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Fellow IAHSS Members, Partners and Friends,

I hope everyone had a great fall season and is preparing for
winter as well as the Holiday season. 

I have been busy continuing to proudly represent IAHSS
and the Healthcare  Security and Safety profession starting with
Australia and throughout the United States and Canada.  My
theme as President this year has been, “to train and develop
your hospital security officers to be “irreplaceable partners”
of the healthcare team”.  In today’s world of budget cuts, it is
critical that Security Directors promote the value and benefit
of having a professionally trained security staff that can effec-
tively navigate the unique and complex world of the hospital

environment.  Security staff should bond and build trust with their community so other
hospital staff will call Hospital Security early and often for assistance.  Security staff
should also partner with Nursing in applying patient restraints to help them reduce on
the job injuries and make Security a valued part of the health care team.

In addition, I have been working very closely with our new Executive Director, Colleen
Kucera, to oversee her transition process into her role as leader of this wonderful or-
ganization.  This is a very exciting time for IAHSS.  You will see some changes over the
next year or two and I believe these changes will lead to substantial membership growth
and service development.

Colleen is currently doing a complete assessment of our Association programs, serv-
ices, finances, etc. but has also found time to firm up next year’s annual conference and
exciting plans for 2016 and is working to make other improvements and Healthcare as-
sociation contacts.  Please read her first Directions letter as Executive Director of IAHSS. 

In August, the IAHSS Executive Board hosted a Volunteer Leadership meeting for all
of the chairs and vice chairs of the various councils and regions to enhance communi-
cation, collaboration and succession planning.  A lot of outstanding work is being done
by these folks to benefit IAHSS members.    

I was also very pleased to see more members step up and run for the open Executive
Board positions this year!  I want to thank all of them for stepping out of their comfort
zone and “throwing their hat in the ring!”  Congratulations to Jeff Young, President-Elect,
Ben Scaglione, Vice President/Secretary and Tim Williams, Member-At-Large.  For those
who did not get elected this time--please don’t give up trying and run again next year.
Please continue to get involved in helping further our chosen profession.  We can never
have too many volunteers! (continued on page 2)

Marilyn Hollier, 
CHPA, CPP
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Executive Director’s Letter
Greetings IAHSS members!

I’m delighted to begin my
journey as the Executive
Director for IAHSS and
IHSSF, which started about
eight weeks ago (as I’m
writing this).  The role of
Healthcare Security, Safety
and Emergency Manage-
ment has been a topic of
paramount importance in
this time with Ebola con-

cerns and security threats at several healthcare institutions.
I’ve seen many members of IAHSS step up to share best prac-
tices and ideas for addressing these concerns with member
colleagues, healthcare professionals and the general public.  That
is the beauty of a professional association--when it enables
members to help their fellow members and to advance the
profession.  

I do not have a background in healthcare or security, but
rather my background is in association management and busi-
ness consulting.  While I plan to learn a great deal about health-
care security and safety in the years to come, I will primarily
leave that expertise up to all of you.  My job is going to be mak-
ing the association the best catalyst that it can be for all of you.  

I want the IAHSS to help all of you excel in and advance in
your careers.  There are countless numbers of ideas and
projects that can be implemented to make this happen.  I will
work with the board to determine the priorities so that
we can continually grow and improve the organization year
after year.

Some of my initial priorities include revamping our online
presence, including our website; making improvements to the
experience of our Annual Conference & Exhibition (which will
be in St Louis on May 3-6, 2015, so mark your calendars!), build-
ing and strengthening relationships with other complementary
organizations like the ENA (Emergency Nurses Association),
ASHE (American Society for Healthcare Engineering), and ASIS 
International among several others; and further strengthening
the financial position of the association and foundation so that
we can continue to invest in new opportunities for the benefit
of our members.  

When people ask me why I accepted this job, the answer is
easy--because these organizations have solid foundations and
also an amazing amount of potential for growth.  IAHSS and
IHSSF have fantastically dedicated volunteers who have worked
over many years to create a wealth of information including a
set of guidelines for the industry, training programs and certi-
fications, and many other resources that are invaluable to any-
one entering or advancing in this profession.    The volunteers
have also run countless numbers of events and educational ses-
sions, and they’ve handled a good portion of the day to day
business of this organization. 

I hope I will have the pleasure of meeting many of you over
the next year at various events and site visits to allow me to
learn your ideas and better understand your needs.  IAHSS is
your organization, created by your ideas, your expertise,
your volunteerism and your leadership.  IAHSS and IHSSF need
your continued commitment and support to help raise the
profile of this important profession and to provide the re-
sources each of you need to perform the best at your job.  I
look forward to working with you on this journey to build
upon the legacy of both organizations and to benefit healthcare
security and safety professionals for years, and generations,
to come.  

Colleen Kucera
Executive Director

Letter from the President (continued):

I have spent much of my term as President keeping the As-
sociation running, while also searching for our new Executive
Director, as well as representing IAHSS at conferences and
doing 21 media interview requests.  I could not have done all
of this if not for the support and assistance from my amazing
fellow board members, volunteer leaders, councils/commis-
sion and my wonderful leadership team at the University of
Michigan Division of Public Safety and Hospital Security.  It
truly takes a “team” approach and effort to be successful!  I
cannot thank them enough for all their support during this
challenging but very rewarding year. 

Stay safe and enjoy the Holiday season!

Warmest Regards, 

Marilyn Hollier, CPP, CHPA
President 2014 Executive Board of Directors
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PATTY MELNYKOVICH
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Welcome New Members

New CHPA’s

THOMAS V. CAREY
BEVERLY CHANDLER

ALLEN HOLM
WILLIAM B. PAYNE

ADAM RUTHERFORD
BILLY WAITE
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Rick Nelson Wins 

WSCPA Lifetime 

Achievement Award 

The Washington State Crime Prevention Association
(WSPCA) at a joint Crime Prevention and Safety Summit
Meeting with the IAHSS Washington State Chapter in Oc-
tober, has presented its Lifetime Achievement Award to Rick
Nelson, MPA, CHPA-L, CPP, Safety and Security Manager,
Seattle Cancer Care Alliance, Seattle, WA. The WSPCA is
dedicated to helping communities and law enforcement 

agencies in the State of Washington to prevent crime. Its
members are Washington law enforcement agencies and
their employees, together with former law enforcement
personnel, as well as volunteer members associated with
recognized crime prevention programs in communities
throughout the state.

Nelson is a Life Member and Certified HealthcarePro-
tection Administrator--Lifetime, of IAHSS. During his 37
years of IAHSS Membership, he has served at the Board, Re-
gion and Chapter leadership levels. He was awarded the In-
ternational Healthcare Safety and Security Foundation Philip
A. Gaffney Faculty Chair in 2008. 

A decorated veteran of the Vietnam War, Nelson was
cited for a half-century of service to the community, includ-
ing consulting on curriculum for numerous WSPCA events
and instructing at several WSPCA courses. While security
director at Virginia Mason Medical Center, his department
received the WSPCA Non-Law Enforcement Program of the

Year in 1993. He served on the Washington State Attorney
General private security and public safety task force, and li-
aised with the police on a regular basis. One of the major
accomplishments over the years was a major reduction in
misdialed 911 calls.

Commenting on the award, Jim Sawyer, Director, Security
Services, Seattle Children's Hospital, said, “Rick deserves this
honor for about 37 different reasons. He has been a founder
and architect for healthcare care security in the state of
Washington and the entire region. Throughout his career,
Rick has always  been available to teach, assist, support, and
mentor. This award is just a small thanks for all he has done
for so many.”

Virginia Chapter Elects 

New Officers At Meeting

Ebola actions, CHPA, AGM, member goals and accom-
plishments and discussions on best practices were discussed
at a meeting of the IAHSS Virginia Chapter held at Sentara
Williamsburg Hospital at which officer elections were held.
Officers in the photo (l to r) are: Regional Chair IAHSS Re-
gion 2: Bill Navejar, Director Business Development, Met-
ropolitan Healthcare Services; Chapter Vice Chair/Vice
President Elect:  Michael Beshada,  Safety, Security and Emer-
gency Planning Director, C JW  Medical Center Richmond,
VA; Chapter Chair/ President Elect:  Michael Robertson, Se-
curity Manager, Sentara Obici Hospital Suffolk, VA;  Chapter
President/Past President Elect: Patrick Lewis, Security Man-
ager, Chesapeake Regional Medical Center Norfolk VA;
Treasurer Elect:  Timothy Quist, VP Healthcare Operations,
Virginia ODS Security, Alexandria, VA; Chapter Secretary
Elect:  Faron Ocheltree, Security Manager, Augusta Health
ODS Security, Fishersville, VA.

Rick Nelson honored 
with prestigious crime 
prevention award
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An Interview With:

Justin Harnum, CHPA, On

Lessons To Be Learned From

His Recent Study Of Gun

Discharge Events In 

Hospitals

Justin Harnum, CHPA, is the Manager of Security,
Safety, and Emergency Management at the United Hospi-
tal System in Southeast
Wisconsin. He is a mem-
ber of ASIS and IAHSS,
and serves on the IAHSS
Education Council. At
United, he oversees secu-
rity operations for Secu-
rity and Visitor Services
Departments as well as
the Valet and Parking pro-
gram. He acts as Safety Officer and Emergency Prepared-
ness Department Head and is responsible for educating
2,500 staff in Verbal Defense and Influence Program and
Hands-on Safety Training. A 2004 graduate of Marquette
University with a BA in Criminology and Law Studies, he
is also a member of the Board of Directors of the Wis-
consin Hospital Emergency Preparedness Program which 
serves as a liaison between the Wisconsin and Illinois hos-

pital preparedness programs with a focus on improving 
communications systems across state lines in order to
link the Metro-Milwaukee and Chicagoland areas. 

Harnum’s a research study on gun violence in hospital
settings provides new data on such events for the years
2011 to 2013, and also provides new information on
where such events are likely to occur and the motivation
behind healthcare shooting incidents. His findings were
published in an article, “Hospital Gun Discharge Events
2011-2013,” in the IAHSS Journal of Healthcare Protec-
tion Management (Volume 30, Number 2).

In this interview, he reviews how his findings can be
used by security managers and other managers and staff
to prevent, if possible, the kinds of shootings most likely
to occur in a healthcare setting.

Q. In September 2010, a 50-year-old son of a surgical

patient at Johns Hopkins Hospital shot and wounded

the surgeon and then killed the patient, his mother,

and himself. This incident resulted in widespread na-

tional media and Internet coverage and raised ques-

tions regarding shootings in hospitals. In 2012 a team

of emergency physicians from Johns Hopkins pub-

lished the results of a study of US hospital-based

shootings for an 11-year period beginning in the year

2000 and reported there were 154 such incidents or

about one a month. You continued this research for

the years 2011 through 2013 and reported 47 inci-

dents, a slightly higher average. Were there any dif-

ferences in the kind of results found in your survey

with theirs?

Comparison of Results
Johns Hopkins Study: Harnum Study:

G. Kelen, etc. Hospital-Based Justin Harnum, CHPA.

Shootings In The United States Hospital Gun Discharge

2000-2010. Events 2011-2013.

Number of Incidents 154 47

Persons Killed or Injured 235 58

Incidents By Location

Emergency Department 29% 23%

Inpatient Unit 19% 30%

Other Inside Location 11% 15%

Parking Areas 23% 21%

Other Outside Setting 18% 11%
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A. They were pretty consistent. The one thing we had
was a larger percentage of events in inpatient units, more
than even the emergency department.

Q. In 2014, so far, just by Googling and not doing the

depth of research that you did, we are reporting 18

shooting incidents in hospitals, a higher rate than re-

ported by you or the Johns Hopkins researchers for

prior years. Is that a trend?

A. We have to recognize that, yes, it is increasing, but
at the same time we have to look at the motivation and
why is it increasing. Are we seeing individuals walking into
a facility and opening fire? No, we’re seeing those who
have a vendetta versus someone, whoever that someone
might be, and sometimes other people get shot. The
worst incident so far in a healthcare facility casualty-wise
was at the Lakeland Nursing Home in North Carolina
where nine people were killed--eight patients and one
nurse. But the shooter was looking for his wife who was
hidden in the locked Alzheimer’s Unit. His motivation was
to shoot an individual, but he wound up taking other peo-
ple out.

Q. A major conclusion of the Johns Hopkins study

was that there was no need for metal detectors or

armed security. Do you concur based on your study’s

findings? 

A. We do not have them at United and I worked at a
level one trauma center in Milwaukee and they didn’t
have them, either. Metal detectors are a sore spot. It’s a
perception issue. Metal detectors have their place, but
each system has to figure out what’s feasible for them. 

You have to look into if you have the manpower and what
do you do if you actually do have a weapon? Legally, what
can you do if the owner carries a permit? What are the
laws relating to it? Are you giving it to law enforcement?
Plus which entrances? If a hospital has 15 entrances--what
do you do? 

Q. You conclude in your study that the great majority

of the shootings in healthcare facilities were not ran-

dom shootings but targeted shootings, which could

be used as an argument against arming security offi-

cers. But in two incidents, hospitals reacted by hiring

more armed officers. In one, where a shooter came

in the front door and began shooting at people in-

discriminately, the hospital system announced they

would station armed guards at the front doors of all

their hospitals. In another, where a security officer

was shot and wounded outside the parking area, the

hospital announced it was hiring 20 more security of-

ficers.

A. You hit on something that is critically important for
security professionals to be aware of. Without knowing
the details of the campus layout and the politics that went
into those decisions, this sounds like knee-jerk reactions,
and you can’t have knee-jerk reactions. Prior to those
events, the security professionals should have engaged in
a comprehensive risk assessment of their buildings and
pressed for what they actually needed at each location.
What happens if someone comes tomorrow and shoots
the armed guard? Or do we have a screening process that
everyone has to go through. In the incident where they
added 20 more officers the director may be happy he got 

Police 13 27.66%

Domestic 7 14.89%

Murder-Suicide (+ Attempted) 6 12.77%

Other 5 10.64%

Suicide 4 8.51%

Workplace Violence 4 8.51%

Mercy 3 6.38%

Negative Care Event 3 6.38%

Accidental Discharge 2 4.26%

Incidents By Motivation

47 100.00%
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more staff, but that may not be the answer to mitigating
such situations. It may be a problem with environmental
design or something you can do by just standing someone
there and letting people know that  “we’re here. You are
not going to be able to roam free.” 

Q. In your study, you find that more shooting events

occur in a nursing unit. Some one-third occured on

an inpatient floor or an inpatient room compared to

23% in the emergency department. Can anything be

done in those areas to prevent a shooting? 

A. Those are less security-focused areas. Once the pa-
tient gets to the floor the hospital wants to have a sup-
portive atmosphere and you don’t want to have a security
focus. That’s perfectly reasonable, but those who are
looking to do harm also recognize that and for someone
who wants to commit a murder/suicide or kill a loved
one in a sympathy kill, it’s a matter of  “well, I’ve been here
for three days and they know me. The only difference is
I’ll walk in on the fourth day and execute my plan.” 

In my opinion the key to prevention is you have to be
cognizant of what your patient or family members are
doing. Staff should be aware of such things as a change in
mood. In the Johns Hopkins shooting the loved one didn’t
like the diagnosis that his mother had received, so he re-
acted negatively. We have to be more aware of how the
family reacts when a wife or patient deteriorates over a
couple of days. If it takes a bad turn, that may involve so-
cial services or taking that extra step to show we do
care.

Q. Is this part of the training that you give staff?

A. You have to take a holistic approach. Right now we
have an active shooter module and we have a workplace
violence module. They are different. In one we talk about
domestic abuse, domestic signs, how that transfers onto
the nursing floors, and what to look for both from a staff
perspective and a patient perspective. Then we have the
active shooter module which is the actual act and how
to respond to that.

Q. In your list of motivations behind hospital shoot-

ing incidents, you list domestic violence. Although

that has been the reason for shootings in other ven-

ues, it is particularly applicable to healthcare where

80% to 90% of employees are women who usually are

the victims while the shooters are usually men. What

can be done to possibly prevent such an incident and

save an employee’s life?

A. For domestic violence and relationships between
employees that go sour, you have to have a clearly defined
and open line of communications with what I will call the
threat assessment people--whether it be human re-
sources, your department manager, or your security de-
partment. Employees have to feel empowered and able
to report these types of situations whether it be some-
thing minor or something serious. They have to be able
to feel that they can report that confidentially and that it
will stay confidential, that they can feels safe and not have
to worry about everything else out of work. When
they’re here, they can focus on what they do. The employ-
ees have to feel that someone will listen. 

Q. Another motivation for shooting that is prevalent

in other venues as well as healthcare is the fired em-

ployee. The CEO of a hospital in Louisiana, for ex-

ample, was murdered at his home last Christmas by

a fired employee, who also shot his wife. What can

be done to defuse such anger?

A. That is a tough one. Hospitals do not have a uniform
way of disciplining or terminating an employee. You have
to be cognizant that throughout the process you’re mak-
ing sure that the person you are dealing with is acting sta-
ble. In our system we make sure that every step of the
way we show that employee the light, so to speak, that
it’s not working for you and maybe you should move on
your own. You have to have an active engagement with
your Human Resources people, your support staff, your
employee health department--whatever you have.  You
can’t be arbitrary and put it on the back of a single man-
ager. You have to have a systems approach.

As far as training or working with high officials in case
someone comes looking for them? I think it’s a great idea.
The greatest difficulty you have as a security professional
is convincing that individual that it’s a good idea. Some-
times the executives think they are invisible. If they are
not visible CEOs, “well they don’t know who I am,” or if
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they are visible, “he wouldn’t do that because I talked with
him.” When we look at training and education from a se-
curity perspective, whether you’re a CEO or a house-
keeper, the information we provide should be designed
for everyone.

Q. What seems to be unique to healthcare is anger

at doctors or nurses, murder/suicide in a room or just

people coming to the hospital to commit suicide.

A. First, anger at treatment by doctors and nurses. The
security professional needs to take the next step and re-
ally engage the physician. There are times he or she may
have to terminate a patient because of their activity or
threats. I had a doctor who came to me one time explain-
ing that a patient had said to him ‘I better get the results
I want or I’ll turn to Smith and Wesson.’ “What should I
do?” The first question I asked was, “how do you feel? Do
you think he will?”  That’s not normal language. If you do
think he will, you might have to terminate that patient or
find the avenue to report to security. Mostly it comes
down to educating doctors, and nurses, too, that it’s not
ok to be threatened while you are doing the job. That’s
very difficult for many physicians. They are so used to hav-
ing everyone come to them for those answers, orders
and prescriptions, etc. They sometimes get into a routine
where they are not thinking it’s ok not to be called a dirty
name today. You have to get them involved just like you
would an executive.

As for people who walk in to a hospital restroom and
shoot themselves, I don’t know why they go to a hospital.
That may be their last cry for help. Going in to a public
building where people are supposed to help and hope
someone will say something before they perform the act.
If you can, you have to encourage those folks to get help
and make sure the individual isn’t highly depressed and
that they are not apt to kill themselves or others. You
have to show that next level of compassion that “there
are resources for you and we can help.”

Q. One fifth of shooting events take place in parking

areas, you report. Many shootings are related to

criminal acts like people breaking into cars, but there

have been shootings of employees in domestic situa-

tions and a doctor by a patient as he went to his car.

Can such incidents be avoided?  

A. The one thing I’ve noticed which is interesting is
that in security we’re used to giving people escorts and
walking them to their cars, but the response we get many
times is “we didn’t want to bother you.” That’s what we’re
here for. They should be encouraged to call for that es-
cort. In the worst case situation we have a two-way radio.
We can get help if something’s not right. If we see a group
of individuals hiding behind the doctor’s car, we can say,
“let’s not go over there.” It’s really weird that people
don’t want to ask for an escort.

Q. In your list of motivations for shootings in hospi-

tals, the highest number, 28%, involve a law enforce-

ment officer shooting a perpetrator within the

hospital environment. Why is this so?

A. Many law enforcement officers escorting a forensic
patient to a hospital for treatment, drugs or alcohol, or
mental health testing, need to be more aware that a pa-
tient may see this as an opportunity to escape and they
might have to use or protect their weapons. This is not
an indictment of law enforcement officers. I speak to
many law enforcement officers and ask them what train-
ing they receive in using their weapons in a hospital, and
they say they don’t get any or they don’t think about it.
Those who come here regularly do realize they are bring-
ing a weapon into a dangerous situation.  

Q. Are there ways to anticipate actions by behavioral

patients?

A. Most security departments are stretched, but you
have to train your officers to engage those behavioral pa-
tients in conversation. The conversation can take many
avenues because that individual may not be functioning,
but at least you can see a motivation or if not there are
tendencies--like hearing voices. Here we have the Na-
tional Alliance of Mental Illness (NAMI) and they put on
programs about behavioral health issues in coordination
with the local police department. We are in the process
of training our staff to recognize those signs and being
able to address a person with behavioral health issues, so
we can see what wavelength they are working on.
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Q. So far hospitals have not had the kind of mass ca-

sualties from shootings that have occurred in other

venues. Based on your research, can this continue?

A. The important thing we have to recognize in the
security industry is that weapons are going to be here.
It’s unfortunate, but they are and we have to make sure
we are the ones leading that education for staff and
everyone that comes in contact with our community. We
have to tell them that it’s ok. Yes, it’s a dangerous thing,
but there are some very specific things we have to watch
out for. People are not afraid to come here to shoot their
wife, but so far they haven’t come in to shoot up the place
like the movie theatre in Colorado. It doesn’t mean we
can’t have it tomorrow, but at the same time if we take
the right steps, and we typically can as security profes-
sionals, we can usually set up pretty good systems to pre-
vent that. That means not getting into a panic saying we
are going to add 45 armed guards and 35 metal detectors
or subject everyone to a pat down or strip search. That
doesn’t make sense. Every hospital is different and you
have to be smart. You have to come up with an appropri-
ate assessment and with the assistance of associations
like IAHSS and its Educational Council, we can. 

FOR FURTHER INFORMATION, CONTACT:  

Justin N. Harnum, CHPA, Manager--Security, Safety and
Emergency Management, United Hospital System, 6308
8th Avenue, Kenosha, WI 53143.  Phone: 262-656-3517.
E-mail: justin.harnum@uhsi.org

See the article Hospital Gun Discharge Events, 2011-
2013 in the Journal of Healthcare Protection Manage-
ment, Vol. 30, No.2, pages 35-46.

The article Hospital-Based Shootings in the United
States: 2000 to 2011 by Kelen, G., Catlett, C., Kubit, J., &
Hsieh, Y. (2012) is published in the Annals of Emergency
Medicine, 60(6), pages 790-798.

See the IAHSS Guideline 08-09 Active Shooter

Research Studies In US 

And Australia On Violence 

In Hospitals Report Similar

Results

Recent studies of violence toward hospital employees,
especially nurses, in the US and Australia, reveal a similar
concern about the nature and frequency of such violence
and the need in Australia, as expressed by nurses, of more
and better trained security personnel.

US Nurses Study: Nurses, Mental Health Professionals,
Security Staff Most At Risk

In an online article in the August 4, 2014, issue of the
Journal of Advanced Nursing, six researchers reported
on their study of electronic reports of patient-to-
employee violence during a one-year period in a Mid-
western hospital system that includes a pediatric hospital,
a rehabilitation hospital and five specialty hospitals.  The
system has 15,000 employees, two of the hospitals are
located in the suburbs and five are in cities. 

Among hospital workers, the study reported, nurses,
mental health professionals and security staff are most at
risk. A total of 214 incidents of patient violence were en-
tered over the year, with 90% involving physical violence
directed toward employees. Nurses reported about 40
percent of the incidents. Some 16 %were reported by se-
curity staff and 14% by patient care associates.  Incidents
happened at all seven hospitals, “ranging from eight at a
suburban specialty hospital to 64 at an inner city acute
care hospital,” the authors said.

Three Reasons Why Patients Resort To Violence

A closer look at the reports, according to the authors,
revealed three main behavioral reasons for patients re-
sorting to violence.

1. The first category of patient behavior, they found,
was cognitive impairment (such as dementia or intoxica-
tion) and times when patients were demanding to leave. 
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2. The second category of behavior took place when
workers were in close proximity to patients, such as using
needles and otherwise causing discomfort, or physically
moving patients from one place to another.

3. The third category, characterized as situational
events, involved transitions such as admission or dis-
charge, use of restraints, redirecting patients back to their
beds or hospital rooms and intervening with a violent pa-
tient.

Judith Arnetz, a researcher with the Wayne State Uni-
versity School of Medicine in Detroit and leading author
of the study, said the findings showed the need for edu-
cating staff to be aware of the risk situations. Another key
finding from the study of incident reports was that health-
care workers were often taken by surprise by the patient
outbursts.  “It may be that staff are missing signals, or they
need to be educated so that they know that these things
could happen.” 

Leading Australian Newspaper Attacks 
Failure To Improve Hospital Security

In Australia, The Age, a leading daily newspaper, pub-
lished in Melbourne, chided the government for failing to
follow through on promises to improve hospital security
made initially before the 2010 election.“Since then, the
Baillieu and Napthine governments have said and done a
lot about curbing violence on the streets, but there is
scant evidence they have done much to prevent violence
against hospital personnel.” 

In an editorial, the newspaper said that “hospital staff
are the crisis managers, the front-line carers for people
in all kinds of chaos and despair. With the use of crystal
methamphetamine rising rapidly across the community,
hospitals (and ambulance employees) are dealing every
day with instances of aggressive and dangerously unpre-
dictable people. As well, an increasing number of people
with mental health issues are presenting directly to emer-
gency departments instead of local services.

“Nurses and doctors are duty-bound to demonstrate
the utmost care and courage in dealing with people on
the edge, yet they are regularly threatened with knives,
chairs, syringes or fists. There were more than 100 code-
black (response to serious threat to person) incidents at
11 Melbourne hospitals in 2012-13 and almost 14,000

other incidents of aggressive or threatening behaviour.
The Auditor-General has suggested the number of        
aggressive or violent incidents in hospitals may be hugely
under-reported, in part because the system of reporting
is cumbersome and finicky.

“In the government's view, the safety of medical staff
is a matter for the employer, the hospital administration.
In our view, that is a weak and craven response. The gov-
ernment can and should lead from the front by setting
clear and coherent minimum standards for security in
hospitals, imposing deadlines for hospitals to improve
workplace safety, and devise a regime of appropriately
structured, less onerous incident reporting systems. It
must force hospitals to make substantive improvements
to security to ensure staff, patients and visitors are safe.”

Nurses Association Issues Plan 
To Enforce Minimum Security Standards

Citing the newspaper’s editorial, the Australian Nurs-
ing and Midwifery Federation assistant state secretary
Paul Gilbert said nurses were at the front line of violence
in hospitals and wanted commitments from political par-
ties to address it. Gilbert said the 10-point plan followed
reports of increasing violence in hospitals, with over-
crowding in emergency departments and drug-affected
patients playing a major role.

Health workers are often reluctant to speak publicly
about violent attacks because they can be disciplined for
breaching hospital media policies, he said, reporting that
recent Monash University study of 5,000 nurses found
nearly 70 per cent of them had experienced violence or
aggression in the past year.

Gilbert said the current approach of leaving individual
hospitals to manage occupational violence had failed and
political leaders needed to take action to prevent daily
attacks on staff in hospitals. The union's 10-point plan calls
for the government to enforce minimum security stan-
dards in hospitals including trained security staff, cameras
and duress alarms and searching personal belongings. It
says aggressive patients should be flagged in hospitals so
preventive measures can be employed; standard "code
grey" security responses to aggression mandated for hos-
pitals across the state; and hospitals renovated to im-
prove safety.
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Two Employees Die In 
Murder/Suicide At 
Hospital Pharmacy

HOUSTON, TX. In a murder/suicide, a 58-year-old
pharmacy technician at Ben Taub General Hospital shot
and killed a 42-year-old pharmacist as she was working
in a glassed-in area in the hospital’s outpatient phar-
macy. He then turned the gun on himself, according to
police reports. The incident occurred on a Wednesday
at 2:15 in the afternoon. Although the investigation was
continuing, HPD homicide detectives suspected the
man had made recent romantic overtures to the
woman. A few pharmacy employees, possibly seven,
were also in the building when the two were shot. Cus-
tomers were in the area, but no one else was wounded.
The pharmacy was not in the main part of the hospital.
It is in an attached building, accessible through a walk-
way, according to press reports. George V. Masi, presi-
dent and CEO of the Harris Health System, issued a
statement on behalf of the hospital, which said, in part:
"An active shooter incident in the Ben Taub Outpatient
Pharmacy resulted in what appears to have been a mur-
der/ suicide...The Ben Taub campus is now safe and se-
cure, and the hospital and clinics are open. The
outpatient pharmacy remains closed until further no-
tice.”

Forensic Patient Wounds Deputy;
Kills Self With Deputy’s Gun

WEST UNION, IA. A sheriff ’s deputy was wounded
and a forensic prisoner killed in a Saturday morning
shooting at Palmer Lutheran Health Center, according
to a Fayette County Sheriff ’s Office news release. The
incident took place when the deputy removed hand-
cuffs from one hand of a jail inmate at the hospital for
treatment. The inmate attacked the deputy and grabbed
the deputy’s gun, demanding to be released. The deputy
deployed a non-lethal device at the inmate, who then
shot the deputy, according to the release. The inmate

then fatally shot himself. The release said the deputy 

was wearing a bullet proof vest, but was treated and re-
leased for a gunshot wound to his abdomen.

Employee Killed In Hospital 
Parking Lot In Domestic Dispute; 
Shooter Commits Suicide

LANSING, MI. In what police called a domestic dispute,
a female employee of McLaren Greater Lansing hospi-
tal, 43, was shot by a 44-year-old man in the back park-
ing lot of the hospital. He then killed himself, according
to media reports. The incident occurred at 7 a.m. A
spokesman for McLaren Greater Lansing said the hospi-
tal was briefly locked down after the shooting was re-
ported, but that no patients were in jeopardy and no
patients had to be relocated.

Visitor of Family Member 
Dies From Self-Inflicted 
Gunshot Wound

PHOENIX, AZ. A person identified only as a visitor of a
family member at St. Joseph's Hospital and Medical
Center died from a self-inflicted gunshot wound ac-
cording local media reports. The hospital did not re-
lease the victim’s name, age, gender and hometown or
details about the shooting itself. Hospital officials said
that the area was quickly secured and no patients or
staff were injured, and that the Phoenix Police Depart-
ment's crisis team and the hospital’s chaplains were
meeting with patients and staff. The hospital reported it
had a no firearms policy and this was the first shooting
incident in the its nearly 120-year history.

California Bill Requires 
Hospitals To increase Efforts 
To Prevent Workplace Violence

SACRAMENTO, CA. Governor Jerry Brown of Califor-
nia has signed a bill that will require hospitals to in-
crease their efforts to prevent workplace violence. The
bill, known as SB 1299, also requires hospitals to docu-

continued on next page 
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ment and report incidents of violence to Cal/OSHA.
“At a time when we have seen far too many disturbing
incidents of violence in California health facilities, this
legislation will go a long way to assuring a safe and heal-
ing environment for patients, families, visitors, and RNs
and other hospital staff,” said California Nurses Associ-
ation Co-President Deborah Burger, RN. Burger also
noted that rather than simply imposing additional
penalties on perpetrators of violence, the focus of the
bill is prevention through proper staff training and miti-
gation factors that can stop violence before it occurs.
“This bill says all hospitals must have a zero tolerance
policy for lax standards that put anyone in a hospital
setting at potential risk, will set uniform standards that
put safety as a top priority, and makes it clear that safer
standards is a top responsibility for every hospital in
California.” 

Patient Wielding Metal Pipe
Injures Four Nurses In Sudden
Attack; Dies In Police Custody

MAPLEWOOD, MN.  In an early Sunday morning inci-
dent, a 68-year-old man, hospitalized four days earlier
for a stomach condition, attacked four nurses with a
three-foot metal bar in a violent rampage at St. John's
Hospital, then died after a struggle with police, accord-
ing to local media reports. The metal bar he was wield-
ing is used to attach hospital equipment to a hospital
bed. One of the injured nurses reportedly suffered a
collapsed lung, one a broken wrist and two had cuts
and bruises. The entire attack took a minute, hospital
officials said. It was captured on hospital surveillance
cameras and a video was released by police to the
media and received wide national coverage. Police re-
sponding to the attack found the patient three blocks
away. Officers attempted to subdue the man with a
Taser, but eventually had to physically restrain him. Dur-
ing the struggle, the man became unresponsive, and
crews attempted CPR at the scene. He was later
brought back to the hospital where he was pronounced
dead. The hospital, which is part of HealthEast Care

System, released the following statement: "The safety
and well-being of our employees, patients and families
of St. John's Hospital are our top priority. HealthEast
employees have been notified of the potential release of
this video footage and we have met with individuals di-
rectly affected by this event to ensure they are aware
and fully supported. Those employees have asked that
their privacy be respected." 

Behavioral Patient Injures Four 
Security Officers In ER Rampage

READING, PA. A 19-year-old man being committed for
a mental evaluation at St. Joseph's Medical Center has
been charged with simple assault, aggravated assault, ha-
rassment, criminal mischief and terroristic threats, ac-
cording to police reports. He allegedly fought being
placed in a restraint due to his mental state and out of
control behavior, kicking three security staff members
in the chest, and head-butting a fourth. Before and while
he was restrained, he damaged hospital property: broke
a chair in the ER waiting room by throwing it and
smashing it on the ground; damaged the wall by banging

continued on next page 
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A still from a video shows the patient in the nurses' station swinging
the metal bar he used to injure four nurses. A nursing staffer is seen

jumping away at left. 
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the chair against the wall; bit a hole in a hospital room
mattress, and broke a Taser when he kicked a security
officer in the holster holding the device. Police said he
threatened to shoot and stab all the staff and police and
told his mother he was going to kill her for signing him
in for the mental evaluation.

Patient Who Fought With Police 
Attacks Hospital Security Officer
During Treatment For Injury

ROCK HILL, SC. Police, who took a 23-year-old man 
to Piedmont Medical Center for a medical evaluation
after he suffered a cut lip during a fight with officers
when they found him walking in the middle of a high-
way exit ramp, were called back to the hospital after he
assaulted a security officer who tried to stop him from
leaving the ER. According to local media reports, the
man reportedly threw the security officer to the
ground and began to fight with him. Other hospital per-
sonnel pulled him away and restrained him to his hospi-
tal bed. The officer suffered cuts to his face and an arm
during the altercation. After being discharged from the
hospital, police charged then man with an additional
count of third-degree assault and battery.

Visitor Attacks Nurse, Security 
Officer, After Patient Asks For 
Help In Getting Him To Leave

FLAGSTAFF, AZ. A 30-year-old man has been arrested
and charged with aggravated assault of a health care

professional, threatening or intimidating, disorderly con-
duct and trespassing after assaulting staff members at
Flagstaff Medical Center.  According to police reports,
officers were called to the hospital at 2 a.m. on a Sun-
day. A nurse told police she had called security because
the female patient the man was visiting did not want
him there. The suspect cursed at the security officer
and threatened to shoot her when she tried to escort
him into the hospital elevator. He then kicked the nurse
and scratched a lab assistant who attempted to help
break up the fight. The security officer then handcuffed
the suspect until police arrived.

‘PCP’ Patient Tasered After 
Assaulting Security Officers and 
Threatening Staff and Patients

UPLAND, PA. A 35-year-old man, allegedly under the in-
fluence of PCP, has been arrested for aggravated assault
and related offenses after injuring two security officers
when he became combative during treatment in the ER
of Crozer-Chester Medical Center. The patient also al-
legedly spat at the security officers and nursing staff, as
well as subjecting other patients in the ER to his cursing
and what an affidavit described as “obscene behavior.”
Police, according to local media reports, were re-
quested by Crozer security to assist in escorting the
patient off the property as he was being discharged. As
officers began to remove restraints, which had been put
on by hospital personnel, he became combative again
and police used a Taser to gain control “for the safety of

In Brief cont.

continued on next page 
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the nursing staff, as well as the rest of the patients in
the emergency room,” the affidavit stated. 

Patient Erupts In ED; 
Punches Nursing Assistant, 
Security Officer, Wall

IOWA CITY, IA. According to complaints filed by the
University of Iowa Department of Public Safety, a 24-
year-old man, an Emergency Department patient at the
University of Iowa Hospitals and Clinics, attacked a
nursing assistant,
striking the victim
two to three
times in the head,
and then punched
a security officer
in the face three
times and head
butted him in the
face twice. The in-
cident occurred
at 9:30 a.m.  The
patient also
punched a hole in
the wall in the
ED, according to
police who jailed
him on serious
misdemeanors for
assault on per-
sons in certain occupations, assault causing bodily injury
and fourth degree criminal mischief.

Patient Resisting Psychological 
Evaluation Bites Security Officer; 
Attacks Ambulance Personnel

GLOUCESTER, MA. A 20-year old man brought to Ad-
dison Gilbert Hospital for a psychological evaluation
began assaulting hospital staff and security when he was
told about the evaluation, according to local media 

reports. Police, who helped move him onto a hospital
bed and restrain him, said a hospital security officer ac-
cused the patient of biting both of his hands, breaking
the skin on one. He is also accused of assault and bat-
tery of ambulance personnel.

Patient Charged With Assault By 
Strangulation After Attacking 
Officer Called To Help Him

BAY CITY, MI. A 30-year-old behavioral patient at
McLaren Bay Re-
gion Hospital was
charged with sin-
gle counts of as-
sault by
strangulation, a
10-year felony, and
aggravated assault
after allegedly at-
tacking a hospital
security officer
and choking him.
According to local
media reports, an
attending nurse
told police two se-
curity officers
were requested to
help in getting the
patient to take his

meds. When one of the officers approached the seated
patient to walk him to a quiet room, he quickly rose,
punched the officer in the face, and put him in a choke-
hold. The other officer, along with a maintenance man,
and an emergency room nurse separated him from the
officer and were grappling with the patient when police
arrived. Police officers placed him in handcuffs and
moved him from the building to a patrol vehicle. 

In Brief cont.

continued on page 33  
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Consider us your 
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nerve center.
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Failure to contain Ebola outbreaks in three African
countries--Liberia, Sierra Leone and Guinea--has led to
over 6,000 deaths in those countries as of December 1,
according to the World Health Organization, including
329 infected health care workers.  There have also been
four reported cases in this country. Of the four, three in-
cluded clinical caregivers, who survived; the fourth person
died. Although the number of cases originating in the US
is low, the readiness or lack of readiness of US hospitals
and the CDC to deal with a pandemic such as Ebola has
received widespread and continuous coverage in the
media. As a result, many hospitals, especially larger ones,
have announced they are taking steps to enhance their
capabilities to deal with infectious diseases. 

Besides the actual cases of Ebola, it was reported that
since July over 100 hospitals here have tested for Ebola
individuals from the three African countries who came
to their emergency rooms with flu-like symptoms. Among
them are the Royal Alexandra Hospital, Edmonton, Al-
berta; Seton Hospital, Austin, TX; Duke University Hos-
pital, Durham, NC; and Mt. Sinai Hospital, New York City. 

An Associated Press review of readiness at hospitals
and other components of the emergency medical net-
work found that “the U.S. health care apparatus is so un-
prepared and short on resources to deal with the deadly
Ebola virus that even small clusters of cases could over-
whelm parts of the system.” Experts broadly agree, the
review found, that a widespread outbreak across the
country is extremely unlikely, but that Ebola is not the
only possible danger that causes concern. Other deadly
infectious diseases--ranging from airborne viruses such
as SARS, to an unforeseen new strain of the flu, to more
exotic plagues like Lassa fever--could crash the health
care system. Among the findings: supplies, training and
funds are all limited. And there are concerns about
whether health care workers would refuse to treat Ebola
victims.

In this report, we’ll present expert findings on the
roles security officers must play as part of a hospital-wide
program to deal with infectious diseases. We’ll get a first-
hand account of the role played by the Security Depart-
ment at Emory University Hospital, Atlanta, GA, where
four infected patients were sent for treatment, as well an
account by the security director of a hospital at the cen-
ter of the 2003 SARS pandemic on the challenges he
faced. Finally, we’ll review different ways a number of hos-
pitals and their security managers are preparing or have
prepared for Ebola and other diseases.

JOHN M. WHITE: THE EXPANDED ROLE 
FOR HOSPITAL SECURITY OFFICERS

John M. White, CHPA, CPP, President/CEO, Protection
Management, LLC, Canton, OH, sees an expanded role
for security officers. “One role the hospital security de-
partment plays in such an emergency is to control access
to the facility and to control visitors’ movements once
they are inside the facility,” says White. “If the Ebola scare
were to progress to the point that a hospital would need
to screen patients, security would be positioned at the
front entrance to help with that screening and, if neces-
sary, to direct patients to a specific area for quarantine.”

Security might also need to wear protective equip-
ment to handle a patient who is resistant to treatment,
White adds. There are often interactions between secu-
rity personnel and the general public, a scenario that be-
comes more complicated if Ebola infection is likely. In
general, security would be tasked with maintaining order
and keeping people where they need to be, freeing up the
medical professionals to do their jobs more efficiently,
says White. 

To prepare for the impact of the Ebola scare, hospitals
have been addressing various training and equipment
needs, and adjusting their disaster/emergency response
plans, White adds. Even smaller hospitals that do not have

SPECIAL REPORT:
Security’s Key Roles In The Ebola Crisis

Keeping Employees, Patients, and Visitors Safe from Ebola and Other 

Deadly Infectious Diseases
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security personnel have other facility personnel who are
trained to serve security roles in an emergency.  

CAROLINE RAMSEY HAMILTON: ‘GO TO 
ADMINISTRATION AND RATTLE THE CAGE’

Caroline Ramsey Hamilton, President of Risk and Se-
curity LLC, Coral Springs, FL, who consults on threat and
risk assessments of hospital security issues, stresses that
security directors and managers are key players in keep-
ing organizations safe, not just for Ebola now, but for fu-
ture outbreaks of infectious diseases. The recent Ebola
scare, however, has served as a wake-up call for hospitals
that were basically unprepared.

“I’m at hospitals every single day, every single week,
she reports. “In the second week of October, I was in a
group of hospitals up in the Northeast and met with
three security people in each one and the first question
I asked was, ‘has anyone here had Ebola training’ The an-
swer was ‘no, not at all.’ I told them: ‘You should go to
your administration and rattle the cage and tell them you
need Ebola training and your officers need it.’ ”

Other non-clinical personnel who might be at risk,
Hamilton says, could be housekeepers, cleaning workers,
ambulance crews, volunteers working at reception desks,
and valet parkers. “Everyone from the valet on has to be
aware of Ebola and what to do about it. There has to be
a system in place.  In fact, when I was in DC, I saw that
one of the hospitals had little pamphlets on Ebola printed
up. They are handed to the drivers and any occupants
when they come into the valet parking area. In that way
the valet doesn’t have to learn a speech or learn a list of
symptoms.”

Working With Management To 
Prevent The Spread Of Ebola 

Among Hamilton’s recommendations are:

1. Security managers should work with management
to establish different pathways for patients in case Ebola
shows up at your hospital. Create procedures in case an
Ebola patients walks into your Emergency Department!

2.  Extra barriers, tents, masks, biological waste con-
tainment, etc. should be purchased early before supplies
are sold out.

3.  Security departments should be prepared to direct
traffic, cordon off specific areas, and designate pathways
for both Ebola-patients and staff and also non-Ebola staff
members. Hamilton stresses that you need physical bar-
riers. “You can’t put a sign up and have people follow it.”

The nature of the Ebola virus itself, Hamilton adds,
where transmission comes from contact with bodily flu-
ids of infected individuals, instead of respiratory trans-
mission like the H1N1 virus, requires a unique and
different configuration of healthcare facilities to try to
contain the spread of the disease. “The method of trans-
mission means that security officers will be integral to
preventing the spread of Ebola, both to the community
and also to the existing patients within the hospital or
clinic.”

THOMAS A. SMITH:  LEARNING 
FROM PREVIOUS OUTBREAKS

In formulating a pandemic plan for dealing with Ebola,
Hamilton recommends “dusting off the plan you probably
had in place for the H1N1 virus in 2009.” Thomas A.
Smith, CHPA, CPP, President, Healthcare Security Con-
sultants Inc., Chapel Hill, NC, says the screening process
for healthcare facilities also may be similar to the SARS
outbreak in 2003. He makes the following suggestions: 

--Training – It is critical to keep front line staff (secu-
rity, local emergency providers, ED, Plant Engineering, En-
vironmental Services, Guest Services) in the loop. Provide
them training conducted by Infection Control staff if pos-
sible. Get them training now and keep it up to date as
new information is available.

--Communication – Ongoing, transparent communi-
cation with the above groups is necessary. If transparent

US Customs police wearing gloves and mask while interviewing
travelers from abroad.
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communication is not a priority front line staff are less
likely to show up for work. Initial training with the ex-
perts and daily briefings will be necessary. Don't let your
staff get their information first from the breathless (panic
inducing) news media or the loudest person in the break
room. Give staff confidence to clear things up with family
and community members that are getting their informa-
tion from the news. Your Public Affairs staff should be all
over this.

--Supplies – Take a look at PPE supplies and secure
them now. Make sure you have adequate supply for your
short and long term needs. Communicate with emer-
gency responders to ensure they are securing their own
supply or they will help themselves to yours if you have
not properly secured them. Don’t hoard, but make sure
your direct reports are covered. Plan now!

--Screening stations and Controlled Access Plans –
Develop access routes, screening station protocols and
staffing plans. What entrances will be open, who will staff
them and what screening protocols will you use? These
should not be overly complex plans. Provide the basics
that can be modified and implemented as necessary. Keep
it simple!

--The Worried Well - You may need to plan for an in-
flux of worried well. Screening stations away from your
main ED may be useful for those community members
that do not have all the symptoms, but insist in seeing a
medical professional. Where can this be done without
compromising critical operations or overwhelming your
parking and other infrastructure?

--Understand the Laws Regarding Quarantine and Iso-
lation and Develop/Update the Local Plan - Authority for
and implementing a quarantine or isolation order is nor-
mally the responsibility of the local health department.
However, the actual enforcement of these two actions
would certainly impact any healthcare facility security/
police staff. The time to have discussions with your local
health department and law enforcement entity is now.
Talk through implementation and enforcement quaran-
tine and isolation orders. The CDC has a very informative
fact sheet on this subject. CDC also has a very interesting
report on Quarantine and Isolation: Lessons Learned
from SARS.

MARTIN GREEN:  WORKING AT GROUND ZERO
OF THE 2003 SARS OUTBREAK

In terms of what hospital security departments need
to know about protecting their facilities from infectious
disease outbreaks, it is important to remember that, un-
fortunately, none of this is new.  In fact, as Martin Green,
CHPA, and Healthcare Market Specialist/Business Devel-
opment for Gardaworld Protective services, puts it, “We
learned all we need to know about infectious disease pre-
paredness from the 2003 SARS epidemic.” It’s not that
we don’t know what to do, he says. “The problem is re-
membering everything we learned.  We have to keep
being reminded.”

At the time of the 2003 SARS crisis in Canada, Green
was Security Manager for Rouge Valley Health System,
which he describes as “Ground Zero for the Canadian
SARS epidemic.” “We were responsible for half a million
people in the district of Scarborough and we handled
over 70 proven cases of SARS and many more suspected
cases, more than any other hospital in North America.”

One of the biggest problems, says Green, is that “when
you deal with these diseases, the landscape keeps chang-
ing and you have to be able to change with it.”  Back in
2003, one of the biggest disadvantages was that “nobody
knew what SARS was.” “Ebola has been around for 40
years,” he says, so there is more information about what
can be expected in dealing with this virus.

‘You Need To Have A Staffing Plan’

One of the points that Green stresses most is the ne-
cessity of having a plan in place.  “You need to have a

Rouge Valley Health System, Toronto, Canada, which treated 70 SARS
patients in 2003
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staffing plan:  what are your manpower requirements?
What are your electronic requirements?  What are you
going to do about extra staff?”  At Rouge Valley Health
System, one of the first things that was done in light of
the SARS crisis was to limit the hospital to two
entrances, one for visitors and staff and the second for
the Emergency Department. “We were originally only
four people in the Security Department, counting me, so
we didn’t have enough staff to monitor the entrances,
and we had to deputize people to help.  We created
supplemental security staff until we were able to do
increased hiring.”  In light of an infectious disease lock-
down, it would be a mistake to think that it will only be
short term.  “We were locked down at Rouge Valley for
four months,” says Green.  “If you are in an extended
lockdown, do you have enough staff to monitor this lock-
down?”  Communication with Administration is para-
mount during a crisis, emphasizes Green.  “When the
SARS crisis was made official, the Ontario government
told us to lock down the hospital.  My Administration
turned to me as soon as the announcement was made
and said, “What do you need?”

Plans that are already in place for ordinary staffing
needs will probably not provide enough of a safety cush-
ion for an infectious disease crisis.  A staffing plan will have
to take into consideration new sources to find the addi-
tional people who might be needed.  “Remember that
everyone in your vicinity will have the same needs, so
your usual sources may not be enough.  Most people will
also need to initiate an internal staffing pool.  In our case,
we borrowed people from other internal jobs until we
could get the additional people we needed.”

Green also emphasizes that it is very easy to under-
estimate manpower requirements during an infectious
disease outbreak.  “If you think you need 10 people in
Hazmat suits, you really need 30,” says Green.  “A person
can only stay about 40 minutes in a suit before they be-
come overheated.  It takes about 10 minutes to put on a
suit and about 10 minutes to take it off.  That means you
are devoting about an hour per person”--just to be cov-
ered for 40 minutes.

‘Train, Train, Train’

Logistics that might seem straightforward on paper

can become quite complicated when actually put into
practice.

Green talks about what they came to call the Rouge
Valley “Presidential Motorcade,” or their system for mov-
ing quarantined patients from the isolation unit else-
where, for example to MRI or Intensive Care.  This is a
larger problem than just choosing the shortest possible
routes and involves assigning staff to accompany patients,
as well as trying to move them during periods of less pa-
tient density.  Of course, says Green, “this all falls through
in the case of an emergency, when someone has to be
moved instantly.”

Shortly after the SARS crisis, Rouge Valley had to deal
with an outbreak of Legionnaires’ Disease. “We had to
go back to the plans we had set in place” during the SARS
crisis.  Even simple things need to be reinforced. “People
need to be reminded to wash their hands and how to put
on protective clothing.” 

Training cannot be stressed enough, says Green.  “I
frequently see people wearing masks improperly.  Hospi-
tals need to make sure training is there as well sufficient
suppliers.”  “We should be doing drills.  We do fire drills,
but we should be doing infectious disease and lockdown
drills too.”  The information is out there, says Green.
“IAHSS guidelines tell you everything you need to know.
Learn from what other people have done--and train, train,
train.”

HOSPITALS WHERE SECURITY OFFICERS 
ARE FIRST RESPONDERS

Recognition of the important role of security is not
limited to security consultants. 

According to media reports, Dr. Tucker Woods, chair-
man of the Department of Emergency Medicine, Care-
Point Health-Christ Hospital, Jersey City, NJ, first went to
the security office at the hospital after coming from a
meeting with top officials at CarePoint Health system
where the Ebola outbreak in West Africa had been the
chief topic. He said he wanted to talk to the security of-
ficers first because they often have first contact with pa-
tients coming into the hospital. He wanted to make them
aware of what to do if someone says they’ve been ex-
posed to Ebola.
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At UPMC Hamot Hospital, Erie, PA, security officers
were described in media reports as the hospital's first
line of defense against the Ebola virus. “Patients who want
to enter Hamot's emergency department are asked to
describe their symptoms at the department's security
station. If they have fever, nausea, headache, diarrhea, mus-
cle pain or weakness, they are then asked if they have
traveled recently. If they have been out of the country
and have symptoms on the (Ebola) checklist, they are es-
corted right to our triage area," said Ferdinando Mirarchi,
D.O., Hamot's director of emergency medicine. "They
don't go to our waiting area."

Stamford Hospital, Stamford, CT, sees first responders
as gatekeepers, who would sound the alarm of a potential
case of the lethal virus. If a patient who has been to West
Africa comes to then emergency room of the hospital,
with fever and aches, they would be detained by security
officers just inside the sliding doors and questioned about
their travel by them about potential exposure to Ebola,
and the severity of their symptoms, according to local
press reports. The questioning by the officers is now the
first line of defense to help the hospital differentiate a
walk-in patient's run-of-the-mill influenza from what

could potentially be a case of Ebola that would warrant
clearing out the emergency department and donning pro-
tective gear to evaluate the patient, the hospital reported.
"You need to triage the patients as far forward as you
possibly can for the safety of other patients and safety of
the staff while at the same time treating these patients,"
infectious disease specialist Dr. Michael Parry said. 

EMORY UNIVERSITY HOSPITAL: 
IN THE EYE OF THE STORM

The good news is that U.S. hospitals are dealing suc-
cessfully with the increased demands of infectious disease
control.  Emory University Hospital has been in the eye
of the storm of the Ebola crisis and was responsible for
the care of four infected patients, including two medical
workers highly visible in the media who returned from
Liberia infected with the Ebola virus, Dr. Kent Brantly and
Nancy Writebol.  All four of Emory’s patients have been
released as cured.

Treatment at Emory took place in a special isolation
unit--only one of five such units in the country--set up in
collaboration with the CDC.  In addition, as described on
the hospital website, “Emory University physicians, nurses,
and staff are highly trained in the specific and unique pro-
tocols and procedures necessary to treat and care for
this type of patient.  For this specially trained staff, these
procedures are practiced on a regular basis throughout
the year so we are fully prepared for this type of situa-
tion.”

Two of Emory’s Security executives, both IAHSS mem-
bers, Timothy A. Williams, CHPA, Director of Public Safety

Dr. Tucker Woods, chairman of the Department of Emergency
Medicine, alerts security officers in their office at CarePoint Christ
Hospital, Jersey City, NJ about plans to deal with any Ebola outbreak.
(Photo © Hudson Reporter)

Emory University Hospital which has successfully treated four Ebola
patients
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at Emory’s Midtown Campus, and Linda Scott-Harris, Di-
rector of Public Safety at the Main Campus, shared in-
sights about the Ebola experience at Emory. Director
Scott-Harris was given credit for being the ‘person on the
ground’ when it came to dealing with the Security issues
around preparing for Emory’s Ebola patients.

“You are never really ready,” says Williams.  “We pre-
pare all the time, but when you get that phone call, you
have to reach out to your support team, including ven-
dors. Right away, we did a general audit to check on our
access control system and to make sure our cameras
were showing us everything we needed to see.” 

Making Sure Vendors Understand Changes

Making sure vendors understand changes and new
procedures is also an important factor.  “When it came
to our vendors, we had to ensure we were all on the
same page and that they would know our protocols for
access and deliveries,” says Williams.  “While we have a
full Support Services Team to deal with deliveries, it had
to be coordinated with Security when it came to access
and to make sure the right people were showing up in
the right places.  It was Security’s job to monitor the flow
at our entry points.”  Williams goes on to say, “Once you
establish protocols and relay expectations, people comply.
Those who do not want to comply become obvious al-
most immediately.”

When it comes to the specific role of Security during
the treatment of Emory’s Ebola patients, “I have to say
right off that we are fortunate to have such a supportive
leadership structure,” says Scott-Harris.  “Once the deci-
sion was made to accept patients, Security was brought
into the discussion immediately.”  One important func-
tion of the Security Department during this time was to
be a reassuring presence for the public.  “We are in the
business of keeping patients and visitors safe,” says
Williams. “We were intentional about having people see
officers in place, so we were very deliberate about having
officers visible.  This meant we had to require overtime
and reached out to our partners in law enforcement and
personnel at other Emory facilities to participate and
offer extra support.”

The Importance Of Working 
With Local Law Enforcement

Both Williams and Scott-Harris stress the important
of having good working relations with local law enforce-
ment, campus police, and sister institutions.  In Atlanta,
they also have federal law enforcement as well as local
police. At Emory, there are seven campuses, all with in-
dependent Security Departments, but, says Williams, “we
train together and speak the same language.” 

Being Aware Of Staff Needs

A point made in an Emory website news clip by Dr.
Marshall Lyon, Emory Infectious Disease Specialist, is that
staff fatigue is a factor that must be taken into consider-
ation during emergency situations. “One of the dangers
is that committed officers want to be there and they may
not take sufficient care of their own needs,” says Williams.
“Leaders have to be aware that there are different break-
ing points, so we made sure people had the time they
needed to take a breath before getting back to work.”  

Everyone has a part to play when it comes to staff
well-being, says Scott-Harris.  “It is important for your
leaders and directors to be ready to step in if need be
and be available to wear many hats at one time.  I think
officers give you the respect when they know you are
willing to come in and do it yourself.” Williams pointed
out that Scott-Harris was there herself to put on a uni-
form when her presence was needed on the ground.

Managing The Media And People Who ‘Show Up’

We asked about the kinds of situations that arose dur-
ing the Ebola treatment period that people might not be
prepared for. “One of the surprises that we encountered,”
says Williams, “was that, while we expected media cover-
age, we underestimated the number of media people and
vehicles that would show up and camp out on our front
lawn, so, in a situation like this one, it is important to have
a place designated for media.” It was not only a matter
of the sheer number of people, but the fact that, “We had
to take into consideration that they also had to be ac-
commodated and needed to use our facilities and our
cafeteria to eat.  If you don’t manage the situation, the sit-
uation will manage you.”
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“Another thing we didn’t anticipate was the number
of people who showed up at our facility just because
there was a national story taking place,” continues
Williams.  “You have to take into consideration that there
might be people making political statements about what
is going on.  You need to have Security staff aware of po-
tential problems inside the hospital but, now, in a case like
this, outside the hospital, where we don’t normally spend
so much time, there might be agitation or provocations
taking place.”  He emphasized that you need to know
who is responsible for Security at various locations on
campus—inside and out.  “We had Emory University Po-
lice and DeKalb County Police to respond to these situ-
ations.”  

Having a support system in place is important not
only for emergency situations. “There is natural anxiety
just being in the hospital, not only in crisis situations,” says
Williams.  “We have a spiritual help department that
helped to manage anxiety.  They were always available to
talk to those who needed them, including staff, and we
could always call them, for example, to deal with a dis-
traught visitor.”

Advice For Other Security Professionals

Based on Emory’s experience with Ebola patients, we
asked about advice to other Security Directors across
the country.  “You need to assume you are going to be
the next one hit,” says Williams.  “You need--now--to talk
with your leadership and partner with others.  We are all
tempted to reinvent the wheel.  Most of us have all the
protocols in place already.  You should have a 96-hour
Sustainability Plan in place for an emergency that covers,
among other things, the capacity to sustain your facility,
including sufficient food and linens.”

“We are actively putting together after-action plans,”
says Scott-Harris, who also recommends IAHSS guide-
lines to help hospitals come up with their own protocols.
“We do tabletop drills and hold mock sessions.  For ex-
ample, the kinds of questions we might address in a drill
or mock discussion are ‘What route do we take to get
patients into the hospital?’  All of Emory’s patients came
in by ambulance, but what if they come in by car?  What
if they park in patient parking areas?  What if they are
driven in by a friend, who then drives off—or if they take

a bus or train? What if someone hands their car keys to
a valet?”

Williams adds, “This is not just a Security or a Clinical
issue.  It is all hands on deck.  You need everybody—your
valets and nutrition department, etc.—in the discussion.
It touches all of us.”  

FREDERICK MEMORIAL HOSPITAL:  SECURITY 
DIRECTOR HEADS EMERGENCY RESPONSE TEAM

When the information came in that two patients in-
fected with the Ebola virus would be arriving at the air-
port only one-and-a-half miles from their campus,
Frederick Memorial Hospital felt prepared to deal with
whatever might come their way.  This was at least partly
so because the 298-bed acute care hospital located in
Frederick, Maryland has had infectious disease protocols
in place for the past decade.

Some of this is due to the hospital’s geography, since
they are located about midway between Washington DC
and Baltimore, 15 miles from Camp David, and only
blocks away from Fort Detrick, which is engaged in bio-
medical research.  This means the hospital has long had
to consider its hazardous vulnerability.

“We have had a 40-person emergency response team
in place for 10 years.  All the members have positions at
the hospital who believe in public service who volunteer
to be part of this program and train others,” says Philip
Giuliano, Manager of Public Safety, Security, Emergency
Preparedness, & Site Logistics.  “My predecessor sup-
ported this program and I volunteered and am now chair-
man of this group.  I see this as something other hospitals
should initiate.  I can’t imagine what it would be like not

Entrance to Frederick Memorial Hospital
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to have a team like this.  Our volunteers become advo-
cates for the program and pass on knowledge to other
staff.”

Education, Drills, Code Refinement

Giuliano describes the chronology of how the hospital
began reacting to the possibility that they might have to
deal with Ebola patients. “Back in July,” he says, “one of
our people, Gail Sonnenberg, an infection preventionist,
was following what was happening before it became gen-
eral knowledge and she brought this to the attention of
our multi-discipline team and we started then to put in
place a hospital policy.  Back in July, we started with edu-
cation.” 

“I became the facilitator to put together an under-
standing of what we were dealing with and to develop
protocols,” continues Giuliano.  This involved making sure
the hospital had the appropriate Personal Protective
Equipment (PPE) and setting up a training team to manage
training to all caregivers and ancillary caregivers. 

“On October 13th, we held a county-level tabletop
drill to walk through procedures and protocols,” says
Giuliano.  “Included were Fire Department personnel,
Health Department., members of Fort Detrick, police,
county emergency management, and multiple hospital
staff.   We used this as an opportunity to make sure we
were all speaking the same language.  We established a
HICS (Hospital Incident Command System) and set up a
chain of command to handle this specific issue.  The hos-
pital shares responsibility for Incident Command.”

An existing code—“Code Yellow”—was refined to
refer specifically to a patient under investigation for
Ebola.

The hospital also modified some out-of-commission
areas and took a suite of these rooms to create an infec-
tious disease area.  Within the rooms, a safe way to walk
through a doorway into an adjacent area was created,
using CDC best practices to set up a protected infectious
disease suite.  “This is now a permanent part of our hos-
pital that will be maintained strictly for this purpose.  We
can house up to two patients here and it includes a supply
room,” explains Giuliano.

The October drill was followed up with a 12-county-
wide Ebola drill on November 12th, including the Fred-
erick Memorial Hospital partners. “It helped solidify what
each person’s role is.  You have to test protocols in a drill
environment with your partners.  The only way to de-
velop a proper response is to drill and retrain—drill and
retrain,” emphasizes Giuliano.

‘Ebola Boxes’ At Every Entry Point

So far, the hospital has had no one under suspicion of
Ebola, but preparations are in place in case that situation
should change. Every pubic entry point has a security per-
son on site. As first-level PPE, the hospital has what they
call ‘Ebola boxes’ set up at every place of entry, including
the main site and ambulatory sites.  These boxes contain
protective gear and medical equipment.  The protective
gear includes gowns, masks, boots, gloves, hair coverings,
and face shields. Every patient who comes in is asked
CDC-developed questions about travel history, signs and
symptoms.  If an incoming patient has recently visited or
come into contact with people who have traveled to a
West African country with known Ebola cases, they are
directed to a ‘Silver Zone’ triage area for further ques-
tions.  Anyone showing symptoms or brought to the hos-
pital by ambulance with suspected signs of the disease
are directed immediately to the quarantined Silver Zone.

Getting Ready For the Flu Season

When it comes to what the hospital is anticipating
going forward, Kelsey Shupe, Marketing Communications
& Social Media Specialist at Frederick Memorial Hospital,
joins the discussion.  There is some concern that, as the
flu season approaches, confusion about the difference be-
tween influenza and Ebola might cause a new wave of
public agitation. “People should get their flu shots,” she
urges. 

“As flu season starts, we get our flu stations set up,”
says Giuliano.  “Influenza kills more people than Ebola has.
The place to start is with education.  The public hasn’t
lived and breathed Ebola like we have.  We are going to
have to educate folks as they come in.  The hospital has
to engage with the Health Department to make sure the
information is out there for the public to understand the
difference between Ebola and the flu.”
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‘You Can’t Do It By Yourself ’

In terms of advice to other Security Directors about
handling the possibility of infectious disease crises in their
own hospitals, Giuliani sums up: “You can’t do this by
yourself.  If anybody thinks a single department can man-
age this, they are wrong.  It has to be a team, because
there are so many factors involved.  It takes the whole
hospital system to prepare for something like Ebola.”

FOR FURTHER INFORMATION, CONTACT: 

Review the IAHSS Emergency Management Guidelines
08-01:General, and 08-11 Communicable Disease
Response.

Caroline Ramsey-Hamilton,  President,  Risk & Security
LLC, 4613 N. University Drive, #387, Coral Springs, FL
33067 Ph: 301-346-9055. E-mail: caroline@riskand
securityllc.com 

Thomas A. Smith, CHPA, CPP, President,  Healthcare Se-
curity Consultants Inc.,9317 Laurel Springs Drive, Chapel
Hill, NC 27516 Ph: 919-438-0116. E-mail: tomsmith@
healthcaresecurityconsultants.com

John M. White CHPA, CPP, President/CEO,  Protection
Management, LLC, 4786 Dressler Road NW #153     

Canton, OH 44718 Phone: 877-686-5460 Fax: 877-686-
5452. E-mail:  jwhite@protectionmanagementllc.com

Martin Green, CHPA, Healthcare Market Specialist/Busi-
ness Development, Gardaworld Protective Services, 14
Rockport Drive West Hill, ON M1C 5C2, Canada. Phone:
416-282-2892.  E-mail: hmartingreen@rogers.com

Timothy A. Williams, CHPA, Director of Public Safety,
Emory Healthcare Midtown Campus, 550 Peachtree
Street NE, Atlanta, GA 30308.  Phone: 404-686-3600.
E-mail: timothy.williams@emoryhealthcare.org

Linda Scott-Harris, Director of Public Safety, Emory
Healthcare, Main Campus, 1364 Clifton Road, Atlanta,
GA 30322. Phone: 404-712-5598. E-mail: linda.scott.
harris@emoryhealthcare.org

Philip Giuliano, Manager of Public Safety, Security, Emer-
gency Preparedness & Site Logistics, Frederick Memorial
Hospital, 400 W. 7th Street. Frederick, MD 21701.  Phone:
240-566-3207. E-mail: pgiuliano@FMH.org

Kelsey Shupe, Marketing Communications & Social Media
Specialist. Frederick Memorial Hospital, 400 W. 7th
Street. Frederick, MD 21701.  Phone: 240-566-3732.
E-mail: kshupe@FMH.org
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G4S Solutions for Hospitals
and Healthcare Facilities
Combines the highest level of manned security
with technology, support services and expertise.

G4S is the most experienced and prepared security company
serving hospitals and healthcare facilities. We provide
specialized people, programs and technology designed to
ensure the safety and security of patients, visitors and medical
professionals in your complex facility. All G4S security officers
are specially trained for the healthcare environment.

G4S healthcare technology has revolutionized hospital security
to include Secure Trax®, our exclusive mobile incident capture
and notification system and RISK360TM, a highly customizable
incident and case management system to help manage risk,
improve business performance and maintain regulatory
compliance and reduce costs.

G4S Support Services Provide:
Transportation and Escort Services 
Canine Patrols
Emergency Response and Compliance
Security Surveys
Employee Education
Environment of Care Documents
Visitor Management
Crisis Intervention Training

Contact us for more information and let
us show you why G4S is the best value
in security and safety.

Ben Scaglione, CPP, CHPA, CHSP
Director, Healthcare Services
G4S Secure Solutions (USA), Inc.
561 691 6714 Office • 646 675 5956 Cell
ben.scaglione@usa.g4s.com
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New Digital Foot Scan System 

Speeds ID Of Newborns
A new digital identification system for newborns is pro-

viding an extra layer of infant security and safety, thanks to new
technology that allows for almost instantaneous registering of
infant footprints, according to the manufacturer, CertaScan
Technologies, Fairfield, CT. The technology reportedly is able
to pick up the ridges in baby footprints to make permanent
digital ID records.  As the company sums up its product, it has
“created a system consisting of equipment, software, and serv-
ices (including installation, training, and maintenance) that will
allow hospitals to uniquely identify babies in cases where iden-
tification is urgently needed, as in abductions, baby switches
(when bracelets have fallen off), and abandoned newborns.”

The system is inkless and cuts nurse time requirements by
over 70 percent from current methods, according to the com-
pany.  The resulting digital record is placed in the newborn’s
electronic record, with another copy being presented to the
family as an attractive keepsake.  There are other optional ad-
ditions to the footprint record, including digital photos and/or
a copy of the mother’s fingerprint. The equipment is being
made available with no upfront costs to participating hospitals,
the company says. It charges a per-scan fee that is commensu-
rate with costs spent on current ink and inkless processes--
but with better results.  The resolution of the CertaScan
footprint meets the FBI’s standard for fingerprint ID.  Hospitals
and law enforcement officers are also provided by CertaScan
with 24/7 access to footprint forensic specialists to confirm
baby identities.

‘Improves ID In Infant Abductions, Baby Switches’

David Yarnell, Chairman & CEO of CertaScan, says, “the
most pressing need for developing this product is to deal as
quickly as possible with infant abductions, inside or outside
the hospital.”  “For legal reasons,” he continues, “hospitals are
not permitted to return a found child to its family without pre-
cise identification. Infants lose weight in the first few hours
after birth and ID bracelets fall off.  Hospitals don’t like to talk
about this problem, but it exists.”  With this new system, “you
can go into a registry and ID children immediately if a child is
found.” Another application is in precisely identifying identical
twins.

Yarnell claims that current inking methods don’t give much
detail or give a permanent digital record. Infant foot scans re-
main an important part of the record, since footprints, like fin-
gerprints, don’t change as we grow older.  “What changes as
we age is the distance between the ridges, but the pattern of

ridges remains the same,” explains Yarnell who says he’s very
pleased with the hospital response to the system. “Infant safety
is an important part of patient satisfaction.  The more precau-
tions that are taken, the more comfortable hospital patients
feel.” Hospital security personnel, he adds, “are usually one of
the major players around the table when deciding what sys-
tems to implement.”  

Rabun of NCMEC: ‘There has been a longstanding need for
electronic digital capture of infant ID’

John Rabun, Director of Infant Abduction Reponse the Na-
tional Center for Missing and Exploited Children (NCMEC)
says the there has been a longstanding need for digital confir-
mation of infant ID. “For 50 years, we have pushed for elec-
tronic digital capture of infant ID,” he says.  “We’ve been able
to do it on the criminal side, where a policeman can take an
instant fingerprint scan of a suspected perpetrator and get in-
stant digital confirmation, so why can’t we do it on the other
side, to identify children?”  In fact, before Desert Storm, he ex-
plains, “there was a company that developed algorithms to do
baby footprints, but the Board of Directors decided to use
their technology to ID Al Qaeda operatives instead of direct-
ing the technology to infant identification.”  While he under-
stands why such choices are made, he regrets that it took so
many additional years to develop the system for infant ID pur-
poses. 

He cites some of the legal problems when dealing with ab-
ducted or switched babies, and points out that switched babies
are more common than abductions. While many of the attrib-
utes of a person likely to take a child from the hospital are
known, it is legally complicated to try to retrieve a child from
a suspect.  “In law enforcement terms,” Rabun explains, with-

Making a digital record of an infant’s footprint. Footprints, like finger-
prints, do not change as a person grows older.  What changes is the
distance between the ridges, but the pattern of ridges stays the same.
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out positive identification, the most “an alleged perpetrator
can be suspected of is being ‘in receipt of stolen property’ if
she has a child and she doesn’t have proof she was registered
in the hospital or has given birth recently.  But, in legal terms,
how do you prove she has the same baby that was reported
stolen?  Without positive ID (like an existing bracelet), we have
been relying on DNA.”  

The problem with DNA testing is time, says Rabun.  “Es-
sentially, we are bringing a baby who has been retrieved to a
charge nurse and saying, ‘as soon as you have proof positive of
ID, then you can hand the infant back to the mother.’  But a
lot depends on what contract the hospital has as to how long
their DNA turnaround time can take,” Rabun says.  “If you have
a mother waiting for the return of her missing child, even six
hours is a long time to wait for confirmation--and it can take
much longer.”  

The scenario changes radically with digital footprint ID.
Comparing current methods to the new process, Rabun says,
“It is tough to get consistency with ink and it takes much
longer.  With the foot scanning system, the nurse can get a scan
in split seconds.”

FOR FURTHER INFORMATION, CONTACT:  

David Yarnell, Chairman & CEO, CertaScan Technologies, 159
Knollwood Drive, Fairfield, CT 06824. Phone: 203-550-6709.
E-mail: dyarnell@certascantek.com

John Rabun, Director of Infant Abduction Response, National
Center for Missing and Exploited Children, 699 Prince Street,
Alexandria, VA 22314. Phone: 571-259-2112. E-mail:
jrabun@NCMEC.org

Information Given To 

Baby Photographers 

Six Toronto area hospitals compromised their patients’
personal health data by routinely handing that information
over to baby photographers who paid for access to maternity
wards.  As far back as 2009, Mount Sinai, North York General,
St. Joseph’s Health Centre, Humber River, Toronto East Gen-
eral and Rouge Valley Health System hospitals inappropriately
gave up the information of tens of thousands of new mothers,
according to Ontario’s privacy watchdog.

In some cases, the records included the patients’ name,
age, length of hospital stay, attending physician, type of diet,
reason for admission to hospital, type of delivery and baby’s
birth date.  “It wasn’t the proper process. We should have sim-
ply been providing the name and room number,”  Elizabeth
McCarthy, a spokesperson for North York General was re-
ported as saying.

McCarthy estimated more than 5,000 patients at North
York General alone may have been affected between March
2013 and February 2014.

The six hospitals independently reported the breaches
after internal reviews triggered by news that two former em-
ployees at Rouge Valley had allegedly sold the personal infor-
mation of 14,450 patients to private RESP companies.Unlike
that incident, the privacy watchdog said, the patient records
given to the photographers were not turned over to any third
party.

“We have found no evidence to suggest that this informa-
tion ever left hospital property or was used by the photogra-
pher for any other purpose,” said Trell Huether, a
spokesperson for the Office of the Information and Privacy
Commissioner, in an email. The privacy breaches all involve
Just Arrived Baby Photography Inc., a company contracted by
the hospitals to provide photography services to new moth-
ers.

Todd Jaspar, the general manager of Just Arrived, described
the breach as a “communication breakdown.” “Our contract
stated that we would be provided with a census list to visit
the families. But I guess there wasn’t clarification as to what
would be provided on that census list,” Jaspar said.

The six hospitals informed patients of the breach by posting
a statement on their websites for 30 days.

According to CertaScan, in addition to the digital record being placed
in the newborn’s electronic record, a copy is presented to the family.  

Watch Out For:



International Association for Healthcare Security & Safety 29 

directions IAHSS

Volume 27, Number 4

New Resident Wander 

Management System Offers

Low-Cost ID And Reporting
ResidentGuard LS 2400 wander management system

has been introduced by Accutech Security, Franklin, WI.
The monitoring system offers low-cost ID and resident
reporting options that can either be customized to in-
terface with existing operating systems or be fully func-
tional on its own, the manufacturer says.

According to the company release, addition of the LS
2400 at the door or nurses’ station “adds the following
capabilities:

• On-screen reporting 
• Day/Night timer programming
• Resident ID at the door
• Frequency and tuning adjustments for the 

controller from the display
• Custom facility logos to be uploaded as the 

default display
• Configuration of multiple zones from a single 

display.”

Accutech reports that the system “can easily integrate
with nurse call, electronic access control, closed-circuit
television, fall detection, and other existing security mech-
anisms within the facility.”  The LS system can also be used
with an optional touch-screen LCD display. In 2015, the
company says it will make available software-based re-
porting capabilities, although several nurse call system
software integrations are already functional.

One of the advantages of the system, according to
Chris Konicek, Marketing Director for Accutech, is that
it only requires one controller, due to using a wider RF
range that minimizes the need for an extra antenna.  Be-
cause the LS 2400 antenna is mounted on one side of the
door, it adds for ease of installation and is less noticeable
than the more usual double mount.

Another advantage, Konicek continues, is that the sys-
tem doesn’t require interface with nurse call to be func-
tional.  “We have onscreen reporting of the last 30
reports displayed on the system itself.”  

As Konicek puts it, “We’re seeing a consolidation of
alerting systems in the healthcare industry.  Facilities
aren’t interested in three different computers for three
different systems.  Our goal is to provide the most reli-
able, scalable, cost-effective solutions that integrate with
as many existing systems as possible.”

At a cost of around $1,375 per controller (one con-
troller is required for each door protected), the LS 2400
offers a considerably lower cost option than other exist-
ing systems, he says.  “Resident ID is a new feature at this
price point,” says Konicek, “as well as providing the ability
to interface with existing systems.” He adds that, “for
places that provide memory care, including inpatient and
rehab facilities, this is a good solution.”

According to an Accutech press release, “Resident-
Guard wander managements systems give Alzheimer’s,
dementia, and other ‘at-risk’ residents the ability to move
freely within their facilities while receiving the protection
they--and their families--need. Using advanced radio fre-
quency identification (RFID) technology, these perimeter-
based security alert wandering management systems put
staff at ease while enabling them to direct their energies
toward other critical tasks.”

FOR FURTHER INFORMATION, CONTACT Chris
Konicek, Marketing Director,  Accutech Security, 10125 S.
52nd Street, Franklin, WI 53132. Phone: 414-423-1088
X1121. E-mail: chrisk@accutechsecurity.com

The LS system can provide resident ID and reporting capabilities at
the door or nurse’s station with the optional LCD display
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Murder In the Behavioral 
Health Unit; Hospital Settles 
Lawsuit of Victim’s Mother

Aventura Hospital and Medical Center, Aventura, FL,
has settled a wrongful death lawsuit for an undisclosed
amount. The suit was brought by the mother of a 32-year-
old man voluntarily admitted to its behavioral health unit
for depression who was strangled by his roommate, a
Baker Act patient with a history of violence.

Under Florida’s Baker Act, law enforcement can invol-
untarily admit someone to a crisis center if they are a
danger to themselves or others. Under the law, a patient
can be held up to 72 hours while he or she is evaluated.
The accused, 31, who confessed to the crime, had been
arrested for trespassing and resisting arrest in buildings
he claimed he owned. He had formerly been jailed for as-
saulting a woman and had been arrested for assault, pos-
session and theft. 

However, under the Baker Act, according to media re-
ports, there are no requirements that patients brought
in involuntarily have to be housed separately from volun-
tary patients. Patients from both groups can be dangerous
to others, and homicides in such facilities are extremely
rare, according to mental health advocates. 

In the plaintiff ’s complaint, it said the hospital knew or
should have known of the foreseeable risk of harm to the
victim by placing the assailant in his room without proper
supervision and security. Under hospital rules, the patient
should have been checked every 15 minutes. Police
records showed that at 1:43p.m. a student intern peeked
into the room. It was not until a hospital cleaning woman
walked in to tidy up the room--92 minutes later--that the
victim was discovered on the floor, strangled with a bed
sheet.

Court Upholds Firing of 
Veteran Officer Who Charged 
Age, Sex, and Race Bias

In a 2-1 ruling, a federal appeals court has upheld the
dismissal of a 52-year-old  African-American woman who

had worked for 25 years as a security officer at Saint
Joseph Mercy Oakland/Trinity Health Hospital, Pontiac,
MI. 

According to the ruling, on June 16, 2011, the officer,
Anita Loyd, was dispatched to a room housing a female
psychiatric patient. The patient was agitated and combat-
ive, and the medical staff needed help in restraining her.
“Loyd told the patient that she could leave the hospital if
she had been admitted for a drug-related or alcohol-
related (as opposed to a psychiatric) reason,” said the
opinion.

“Loyd’s actions exacerbated the patient’s condition to
the point where the patient tried to pull an IV out of her
own arm,” said the ruling. Two other security officers
eventually succeeded in restraining the patient without
Ms. Loyd helping, according to the hospital in the ruling.
Ms. Loyd denied she had failed to help restrain the pa-
tient, or that the patient had become more combative as
a result of her actions. Ms. Loyd was terminated by the
hospital in July of 2011 following an internal investigation
and replaced by a 39-year old African-American woman.

Loyd filed suit in 2012 in U.S. District Court in Flint,
Michigan, charging the hospital with age, race and sex dis-
crimination. The District Court granted the hospital sum-
mary judgment dismissing the case, concluding she could
not show “its proffered reason for firing her was intended
to disguise unlawful discrimination.” Ms. Loyd appealed
the ruling.

The appeals court’s  majority opinion said Ms. Loyd
had previously received written warnings in 2001 and
2004. In addition, in a 2010 incident, she left work because
of illness without first obtaining her supervisor’s permis-
sion, and in a second incident the same year she left her
post without excuse or permission, said the ruling. The
opinion concluded that Ms. Loyd had failed to establish a
prima facie case of  race, sex, or age  discrimination.  “The
hospital took witness statements and made a reasonable
assessment of the available evidence before terminating
Loyd,” said the appeals panel. “The law does not require
the hospital to do anything more … To require otherwise
would unduly frustrate an employer’s ability to terminate
insubordinate employees for legitimate, nondiscrimina-
tory reasons.” 

LEGAL UPDATE
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For the full text of the ruling, see the 6th U.S. Circuit
Court of Appeals in Cincinnati in Anita Loyd v. Saint
Joseph Mercy Oakland et al.

Sole Female Security Officer 
Sues Hospital for 
‘Colluding’ to Fire Her

A former female security officer at Concord Hospital,
NH, has filed a lawsuit in federal court claiming age and
gender discrimination.  The suit charges that officials there
inadequately responded to complaints she made about a
superior officer and colluded to push her out of her job. 

The officer said that a male officer teased and bullied
her for months in 2011 when the two worked the same
shift. She said reported the abuse twice after which the
then security director launched a formal inquiry into her
claims. She was then notified that that the other officer
would be demoted, but was immediately  reprimanded
for a separate issue, according to the suit. She was fired
later that month, following an emergency in the hospital
to which she did not respond. She claims she was follow-
ing protocol that prohibited officers from leaving certain
posts unless they were dispatched. The hospital claimed
that she should have know that it was excusable to break
from protocol given the circumstances.

Her attorney said that the officer is in her 50s and
has earned a bachelor’s degree in paralegal studies since
her firing. He noted that she had been the only female
officer at the hospital. 

Hospital, Police, Security Officers Sued 
For $25 Million For Paralyzed Former Patient

A local jail, Manchester, NH police and Elliot Hospital
have been named in a $25 million lawsuit filed on behalf
of a Manchester resident paralyzed last October at some
point while he was under the care of one or more of the
three organizations, the Manchester Union leader re-
ports.

The lawsuit also names the Hillsborough County Cor-
rections Superintendent, the city’s Police Chief and other
corrections officers, jail nurses, hospital security officers
and police officers who came in contact with the patient
over a two-day period.

It lays out the altercations and injuries that the patient

suffered at both the hospital and jail. And it claims his
symptoms were ignored by law enforcement, jail officers
and medical professionals as he was moved from hospital
to police station to jail.

The newspaper reports that on October 16, 2013, an
Elliot Hospital doctor requested that the patient, who
had a history of psychiatric problems, be committed to
the New Hampshire State Hospital after a minor auto-
mobile accident. He eventually got into a fight with a hos-
pital security officer, was charged with assault, was
booked at the police station and then transferred to the
jail.  By the next morning, he was returned to the hospital,
where a CT scan disclosed a broken neck. At one point
in the jail, the  delusional patient his head against his jail
cell. Shortly afterward, corrections officers entered his
cell, threw him to the floor and placed him in a restraint
chair, where his condition deteriorated.

In April, the New Hampshire Attorney General an-
nounced that a months-long investigation found that no
crime was committed against patient, and the amount of
force used against him at the hospital and jail was justi-
fied.

However, the lawsuit focuses on whether he received
proper care, not whether a crime was committed, and it
details what it says happened to him step by step, empha-
sizing some facts reportedly not mentioned in the Attor-
ney General's report. Among them are photos of the
patient and a hospital security officer, a former New
Hampshire State Police trooper, shortly after their fight.
The patient is on a stretcher, dried blood on his nostrils
and a stream from underneath his right eye. The officer,
who the suit claims was once suspended as a trooper be-
cause of steroid abuse, had a small cut to the bridge of
his nose and above his left eye.

Elliot Hospital said it could not discuss the treatment
in detail because of privacy laws, gthe newspaper said. “As
is the case with many allegations made in connection with
a lawsuit, Elliot Hospital does not agree with many of the
claims as asserted, and intends to vigorously defend the
claims against it through the appropriate legal process,”
Elliot said in a statement.

The hospital said it remains committed to working
with government officials and community partners to
care for mentally ill people.
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Hospital Emphasizes Security

For New Mental Health Unit
Cornwall Community Hospital has invested $120 mil-

lion since 2010 for renovation of its 133-bed facility in
Ontario, Canada. By January, 2015, the changes, including
expansion and consolidation of existing services, are
scheduled for completion. $12,000,000 of the redevelop-
ment project was raised through municipal funding and
community donations.

Some of the upgrades include consolidation of two
older facilities into one, new clinics (including surgery and
orthopedics), a diabetes centre, and a new patient regis-
tration area, as well as a kiosk that issues touch-pad au-
tomatic tickets for incoming visitors.  When the patient
is ready to be seen, a monitor announces their number,
directing them to proceed to their appointments.   In
2013, as part of the project, the hospital opened a 95,000
square foot addition, including a state-of-the-art operating
room, imaging facilities, and ED. 

Jolene Soares, Communications Coordinator, de-
scribed Security at the facility’s new Level 4 inpatient and
outpatient mental health unit.  “All staff in the mental
health unit are supplied with Elpas spider alarms (pro-
duced by Tyco).  They can be worn either on a belt or
clipped to a pocket.  When the alarm is pressed, a
buzzeralerts staff to a problem--for example that there
is an agitated patient and staff needs assistance.”

Soares explains that Ontario has standardized emer-
gency codes and that standardized codes may extend to
all of Canada in the future.  When the spider alarm is ac-
tivated, a ‘Code White’ is automatically sounded, which is
universally recognized in Ontario as indicating aggressive
behavior on the part of a patient.  “We have a Code
White team, which responds and assesses how and if they
can help,” says Soares, “At the same time, Security is
alerted to a Code White and responds automatically.”

Security is outsourced at Cornwall Community Hos-
pital. “At least two security officers are on site 24/7,” says
Soares. Other safety features in the new inpatient psychi-
atric unit include locked fire alarms, which can only be
activated by a key, and double-hinged doors that can be

opened from either side so that, for example, patients
can’t lock themselves into a room. Admission to the unit
is carefully monitored.  When a visitor arrives, a bell rings
and the visitor is asked whom they are visiting before
they are permitted to proceed further.

FOR FURTHER INFORMATION, CONTACT:
Jolene Soares, Communications Coordinator, Cornwall
Community Hospital, 840 McConnell Avenue, Cornwall,
Ontario K6H5S5, Canada. Phone: 613-938-4240 x2722.
E-mail: jolene.soares@cornwallhospital.ca

Hospital Installs Emergency

Phone System To Ensure 

Service In Disasters
Desert Regional Medical Center, Palm Springs, CA, has

installed a new satellite system that will back up existing hos-
pital phones and communication tools in case of an emer-
gency, natural disaster or downed phone lines. It will transfer
the hospital's 2,000 landlines over to satellite phones, mean-
ing no disruption in service. "It means that the hospital will
never be out of communication with other hospitals across
the hill, police, fire departments and ambulance services,"
Barbara Pearce, a telecommunications supervisor at the hos-
pital, told the Desert Sun. "We will never be down."

As the regional trauma center and one of four disaster
resource centers in Riverside County, this is integral for
emergency preparedness and management in the commu-
nity, hospital spokesman Rich Ramhoff said.

Situated atop the hospital's roof, the 5-foot tall satellite
is funded through $18,000 from federal Hospital Prepared-
ness Program grant funds, administered by Riverside
County's Department of Public Health Emergency Prepared-
ness and Response Branch. 

This is the latest move in planning at Desert Regional for
a variety of situations such as earthquakes--in an area that
sits along the San Andreas Fault--that could inundate emer-
gency rooms, require transferring patients and monitoring
care. The hospital also has radios, a separate satellite phone,
capability of emergency-to-emergency room conversations,
an Internet-reporting system that can share with other offi-
cials and hospitals details about bed availability, and six emer-
gency triage trailers they could deploy if necessary.     
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Employees Protest ‘Disarming’
Of Hospital’s Security Officers

CHATANOOGA, TN. A decision by Erlanger Hospital
to disarm its security officers and replace their police-
style, tactical uniforms with blazers for a more “family
friendly” look is being challenged by an employee peti-
tion protesting that this will make the hospital, the re-
gion's largest service provider and only Level One
trauma center, less secure. According to local media re-
ports, the employee concerns follow a series of recent
violent incidents. These include: a riot in which police
clashed with a crowd of more than 40 people outside
of the emergency room after a shooting victim was
brought to the hospital and an assault on a woman in
the parking deck. As of November 6, the Times Free
Press reported, police officers had been dispatched to
Erlanger 321 times, twice that of other area hospitals.
"We cannot decrease our personal safety to increase
the appearance of political correctness," the petition
said in part. "By pushing the security of Erlanger Health
System to be unarmed, you are directly placing your
employees, patients and visitors in danger." Hospital of-
ficials said, however, that at least one off-duty Hamilton
County deputy sheriff is on campus at all times, and
they will continue to have armed officers in "strategic
locations." In a memo to Erlanger employees CEO
Kevin Spiegel said that between the armed deputies,
225 security cameras and the security force, the hospi-
tal is "providing the most secure environment possible."

Police Bulletin Warns Of Videos 
Shot In Local Hospital By Armed 
Man Railing Against Women

BOYNTON BEACH, FL. The local police department
has denied that a department situational awareness bul-
letin emailed to other law enforcement personnel only
was, as reported in a local newspaper, posted in a local

hospital. The bulletin, made public by the newspaper, de-
scribes a man in videos posted on You Tube walking
around Bethesda Memorial Hospital, frantically showing
how easily he could walk into the hospital armed. In an-
other of the videos, he speaks of his hatred toward
women and feminism and says "he will be famous for
what he's about to do to women and feminism," ac-
cording to the bulletin. The one point that stands out in
the bulletin, the newspaper points out, is that the man’s
actions "almost mirror those of Elliot Rodger in Santa
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Barbara," which is a reference to the murder spree El-
liot Rodger went on in Isla Vista, California, earlier this
year before killing himself. Prior to the killings, the 23-
year-old Rodger had posted similar videos on YouTube
describing his hatred toward women as a motivation
for him to commit murder. Police said that the informa-
tion in the bulletin has been turned over to the FBI.

DA Drops Charges Against 
Security Officer Charged 
With Rape Of Patient

ANCHORAGE, AK. State prosecutors have dropped
two sexual assault charges against John Giacalone, an
Alaska Regional Hospital security officer who was ac-
cused of raping a 17-year-old girl who told police she’d
been sleeping in the hospital’s waiting room and fell
asleep.  Giacalone woke her up and led her to an office,
then sexually assaulted her, according to the dropped
charges. According to media reports, the officer, 56, also
worked as a forensic scientist at the state’s Scientific
Crime Detection Laboratory. Anchorage police investi-
gated the alleged sex assault, and the city’s district at-
torney’s office initially determined there was probable
cause based on the evidence. However, after reviewing
new evidence from a subsequent investigation, the
prosecutors “concluded that in light of all available evi-
dence, there exists substantial doubt as to what oc-
curred on the night in question.” An Alaska Regional
spokesperson said the hospital has "confidence in the
investigative process," adding "we are relieved that the
thorough investigation resulted in the dismissal of all
charges." 

Investigation of Cash Theft 
From Patient Leads To 
Arrest Of Security Officer

SENECA, SC.  A 24-year-old security officer at Oconee
County Medical Center has been arrested and charged
with stealing $2,900 from a patient. According to the 

Sheriff ’s Office, a hospital employee said a patient lost
the $2,900 in $100 bills when he was being admitted to
the hospital.  The patient’s friend reportedly was taking
the patient’s belongings out of his vehicle when the
money fell on the ground. A Good Samaritan found the
money and turned it in to the security office where it
was placed in a safe.  It was later discovered that the
money was missing. The hospital and Criminal Investiga-
tions Division of the Sheriff ’s Office began an investiga-
tion  began a series of interviews with employees who
had access to the safe and determined that the officer
had taken the money out of the safe.

Security Officer Helps Police 
Catch Suspect Who Broke Into 
Car In Hospital’s Parking Lot

GLENDALE, CA. A security officer at Glendale Adven-
tist Medical Center helped catch a 24-year-old man sus-
pected of breaking into a car in the hospital’s parking
lot by chasing the suspect on foot until police arrived,
according to local media reports. The incident occurred
at 7 p.m., when police were called to the parking lot
where a 17-year-old girl and her mother saw the sus-
pect sitting in the driver’s seat of their car. When he
saw them, he reportedly darted toward the stairs, with
the victim’s vehicle registration and insurance papers, as
well as an iPhone charger and small amount of cash, po-
lice reported.  Hospital security was notified and re-
leased a suspect description via their dispatch radio.
One of their officers noticed a man who matched the
description, chased after him and continued to follow
him to an intersection where police officers arrested
the suspect and recovered the stolen items.

Robbery Suspect Caught By 
Security Officers After Mugging 
Elderly Visitor As He Left Hospital

CINCINNATI, OH. An 86-year-old man visiting his wife
at Good Samaritan Hospital, was mugged for his wallet 
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as he walked out the hospital doors and headed to his
car, according to local media reports. Suffering swelling,
bruising, stitches in his mouth, and other cuts and in-
juries, he was admitted to the hospital for treatment.
His alleged assailant, however, after the attack, tried to
break into a car in a hospital parking garage.  He was
chased by security officers, caught and held until police
came.  Police brought him to the victim’s hospital room
where he was able to identify him as the attacker. The
suspect was charged with robbery, plus some misde-
meanors, including possession of a drug abuse instru-
ment.  

Woman Arrested For Stealing 
Hospital Property Had Keys 
To Hospital Locks

RICHMOND, VA. Police have arrested a woman who al-
legedly stole a wide variety of items from Baptist
Health. According to local media reports, a hospital se-
curity officer saw the woman carrying two boxes of
door handles and coupler springs out of an office. The
told police he recognized her as the same woman he
had seen earlier leaning over the bed of a pickup truck,
and he suspected that she might have put other stolen
items in the truck bed. When he checked the truck, the
security officer found six empty syringes, four cell-
phones and nine "keys to various locks throughout the
hospital." Police arrested the woman and charged her
with third-degree burglary.

Toilet Paper Thief Becomes 
Patient After Resisting Arrest

TROY, OH. A 38-year-old man has been arrested after
he was caught stealing toilet paper and hand soap from
the Upper Valley Medical Center. According to local
media reports, he was spotted by a hospital employee
stealing the toilet paper and other items and struggled
with hospital security and a nurse before his arrest. He 

was taken to the sheriff's office, and later taken back to
the hospital for treatment of injuries he sustained dur-
ing the struggle.

Multiple Tire Thefts From 
Employee Cars Plague Municipal 
Garage That Serves Hospital

MIAMI, FL. An ER doctor and nurse at Ryder Trauma
Center at Jackson Memorial Hospital reported that all
four tires on their cars had been stripped off when they
were parked in a busy city garage near the hospital. Ac-
cording to local media reports, the theft happened in
the middle of day.  Both employees were on the 7 a.m.
to 3 p.m. shift. The two cars, and one of a third victim,
were left on blocks by the thieves. The garage is oper-
ated by the Miami Parking Authority, but the hospital
was said to be in charges of security. It was reported
that there were surveillance cameras at the entrance to
the garage, but none inside on the parking floors. Re-
garding the thefts the hospital issued a statement, “the
safety of our employees and patients is our top priority.
Jackson Health System’s Public Safety Department
works closely with Miami-Dade Police Department on
all criminal incidents that occur on campus.” Miami-
Dade police said a special patrol unit was aware of the
problem.

Serial Thief Who Targeted 
Hospital Employees Arrested 
After Returning To Crime Scene

TEANECK, NJ. A 50-year-old man sought by police for
stealing credit cards from three New Jersey hospitals--
Holy Name Medical Center, Hackensack University
Medical Center and Englewood Hospital and Medical
Center--has been arrested after he was spotted on
camera walking inside one of the facilities, police re-
port. At Hackensack University Medical Center, employ-
ees told city police that a pocketbook and wallet had 
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been stolen from an employee room on September 19.
A week later, an Englewood Hospital and Medical Cen-
ter employee told police her purse had been stolen
while she was away from her desk. The purse contained
various forms of identification and credit cards.  A 
second Englewood employee reported a few days later
that her wallet had been stolen from her office. More
than $800 in cash and various forms of identification
were taken. The next day an employee at Holy Name
Medical Center reported a theft, and security personnel
were able to get images of the suspect. Several personal
items, including a credit card, were stolen. Three weeks
later, security officers at the hospital  saw the man on
camera walking inside the facility, and stopped him as he
was leaving, police said. He fled and tried to hide in the
Teaneck Municipal Building, but police found him in a
bathroom and arrested him. He admitted to the two
Teaneck thefts, as well as crimes at the other hospitals,
police reported.

Second Prisoner Escape 
In Three Weeks Reported 
From City’s Hospitals

KITCHENER, ONTARIO, CANADA.  A suspect being
treated  at St. Mary’s General Hospital escaped police
custody on November 21 and as of November 25 was
still missing. The suspect, 34, was in custody on suspi-
cion of methamphetamine trafficking and assaulting po-
lice, according to local media reports. After being
arrested on drug charges, he complained of having sore
ribs, and was taken to the St. Mary’s emergency room.
He escaped as he was being escorted by police officers
and reportedly was not wearing handcuffs. This is the
second time in three weeks a forensic patient has es-
caped from a hospital in Kitchener. On October 31, a
female forensic patient escaped Grand River Hospital,
but she was soon recaptured.

Security Officers Help Police 
Thwart Attempted Escape 
By Violent Prisoner

OMAHA, NE. A prisoner who allegedly shot a man and
stole his motorcycle fought with police and hospital se-
curity officers in an attempt to escape from Nebraska
Medical Center where he had been sent for an evalua-
tion and medical clearance. The prisoner who was
taken into custody after a standoff with police report-
edly tried to escape during a bathroom break. Security
personnel at the Nebraska Medical Center issued a
"help an officer" call when he got into a fight with an
Omaha police officer standing guard, according to au-
thorities. The officer and hospital security were able to
quickly subdue the man. The prisoner will face addi-
tional charges--escape and assault with bodily fluids
(spit)--in connection with the latest incident.

Patient Who Walked Away 
From Private Security Guard 
Captured After Manhunt

CADDO, OK. A non-violent offender who walked
away from University Health has been was captured by
the Caddo Sheriff's Office and U.S. Marshal's Task Force,
following tips from citizens. He faces charges of simple
escape and resisting arrest. The prisoner had been
picked up by Louisiana Probation and Parole and appar-
ently complained of an illness after being taken into
custody, according to a CSO spokeswoman. He report-
edly was transported to University Health. Because he
is a non-violent offender, he was under guard at the
hospital by private security and somehow managed to
leave the hospital after being treated by doctors Several
CSO officers, including K-9 operatives and specialized
units from Caddo Correctional Center participated in
the search.
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