Mercy Medical Center, according to press 
reports.  Staff member recently discovered the theft which 
was believed to have been going on since 2006. The stolen 
items include medical equipment, such as IV pumps, lights, 
and monitors, as well as maintenance equipment like valves, 
pumps, alarms, and thermostats.  According to a police 
official, sometimes these thefts go unnoticed because they 
involve lower-valued items stolen over a long period of 
time. A suspect, who is reportedly known to the hospital, 
has been identified but no arrests have been made. 

FORENSIC PATIENTS

Forensic Patient Found Guilty For  
Murder of Security Officer Ruby
COLUMBIA, MO.  Jeffrey Bolden, the forensic patient 
whose kick to the back of the head of veteran security offi-
cer Monte Ruby of  Cox North Hospital resulted in Ruby’s 
death, has been found guilty of second-degree murder and 
second-degree assault. Ruby, who collapsed and went into 
a coma, died a few days later from an injured brain stem. 
Bolden’s attorneys claimed he was justified in kicking Ruby 
because Ruby had been choking him as he lay on a gurney.  
Bolden faces a prison sentence of 10 to 30 years with pos-
sibility of parole for the murder conviction, and a sentence 
of five to 15 years for the assault conviction.

Prisoner Patient Uses  Bed Sheets To 
Escape From Locked Room
GALVESTON, TX.  Joshua Duane Barnes, a 21-year-
old forensic patient, who was being held in a locked spe-
cialized offender unit at University of Texas Medical Branch, 
reportedly escaped from his room using bed sheets to rap-
pel seven stories. According to published reports, Barnes, 
who is serving a 35-year-sentence for multiple burglaries 
and aggravated assault, made it to the ground by descend-
ing to a series of rooftops and then jumping. This was said 
to be his third escape from custody. 

ER Nurse Handcuffed For Refusing To 
Draw Blood From ‘Drunk’ Suspect
CHICAGO, IL. An emergency room nurse at Advocate 
Illinois Masonic Center has filed a lawsuit against the 
Chicago police officer who allegedly handcuffed her for 
refusing to draw blood from a suspected drunk driver. 
According to published reports, the officer arrested a 
female driver who was involved in a fatal accident, and 
asked the emergency room nurse to draw her blood so 
her blood-alcohol level could be determined.  The nurse, 
who said she could not take the blood until the driver was 
admitted to the hospital, was handcuffed and taken to the 
officer’s squad car where she sat in the back seat for about 
45 minutes. She filed a lawsuit claiming her rights were vio-
lated.

continued on next page
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Sex Offender Escapes From Hospital
PHOENIX, AZ.  State officials are reviewing security 
procedures after a 40-year-old man, who was transferred 
to Arizona State Hospital after completing a 10-year prison 
sentence, reportedly was able to climb or jump over two 
16-foot razor wire fences and escape, according to press 
reports. . According to the interim director of the Arizona 
Department of Health Services, the former prisoner, as a 
convicted sex offender, can still be detained at the state 
hospital if he is considered a threat to society.

Prisoner Patient Armed With Needle 
Shot And Killed By Police
PONTIAC, MI.  A 32-year-old accused shoplifter 
brought to Mount Clemens Regional Medical Center with 
an undisclosed medical complaint, was shot and killed 
when he reportedly tried to attack police with a hypo-
dermic needle.  After the shooting, the hospital went into 
lockdown mode and patients and visitors in the 288-bed 
hospital were told to close the doors of their rooms.  
According to published reports, the prisoner reportedly 
jumped off the gurney and ran from the officers, first hiding 
in a closet, and then running through the hall. He picked up 
a needle and went towards the deputy, who drew his gun 
and ordered the prisoner to drop the needle. The prisoner 
apparently continued to come forward despite the warn-
ings and the deputy fired one shot  which struck the man 
in the chest. He was rushed into surgery where doctors 
unsuccessfully tried to revive him. 

Inmate Shot At Hospital After 
Threatening Deputy With Knife
WAUKESHA, WI.  A Waukesha County Jail inmate, 
shot after he reportedly attacked a sheriff ’s deputy at 
Waukesha Memorial Hospital, was reported awake and 
alert after having been unconscious since he was wounded 
three weeks earlier.   Steven P. Lettenberger, 44, had been 
in a medically induced coma after he was rushed into 
surgery after being shot in chest by a deputy who was 
guarding him. According to court records, the prisoner 
had been freed from restraints to go to the bathroom and 
after returning, reached behind his bed, pulled out a knife, 
and threatened the deputy,  approaching within three feet 
of him. Lettenberger had been  charged with bail jumping, 

being armed with a firearm while intoxicated, and carry-
ing a concealed weapon.  His attack was said to follow his 
being informed that he had been cleared to return to jail. 

Criminally Insane Patient Escapes 
During Hospital Outing
SPOKANE, WA.  A 47-year-old patient, who had been 
undergoing treatment at Eastern State Hospital, has been 
found three days later after slipping away from a group of 
mental patients at the Spokane County Fair.  According to 
published reports, the man, who was found insane in the 
brutal murder of a woman in 1987, was at the Eastern-
sponsored outing for mental patients. State authorities have 
reportedly come under criticism for allowing a violent killer 
out on a field trip and then waiting two hours to report his 
disappearance to law enforcement. 

SECURITY OFFICER ACTIONS

Patient Subdued After Shooting At 
Hospital Security Officers
NANAIMO, BRITISH COLUMBIA.  A 33-year-old 
psychiatric patient at Nanaimo Regional General Hospital, 
who became irritated when he was told he could not leave 
the psychiatric unit, pulled out a replica 9mm pellet gun 
and reportedly began shooting at hospital security officers. 
According to published reports, no one is sure how the 
patient obtained the pellet gun. The gun was secured and 
the patient was controlled by security officers and put into 
a room. A spokeswoman for the Vancouver Island Health 
Authority stated that there is a zero tolerance for work-
place violence, including violence from patients or clients 
towards staff. No charges have been filed at this time.

Hospital Reacts Quickly To Man 
Carrying Bomb Into Hospital Lobby
JERSEY CITY, NJ.  A 29-year-old man was taken into 
custody after he entered the lobby of Jersey City Medical 
Center at 3:45 p.m. and threatened to blow up the hospital 
with a bomb contained in the package he was carrying. 
According to published reports, the lobby was evacuated 
and the man was arrested without incident. The package, 
which was x-rayed and contained some sort of fuel, wires, 
and wax, was taken outside and detonated. According to 
a police spokesman, the package had some elements that 
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caused concern so it was neutralized through control deto-
nation. A hospital spokesman was quoted as saying that, 
besides evacuating the lobby, emergency room patients 
were diverted to other medical facilities and the hospital 
was sealed off to visitors. It is not clear why the man made 
these alleged threats. He is being charged with causing 
false public alarm, terrorist threats, and could reportedly be 
charged with terrorism.

Security Officer Admits To 
Sexually Assaulting Employee 
EASTON, PA.  A former security officer at Easton 
Hospital has admitted to sexually assaulting a female hos-
pital employee multiple times in 2007. The man, who does 
not have a prior criminal record, pleaded guilty to indecent 
assault in exchange for a felony charge to be withdrawn, 
and faces a maximum of one year in prison. 

Investigate Claim Of Excessive Force 
As Cause Of Patient’s Death
HYANNIS, MA.  The State Department of Public 
Health, along with police. are investigating the death of a 
35-year-old man, who died three weeks after an encoun-
ter with Cape Cod Hospital security officers. According to 
published reports, the man went to the hospital to visit his 
wife and began acting irrationally. Taken to the emergency 
room for a psychiatric evaluation, he reportedly fled from 
the ER, and, according to some media reports, was put in a 
chokehold by hospital security, and rendered unconscious.  
He was admitted to the hospital where he was placed 
on life support because of a lack of oxygen in his brain. A 
spokesman for the hospital stated that there was no indica-
tion that a chokehold was ever applied to the man or that 
any excessive force was used during his restraint. Further 
forensic testing is required on the cause of death, the Cape 
and Islands district attorney reported. The autopsy has 
been completed, but the medical examiner’s office has yet 
to determine how he died, the official said.

Security Officer Arrested For 
Having Child Pornography On Home 
Computer
ST. PETERSBURG, FL. A 61-year-old security offi-
cer at All Children’s Hospital has been charged with five 
counts of sexual performance by a child after police found 

child pornography at his home.  According to published 
reports, deputies had been investigating the downloading 
and distribution of child pornography by the man and they 
found five sexually explicit photos or videos on his home 
computer. He was reportedly in the process of download-
ing more when deputies came into his home with a search 
warrant and he was arrested without incident. The man 
was hired by the hospital in 2005, stated a hospital spokes-
woman, and passed all background checks. The hospital 
received no complaints about the man and found no evi-
dence that he acted inappropriately while at the hospital. 
He was placed on unpaid administrative leave while an 
investigation continues.

Man Bites Officer Enforcing
Hospital’s No Smoking Policy
BRISTOL, VA.  A 54-year-old man is reportedly 
accused of biting the hand of a Bristol Regional Medical 
Center security officer who tried to take away his ciga-
rette. According to published reports, the officer warned 
the man when he entered the hospital that smoking was 
not allowed. The man cursed at the officer and then bit his 
hand so hard that it bled when he reached to remove the 
cigarette from the man’s mouth. The man has been indicted 
on a charge of aggravated assault in connection with the 
incident.

PARKING SECURITY

Nurse Stabbed While Walking To Her 
Car In Hospital’s Secured Parking Lot
DAYTON, OH.  A nurse, who was walking to her car 
with a co-worker in a Miami Valley Hospital parking lot 
at 7:50 p.m., was reportedly stabbed in the neck at least 
one time and robbed.  According to published reports, the 
woman tried to run but the attacker knocked her down 
between two vehicles, stabbed her, and took some of her 
property. The other woman hid behind a vehicle and was 
not injured. A police sergeant was quoted as saying that 
the parking lot is very well lit and has a wrought iron fence 
around it that requires a code to open. The hospital has 
security and Dayton police patrol the lot frequently, the 
sergeant stated. The attack is being called brazen. The victim 
was treated for non-life threatening injuries.
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PATIENT/VISITOR VIOLENCE

Patient Attacks, Injures Three Nurses 
With Butter Knife
SYKESVILLE, MD.  A 52-year-old patient at Springfield 
Hospital Center, who attacked several nurses, reportedly 
faces charges of attempted murder, assault, using a danger-
ous weapon with intent to injure, and reckless endanger-
ment.  According to published reports, the patient had 
gone to one of the nurses asking for medicine for a head-
ache and then allegedly attacked the nurse with a butter 
knife in the room where the medicine is kept. She suffered 
a wound on her chest and a bruise on her forearm. The 
man then attacked another nurse outside the medicine 
room. She was stabbed in the neck. Another nurse who 
came to help was reportedly also attacked. The three vic-
tims were able to get into the nurses station, lock the door, 
and activate a security alarm. The man was restrained by 
hospital security until the police arrived.  

Three Visitors Attack Police, Security 
In Drunken Melee
JEANNETTE, PA.  A 74-year-old man, whose wife was 
being treated for excessive alcohol consumption at Excela 
Health, became irate when hospital staff would not let him 
see her.  According to press reports, the man and two of 
his friends, all of whom allegedly were drunk, were asked 
to leave by hospital security. The three reportedly became 
aggressive towards police, who were responding to the 
incident. One man charged police. A woman, who elbowed 
an officer in the ribs, was Tasered. The patient’s husband 
swung at one of the security officers and fought with two 

In Brief cont.
other security officers. All three were taken to a holding 
cell at the Jeannette Police Department and each one had 
a blood-alcohol level above 0.13. They have been charged 
with rioting, aggravated assault, and public drunkenness.

Axe Wielder Smashes Security 
Cameras And Glass in Hospital’s A&E
BEDFORD, UK.  A man, in his forties reportedly used 
an axe to smash security cameras and the security glass 
protecting a reception desk at Bedford Hospital’s accident 
and emergency department. He was arrested on suspicion 
of criminal damage and possession of an offensive weapon. 

On-Site Police To Assist Hospital’s 
Security On ‘Violence Prone’ Holidays
PERTH, AUSTRALIA.  Police will be stationed at 
Royal Perth Hospital on New Year’s Eve and Australia Day 
Skyworks to assist security officers in combating violent and 
abusive drunks who assault doctors and nurses, according 
to the Sunday Times.  The officers will be in addition to 
the hospital’s security team, said Dr. Justin Yeung, Director 
of the hospital’s  Emergency Department, who reported 
that the tendency for violence on certain nights, such as 
New Year’s Eve, Skyworks and public holidays, had led to 
requests for a police presence.  “There’s so much booze 
and stuff going on… the security guys are pushed on those 
nights,’’ Dr Yeung is quoted as saying.  “Our security officers  
can’t move them (troublemakers) on beyond the premises, 
and if they are outside the doors creating havoc, they can’t 
do anything because it’s the City of Perth’s jurisdiction.’’  
Most security officers had been spat at, kicked, punched 
and pepper-sprayed while trying to do their job, he said.  
A Perth police official said at least two uniformed officers 
would man the hospital’s emergency department during 
problem events. 

Safety On Call

1-800-441-9191
www.call24wireless.com
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New Edition Of 
‘Classic’
Available From IAHSS 
At 30% Discount

Through special arrangement with 
the publisher, the new 5th edition 
of Hospital and Healthcare Security 
is available from the IAHSS store 
for $55.95, a discount of 30% off the 
list price.  The new 2009 edition, 
co-authored by Russell L. Colling, a 
founding member and past-president of 
IAHSS, and IAHSS past-president Tony 
W. York, contains some 50 to 60 percent 
new material than the 4th edition which 
was published in 2001, the authors 
report.

According to the publisher, Colling’s 
foundational work, hailed as a classic 
by educators, healthcare executives, 

and security professionals since it was 
first published, has been reorganized 
and rewritten to cover new healthcare 
security topics and issues, particularly 
in licensing, regulatory requirements, 
litigation, and accreditation standards. 

The authors have included a full range 
of corresponding examples, not only 
from the US healthcare system but also 
from national healthcare systems in UK 
and Canada. The 700-page hardcover 
text also expands Colling’s coverage of 
legal and operational issues. Also new 
to this edition is a quick-start section 
for hospital administrators who need 
an overview of security issues and best 
practices.

Members can purchase the book from 
IAHSS online by credit card, check, or 
purchase order. Log in at www.iahss.org 
and go to IAHSS Store-Products.
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Managing and training for the evacuation of disabled and 
special-needs patients in hospitals and nursing homes 
has taken on a new urgency since the 9/11 and Katrina.  
The shortcomings demonstrated in those disasters and 
in other incidents have spurred investigations and the 
acceptance of new approaches reviewed in this report. 
These include the need for backup power for central 
air conditioning; the use of elevators in fire emergencies; 
replacement of cumbersome chairs and blanket-carrying 
procedures with lightweight, heavy-duty sleds; and the 
virtual recreation of a hospital or nursing home to train 
employees in evacuation techniques. 

LAWRENCE AND MEMORIAL:  FACING 
A REAL EMERGENCY, NOT A TEST

In what became something of a textbook primer on 
evacuation complications, administrators at 280-bed 
Lawrence and Memorial Hospital, New London, CT, 
found their emergency preparedness plans sorely tested 
when a fire engulfed all three of the hospital’s electri-
cal transformers. The August blaze, which started in one 
transformer and quickly spread to the others – which 
sat side by side in the same room – knocked out electri-
cal power, and a backup generator proved insufficient in 
restoring full electricity.  The hospital was not completely 
back on line until 48 hours later.  

Disabled and special-needs patients were given prior-
ity evacuation to areas of the hospital that were not 
affected by the thick black smoke emitted by the trans-
formers.  Patients in vulnerable areas of the hospital 
who were immobile or had other special needs where 
wheeled to safe areas by gurney and wheelchair.  Ron 
Kersey, Emergency Planning Coordinator at Lawrence and 
Memorial, says patients were moved from five inpatient 
units into several outpatient areas, including the emer-
gency room.  “An awful lot had limited or no mobility,” he 
reports.  

The smoke spread quickly from its source, but emer-
gency responders were able to contain it by closing fire 
doors that kept it out of main patient areas.   The Aug. 
11 fire burned from about 10 a.m. to 1 p.m. as firefight-
ers struggled to contain it because of its intensity and its 

SPECIAL REPORT
New Trends in Evacuation Planning

For Disabled and Special-Needs Patients

electrical nature and because it took the utility company 
a considerable amount of time to disconnect power to 
the transformer vaults. No injuries or deaths resulted 
from the blaze, but Kersey says that the timing of the fire 
– in the heat of mid-summer – exposed patient vulner-
ability to the sudden loss of air-conditioning.  Public-health 
officials brought in mobile air-conditioning units, but cen-
tral air was not restored throughout the hospital until the 
next day. 

Review Of Emergency Response Finds 
Room For Improvement 
A review of the emergency response to the fire found 
room for improvement in certain areas, Kersey adds.
– The lack of an immediate backup power supply for cen-
tral air-conditioning.  “It was a 90-degree-plus day outside 
with 100 percent humidity and our chillers were not on 
emergency power,” Kersey notes, adding that the hospital 
has set aside a weekend later this year to implement a 
switchover that is cumbersome and expensive but that 
will correct the problem.  “This isn’t a situation that’s 
unique to hospitals, but the first lesson that should be 
learned here for any hospital is that if your chiller plant is 
not on emergency power, you might want to start look-
ing at that.” 
– A lack of clarity among hospital staff on where exactly 
to take patients during an evacuation and where evacu-
ated employees should gather if they were required to 
leave the building. “Not everyone had a clear guess as to 
where they were supposed to take patients … and one 
big lesson that we learned was that you need an account-
ability area outside the facility so that you can have every-
one in one location when you want to get them back 
into the facility as needed.”   The hospital is now updating 
and clarifying its evacuation protocols.
– Command center confusion.  “We realize we need to 
command better from our incident command center … 
things like how people know what their job is and how 
to communicate with other hospitals, which were poised 
to help and weren’t getting the word from us.”

continued on next page
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Kersey notes that a hospital’s electrical supply is its life-
blood:  “We weren’t a community hospital for about 48 
hours.”  

A MORE ROBUST ADVOCACY FOR 
EVACUATION OF THE DISABLED 

Disaster often proves the catalyst for emergency pre-
paredness, notes Patricia Pound, First Vice Chairperson for 
the National Council on Disability (NCD), and Chairman 
and Executive Director of the Texas Governor’s Committee 
on People with Disabilities. The tragedy that unfolded in the 
wake of Hurricane Katrina in 2005 underscored what can 
happen when emergency preparedness falls short, she says.  
Scores of disabled and special-needs residents and hospi-
tal or nursing care patients in and around New Orleans 
perished in the days after the storm because of evacuation 
failures throughout the area, she claims.

“It opened a lot of eyes,” Pound says, and NCD, long 
active on the issue, stepped up its campaign for better 
emergency preparedness and evacuation after Katrina.  It 
found a public more willing than before to listen to its 
arguments, says Martin Gould, NCD’s director of research.  
“Awareness is spreading,” Gould says, “but there’s still a lot 
to do.”

In August, NCD, an independent federal agency whose 
15 board members are appointed by the president, issued 
a report, Effective Emergency Management:  Making 
Improvements for Communities and People with Disabilities, 
whose genesis was in the response to the terrorist attacks 
of 9/11, but which took on even more weight after Katrina.   
Its intent: “To identify how people with disabilities appear in 
the emergency management paradigm…to find out what 
exists or doesn’t exist on this topic.”

Report: Evacuation Procedures For Disabled 
And Special-Needs Patients Are Typically 

Overlooked
The report found generally that emergency evacua-

tion procedures for disabled and special-needs patients 
– even those in outpatient care – are typically overlooked 
or underemphasized.  “The greatest amount of work has 
been done in the area of disaster preparedness but there’s 
need for more regarding education/training, planning, 
design of warnings, and sheltering services,” the report says.  
“Emergency managers are often not prepared for serving 
people with disabilities due to burdens on minimal staffing; 
people with disabilities often are not prepared for disasters 

due to their challenging life circumstances.” 
Among the report’s more principal assertions:

– “Most emergency-management planning occurs without 
input from disability organizations or people with disabili-
ties.”
 – “More attention needs to be given to the needs of peo-
ple in nursing homes; people who do not drive or do not 
have cars; people who need general or functional-needs 
shelter services.”

A Source of ‘Promising Practices’
The report found what it called “promising practices” as 

well, citing the aggressive education outreach encouraged 
in New Jersey by the Progressive Center for Independent 
Living, which is a member of the New Jersey Special Needs 
Advisory Panel and actively promotes its web site links 
to emergency preparedness and evacuation information 
on its website.  Working with the New Jersey Council on 
Developmental Disabilities, the Center has collaborated 
on a training program for “community disaster liaisons” 
which then spread their knowledge and skills with disabled 
residents and patients and with first responders. The NCD 
says the New Jersey effort “demonstrates that grants that 
require partnerships linked to the grassroots level can have 
beneficial results; involving disability advocates and organi-
zations in outreach efforts is key; and the train-the-trainer 
approach can work with disability populations.”

The NCD report also includes core recommendations.  
Among them:
– “Give priority consideration to people with extraordinary 
health care needs and life-sustaining dependence on 
electrical equipment. Establish systems to register with 
electricity providers.”

– “Involve disability community organizations and state 
offices or agencies in all state efforts regarding natural 
hazards, terrorism, technological or hazardous materials 
concerns, and pandemic planning.”

ELEVATOR EVACUATIONS: A BREAK WITH 
TRADITION

As awareness of the special challenges confronting the 
evacuation of disabled residents and patients grows, so too 
have doubts about certain traditions.  Elevator evacuations, 
long considered taboo, have quietly gained support as 
emergency management professionals see the advantages 
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Southern California Hospitals Launch 
IAHSS Chapter
LOS ANGELES — The Los Angeles area chapter of the International Association for Healthcare Security and Safety 
(IAHSS) has officially re-launched. Protection professionals who work for hospitals in Southern California are invited to 
join the group. 

The regional association held its second meeting Nov. 5 and discussed Web site development, training and how the 
group can work with other healthcare professionals, including nurses and safety managers. Additionally, the following 
members were elected to key positions in the group: 

Chair: Joel D. Wiesner, Director of Security, VCMC/SPH •	

Vice Chair: Kawika Feltman, Director of Security, Antelope Valley Healthcare District •	

Treasurer: Matt Jordan, ParPark & Security Manager, Parsons GSS •	

Training: Don Mazolla •	

Membership: Geoff Daniels, Owner Manageware •	

Liaison: Chris Scott, Assistant Director of Security, Torrance Memorial Medical Center•	
Individuals interested in becoming involved in this association should contact Daniels at geoff@managewaresecurity.
com or Wiesner at joeljwiesner@aol.com.

St. Luke’s Hospital 
Security Obtains 
Program of 
Distinction – 
Level I 
Accreditation
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under certain clearly defined circumstances.  This trend 
is documented in the NCD report, which notes that in 
Washington State a movement is under way to allow 
elevator evacuations.  The report cites a speech by Dave 
Beste, a captain with the Bellevue, WA,  Fire Department, at  
a quarterly meeting of the NCD in Seattle in 2008.

Beste notes that several organizations – by necessity – are 
involved in the movement because elevator safety standards 
are of vital interest to so many otherwise disparate groups, 
including disabled people and their representatives.  Among 
them are the National Institute of Safety and Technology, the 
American Society of Mechanical Engineers, the International 
Code Council, the Government Services Agency, fire-safety 
groups, and the elevator industry. 

As a member of a state task force on the topic,  Beste 
outlines how advocates of allowing elevator evacuations 
have framed their case.  “Elevators would be programmed 
to stop running once a smoke detector sounded; however, 
they would go to the affected floors.  Once there, 
individuals trained to use the elevators would aid people 
with disabilities in evacuating the floors affected by fire. The 
fire department would be able to use all the elevators for 
this purpose or only some of them.  Furthermore, with the 
use of ‘pressurized stairwells,’ air pressure would prevent the 
smoke from leaving the floor and going into the elevator 
or lobby. Finally, audio and video signage would direct 
evacuees from the building in a safe manner.  A two-way 
communication system would be installed in every elevator 
lobby, and a person on any floor could call fire control for 
assistance.”

Elevator Use: Adopted in Washington State; 
Interest Is Growing Nationally
In an interview this fall,  Beste said the project has moved 
forward since 2008 and that Washington State now allows 
elevator evacuations “under certain criteria,” which generally 
include the description above but also require code 
certification and sign-offs by various regulatory agencies.  
It may yet take a few years for the elevator-evacuation 
taboo to be formally reversed nationally, he said.  There is 
considerable momentum already evident as industry groups 
get on board.  After public hearings in 2008, the National 
Institute of Safety and Technology rewrote its evacuation 
codes to allow for elevator use during fire emergencies.

‘PARASLYDES’: A LOW-TECH SOLUTION AT 
A MONTANA HOSPITAL

At seven-story 235-bed St. Patrick Hospital and Health 
Science Center, Missoula, MT, administrators this year opted 
for an evacuation solution marketed by Stryker, Kalamazoo, 
MI,  a global medical technology company. With its purchase 
of Stryker ParaSlydes, the hospital has  invested in a simple 
product that is relatively new to the market but appears to 
be catching on, the manufacturer says.

“Like any other hospital, we had an evacuation plan,” 
says Leanne Vreeland, the hospital’s Director of Safety and 
Emergency Preparedness.  “In years past it was pretty much, 
‘call the fire department and prepare the blankets.’ “ 

Previous protocol, she adds, called for moving immobile 
patients to safety by transporting them with blanket slings 
carried – or dragged –on three points by staff members.  
“But a lot of nurses are women who are smaller in stature,” 
notes Vreeland, and the practicality of such an evacuation 
plan was always questionable.  Several months ago, the 
hospital bought 60 ParaSlydes for about $250 apiece, and 
Vreeland distributed 10 of to each of the hospital’s main 
nursing stations.  It augmented the ParaSlydes at a ratio of 
one to 10 with a larger version, the Baraslyde, for bariatric, 
or obese, patients.
   The slides come with a belay system designed to lower 

them down stairwells, and Vreeland says the idea is for 
floor staff to slide immobile patients to stairwells and then 
to have maintenance and housekeeping workers take 
them down. She says the slides are compact – “they’re 
in a zippered pouch and they fold and unfold like a box,” 
and that they are lightweight and sturdy.  She cites a drill 
done recently by the Missoula Fire Department, where 
firefighters borrowed one of the slides and put it through 
a rigorous workout. “They said the took at least 60 people 
down a stairwell with it – and some of them were big 
people – and it’s still in fine condition.”

Stryker’s marketing material describes the slide as “a 
cost-effective, intuitive emergency sled for evacuating 
non-ambulatory residents or patients from any multi-
floor building using the stairway,” and says it is meant 
to “efficiently speed the evacuation while maintaining 
organized communication and control. Combined with 
Belay, system attendants are able to easily control the 
descent of heavier individuals.”

Nate Walkingshaw, a Stryker Vice President of 
Development, who also invented the ParaSlyde, says 
interest has been strong among hospitals, but that nursing 
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homes have not been as quick to sign up, “and nursing 
homes and skilled-nursing facilities are, candidly, in need of 
it most.”  Walkingshaw, who did much of his development 
research for the ParaSlyde in conjunction with Salt Lake 
City-based Intermountain Healthcare, says also that demand 
is driven in part by a desire to replace heavy and unwieldy 
“evacuation chairs” that are used by some hospitals. 
 
THE VIRTUAL WORLD: AN ALTERNATIVE 
TO TABLE TOP EXERCISES AND ACTUAL 
DRILLS? 

Administrators at Children’s Memorial Hospital, Chicago, 
IL, have turned to an elaborate but easy-to-use computer-
based simulation that recreates a virtual model of the 
hospital as a way to train staff in emergency management 
and evacuation standards. 

 Built on the web-based Second Life platform, a three-
dimensional virtual world that is popular with games 
enthusiasts, hospital employees create avatars through 
which they play their emergency-response roles. “It has 
proven to be a very effective way to train staff,” says Mary 
M. Crulcich, the Hospital’s Manager Of Environmental Safety 
and Emergency Management. “It’s extremely engaging and 
users are able to practice their decision-making in as real a 
life setting as possible without the risks.  Our virtual world 
hospital can be replicated over and over and over again 
without any additional cost.”  Crulcich  points out that the 
exercise “is not a game – it’s a learning tool, and we also see 
it as an innovative way to learn – we’ve found that by acting 
our scenarios in the virtual world we get a more engaged 
type of employees.” 

 The Second Life project at Children’s Memorial is built 
around a detailed rendition of the hospital that is based 
on its original blueprints and recent photographs, and was 
designed by Centrix, a local firm.  Its depiction includes 
exterior features down to sidewalk details and interior 
ones that show doors, workstations, room parameters 
and corridor minutiae.  “It’s so realistic, it’s amazing. Streets 
outside are exactly like they look like in the real world. You 
turn down a hallway,  there’s a door there in the virtual 
world just like the real world.”

Much of the funding for the project came from the 
Department of Homeland Security and the city of Chicago, 
where the Department of Public Health maintains a paral-
lel presence through its own Second Life portal.  One of 
the big selling points for the Second Life project was in 
its replacement of table-top exercise, which Crulcich says 

directions
IAHSS

Volume 22, Number 4

Special Report continued aren’t as engaging.   A virtual drill is also a practical alterna-
tive to physical world drills, too, which can be disruptive 
and costly.

Crulcich reports that skeptics argued that the computer-
simulated drills would be too hard to learn and that older 
employees would be especially resistant to such techniques.  
Both doubts were quickly dispelled.  “I get this question all 
the time, people saying this will only would work with staff 
in their ‘20s, but that’s not true.  It works with all ages.  We 
gave them absolutely no advance training, brought them 
into the lab, gave them a 45-minute orientation, taught 
them how to move their avatar and within 45 minutes they 
were all able to pick it up.”

Nurses, security officers and administrator have taken 
part in the group drills on Second Life, which allow for off-
site real-time observation by managers.  Crulcish says her 
suggestion for hospitals considering Second Life drills is to 
find a reputable vendor to create an accurate virtual model 
of a facility and then to partner with community groups 
that may already have a Second Life presence, including 
local universities, police and fire departments.

FOR FURTHER INFORMATION, CONTACT:
Ron Kersey, Emergency Planning Coordinator, Lawrence 
and Memorial Hospital, 365 Montauk Avenue,
New London, CT 06320. Ph: 860/442-071; 
Email: rkersy@lmhosp.org
Patricia Pound, First Chairperson, the National Council 
on Disabilities, National Council on Disability, 1331 F Street, 
NW, Suite 850 Washington, DC 20004. Ph: 202/272-2004 
Email: dpound@austin.rr.com
Martin Gould, Director of Research, the National 
Council on Disabilities, National Council on Disability, 1331 
F Street, NW, Suite 850 Washington, DC 20004 
Ph: 202/272-2004 Email: MGould@ncd.gov
Dave Beste, Bellevue Fire Department, 766 Bellevue 
Way SE Bellevue, WA 98004-6654. Ph: 425/452-6892 
Leanne Vreeland, Director of Safety And Emergency 
Preparedness, St. Patrick Hospital and Health Science 
Center, 500 West Broadway Missoula, Montana 59802. 
Ph: 406/543-7271
Nate Walkingshaw, Senior Manager, Stryker, 2825 
Airview Boulevard, Kalamazoo, MI 49002. 
Ph: 269/385-2600. Email: nate.walkingshaw@stryker.com
Mary M. Crulcich, Manager of Environmental Safety 
and Emergency Management, Children’s Memorial Hospital, 
2300 Children’s, Chicago, IL 60614-3363. Ph: 773/880-4000. 
Email: MCrulcich@childrensmemorial.org
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The new command center at St. Joseph Mercy Hospital, 
Ypailanti, MI, has grown to 21 by 20 feet, with workstations for 
three security officers. A separate temperature-controlled and alarmed 
7-foot by 21-foot equipment room houses the CPUs, servers and 
switches with redundant power supplies that act as the backbone of 
the system.

New Command Center 
Is At the Heart Of 
Hospital’s $600,000 
Security Upgrade

St. Joseph Mercy Hospital, a 537-bed teaching facility in 
Ypsilanti, MI, recently completed a two-year, $600,000 plus 
upgrade to its security system, including a new command 
center that allows personnel to view 128 live camera feeds 
on a video wall.  “We wanted to move into this century,” 
explains Terry Donahue, Security Director, who has been 
with St. Joseph Mercy for five years.

Previously, he says, a 7-foot by 14-foot command center 
held a hodge-podge of equipment, ranging from VHS 
recorders, DVRs and old monitors of varying sizes that 
provided views from fewer than a dozen cameras. Less 
than 50 percent of the video from the hospital’s cameras 
was coming into the command center, adds Jerry Albrecht, 
Engineering Manager for D/A Central, an Oak Park, MI, 
security system integrator that worked with the hospital on 
the project. Currently the hospital can receive feeds from 
200 analog cameras using digital encoders, says Albrecht. 
When a seven-story tower is completed at the hospital, 
the camera capacity will rise to 280.

The system, he says, was created with “upward flexibility,” 
so there is no limit on the number of cameras that can be 
added over time.”

“One of the big benefits,” says Albrecht, “is as they add 
cameras, the cost of the video is less than before.” And 
less cable is needed because of the use of edge encoders.”  
From its previous tiny space, which was demolished as 
part of a hospital remodeling project, Donahue says 
the command center has grown to 21 by 20 feet, with 
workstations for three security officers. A separate 
temperature-controlled and alarmed 7-foot by 21-foot 
equipment room houses the CPUs, servers and switches 
with redundant power supplies that act as the backbone of 
the system.

GROUPING MULTIPLE VIEWS BY AREA FOR 
EASIER SCANNING

Before the project got under way, Albrecht says he 
worked with Donahue and a team of people at St. Joseph 
Mercy to determine the specific needs and concerns 

regarding workflow and operations.  “We sat with them and 
had discussions,” says Albrecht. “They wanted to see all the 
video, easily manage the system and have more video storage 
capability.”  With more than 100 cameras on view at one 
time, Donahue says it was important to group the views by 
area, so a single dispatcher can easily scan multiple sections of 
the building. The system is designed, he says, so each shift can 
have its preferred setup on the big screen.  The video wall is 
also software configured, says Albrecht, so information can be 
stored and retrieved by location, date, time of day and type of 
incident.

Under the new setup, video is stored six times longer than 
before, says Albrecht. “They had the camera coverage, but 
the recording quality was so low, it wasn’t very usable.”  By 
putting encoders at the edge of the system, he says, they 
have improved signal quality, increasing resolution by four 
times, while reducing compression.  Previously a person in 
the parking lot was barely recognizable as such, says Albrecht. 
Under the new system officers manning the monitors are able 
to read the numbers on a license plate.
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REDUCING CASHIER VOIDS AND 
INVESTIGATING A SEXUAL ASSAULT 
CLAIM

Another feature that has already proved useful, says 
Donahue, is the link between the video system and point 
of sale.  Cameras focused on the cash registers in the 
cafeteria and snack bar can be triggered when certain 
actions happen at POS, such as ringing a void. Since the 
new system has been in place, Donahue says the number 
of voids – sometimes used by employees to give free 
goods to their friends – has dropped considerably.

Donahue says he has also used recorded video to 
successfully investigate a sexual assault claim. “We were 
able to look back at the data from the cameras and track 
the area the victim said she was in,” he says. By using 
video in hallways above and below the stairway where the 
alleged assault occurred, Donahue was able to disprove 
the claim.  The video system is also linked with the access 
control system used by employees, notes Albrecht, who 
use mag stripe cards for door access throughout the 
building.

CHPA Online!
It’s now available – the CHPA certification 

exam is online.
Now you can take the exam at your convenience! 

You now have options!
A proctor is necessary to use the online option.

FOR FURTHER INFORMATION, CONTACT:
Terry Donahue, Security Director, St. Joseph Mercy 
Hospital, 5301 McAuley Drive, Ypsilanti, MI 48197. 
Ph: 734/712-3344.
Jerry Albrecht, Engineering Manager, D/A Central, 
13155 Cloverdale, Oak Park, MI 48237. Ph: 248/399-
0600. Fax: 248/399-3636. Email: jerry.albrecht@dacentral.
com
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The death of a woman who was 
critically burned on the operat-
ing table at Heartland Regional 
Medical Center, Marion, IL, this past 
September, brings the seriousness of 
surgical fires into the spotlight just 
as ECRI Institute, unveils its latest 
recommendations on mitigating such 
accidents.

In the incident at Heartland 
Regional, 65-year-old Janice McCall 
was severely burned during an 
accidental flash fire in the operat-
ing room.  She died six days later at 
Vanderbilt University Medical Center, 
Nashville, TN.

Following the fire, and after the 
Centers for Medicare & Medicaid Services (CMS) threat-
ened to end the hospital’s participation in the Medicare 
program, Heartland hired ECRI to review hospital policies 
and procedures on surgical fire prevention. The hospital also 
announced it was conducting mandatory training for all hos-
pital personnel, including physicians, who worked in the sur-
gical department or in areas that supported surgical service.

ELEMENTS OF AN ON-SITE 
ECRI OPERATING ROOM FIRE 
INVESTIGATION

Mark Bruley, Vice President for Accident and Forensic 
Investigation at ECRI, says while he couldn’t discuss specifics 
of the Heartland case, he notes that recommendations that 
come out of specific investigations are typically applicable to 
all hospitals.  During an on-site investigation, Bruley says he 
meets with the surgical team to review the incident, exam-
ines the burned materials to determine ignition sources and 
tries to sort out the precursors of the fire to help the hos-
pital better understand prevention methods.

A combination of flammable surgical preps and drapes, 
oxygen and an ignition source, such as an electrosurgery or 
laser-based tool, can combine to start a surgical fire. Under 
its latest recommendations, outlined in the October 2009 
issue of Health Devices, ECRI calls for eliminating the tra-
ditional practice of open delivery of 100 percent oxygen 
during sedation. Instead, it recommends that the airway 
be secured if increased oxygen concentration is necessary.   
Fires in oxygen-rich environments, says Bruley, burn hotter 

and spread more quickly.
After an on-site investigation, 

Bruley talks with surgical and 
other staff on the policies and 
procedures in place. He also 
often recommends hospitals do 
follow-up grand rounds lectures 
for staff on the broader issue of 
surgical fire prevention. Surgical 
fires, says Bruley, occur in about 
550 to 600 operations each 
year.

INVOLVEMENT OF 
SECURITY STAFF, FIRE 
DEPARTMENT

For security staff members, the focus is often on how 
they get involved with training and prevention, the use of 
fire extinguishers and fire blankets, and their interface with 
local fire departments.  Bruley says many fire departments 
want an alarm pulled no matter what.  Others, in concert 
with hospital staff and security, expect to be notified after 
the event, but may not necessarily respond.  That is because 
the vast majority of operating room fires are quickly extin-
guished on site and rarely spread beyond the operating 
room, says Bruley. At Heartland, he says, the agreement 
was made that personnel will pull the fire alarm if a surgical 
fire occurs, but before the fire department responds with 
equipment and engages public services, they’ll speak with 
appropriate hospital personnel about the nature of the fire 
and then make a decision on how to respond.

Bruley says he encourages such dialogues between the 
hospital and the fire department so public services aren’t 
deployed unnecessarily, or diverted from other critical situ-
ations. On the use of fire extinguishers, Bruley says the first 
response in a fire should be to remove the burning item 
from the patient.  Then staff can go after the object, such as 
a smoldering drape, with a CO2 fire extinguisher.  This type 
of extinguisher is recommended over water or chemical 
based units because it leaves no residue and won’t infect a 
patient.

Security departments are also critical in the design and 
execution of fire drills, says Bruley, who has helped con-
duct fire drills following surgical fire seminars at New York 
Presbyterian System hospitals  in New York City. He rec-
ommends conducting an OR drill every year or two, involv-

continued on next page

Death From 
Surgical 

Fire Spurs 
Ongoing Safety 

Concerns



32

directions

International Association for Healthcare Security & Safety

IAHSS

Volume 22, Number 4

ing the surgical team and Security and Safety. A proper drill, 
he says, helps emphasize the validity of the hazard and rein-
forces the collaboration among the parties involved.

Some surgical staffs are also adopting a time out meth-
odology, says Bruley, during which doctors, nurses and anes-
thesiologists take a minute to review the surgical fire risks 
and how each agent would mitigate them. Doctors and 
nurses, for example, can address the ignition source risk as 
well as the potential issues caused by preparation agents 
and drapes, while the anesthesiologist can address the con-
trol of oxygen.  Bruley notes just four percent of surgical 
fires are alcohol based, with the majority ignited by oxygen.

Bruley likens the progress made on surgical fire preven-
tion to that of wrong site surgery. It took nine years, he 
says, for the final wrong site surgery recommendations to 
come into place. With the buy-in by the anesthesiologists 
and other groups, “finally surgical fires are coming to the 
fore,” he notes.

BELLINO: HOSPITALS MUST IMPROVE 
AND SHARE PRACTICES

Joseph Bellino, Director of Safety, Security and Emergency 
Management, Hanover Hospital, Hanover, PA, and President 
of IAHSS, says his mission to eliminate surgical fires began 
four or five years ago. After the hospital’s director of surgi-
cal services attended a program on surgical fires, Bellino 
says his own interest was piqued, “and  together we 
embarked on an effort to push information and train-
ing.”  Surgical fires aren’t a new phenomenon, says Bellino, 
but discussion about them is. “In the past, hospitals didn’t 
want to talk about these types of events because of litiga-
tion fears.”  But, Bellino says, “the more we can share and 
improve practices, the better off we’ll all be.”

At Hanover, Bellino brings in the fire department to sim-
ulate incidents for surgical and security and safety staff. They 
learn techniques in extinguishing surgical fires and how to 

communicate with the local fire department. 
Likewise, he says his hospital follows ECRI recommen-

dations with one exception: He does keep a fire blanket 
in the operating room.  Bruley advises against using fire 
blankets because they can create problems for patients 
and potentially spread a fire.  But Bellino says he views fire 
blankets as a secondary tool, such as for shielding person-
nel trying to escape the fire. With proper training, he says, 
it can serve a purpose. The OR is also equipped with CO2 
fire extinguishers.

In the event of a surgical fire, Bellino says he has a direct 
link with the fire department, and the security department 
runs the incident command center.  If an incident were to 
occur, a joint investigation involving risk management, the 
surgical team and safety and security would take place, he 
says, “and we probably would call on ECRI.”

Although surgical fires have a low probability of occur-
ring, the risk of injury is high. That is why Bellino says it’s 
important to get the word out. “We’ve been a front-runner 
on this issue for a while,” he says, “but there are still a lot of 
people who don’t know about it.”

FOR FURTHER INFORMATION, CONTACT:
Mark Bruley, Vice President for Accidents and Forensic 
Investigations, ECRI Institute, 5200 Butler Pike, 
Plymouth Meeting, PA 19462. Phone: 610/825-6000. 
E-Mail: mbruley@ecri.org  
ECRI offers downloadable posters at https://www.ecri.
org/Documents/Surgical_Fire_Poster(2009).pdf  and 
https://www.ecri.org/Documents/Emergency_Procedure_
Extinguishing_a_Surgical_Fire.pdf   
Joseph Bellino, Director of Safety, Security and 
Emergency Management, Hanover Hospital, 300 Highland 
Ave., Hanover, PA 17331.  Phone: 717/633-3535. 
E-Mail: bellinoj@hanoverhospital.org 
See Bellino’s article on Operating Room Fire Safety in the 
Journal of Healthcare Protection Management, Volume: 23, 
No. 1, page 115.

2010 AGM
May 2-5, 2010    Kingston Plantation, Myrtle Beach SC
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Have you ordered 
your copy?

Risk 
Assessment 
Toolkit

This Risk Assessment Toolkit and guide has sample 
forms to help you with the task of assessing risk 
within your facility.

$49.95 available 
on CD only Quantity  

Subtotal 
Shipping/handling 
9% of order 
7.75% tax (IL only)

Total 

IAHSS Risk 
Assessment 
Toolkit CD

Remit to: 
IAHSS 
P.O. Box 530 
Glendale Heights, IL 60139 

Ship to: (Please print clearly) 

Name

Title

Facility

Address

City/Province

State

Zip/Postal Code

Telephone

E-mail

888-353-0990 
Fax 630-529-4139 
ww.iahss.org
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Order Today!
Basic Training Manual for Healthcare 
Security Officers – Canadian Version
ISBN #978-0-9742334-7-5
Manual and certification exam available only 
electronically, must be purchased as a package.

Package Pricing
Tier 1 – 1-9 @$110 per package
Tier 2 – 10+ @$99 per package

www.iahss.org

IAHSS Training Briefs

Remit to:
IAHSS
PO Box 5038
Glendale Heights IL 60139    
888-353-0990 
Fax 630-529-4139 
www.iahss.org

Ship to: (Please print clearly)

Name      Title

Facility     Address

City/Province    State              Zip/Postal code

Telephone    Email

$49.95 available on CD only
The IAHSS Trainings Briefs are 10-15 minute training segments for use alone, at 
department staff meetings, or any other presentation you choose. They can also 
be used as refreshers for staff to insure that competency is maintained.

      
Quantity             TotalIAHSS New Training Briefs

Subtotal
Shipping/handling 9% of order

7.75% tax (IL only)
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