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The 43rd Annual General Meeting is now behind us and 
for those who   attended this event I think everyone 
will agree; it was another great event.

Special thanks go out to the entire Ontario Chapter 
and especially the AGM committee which consisted of Ken 
Close, Calvin Millar, Martin Greene, Paul Greenwood, Noreen 
Jivraj, Todd Milne, Derrick Bailey, Don Leschuk, Andrew 
Aris, and Harinda Fenseka. I hope I mentioned the entire 
committee and my apologies if I missed anyone. Evelyn and 
Nancy from the corporate office were also critical in making 
this event such a success. The opening session started with 
a presentation of colors of Canada and the United States; 
thanks goes out to the Chief of Police in Toronto for assigning 
his Special Honor Guard to do the presentation. Following 
the colors was singing of the national anthems of the United 
States and Canada by Robin Grey of Campus Safety & 

Security magazine; Robin did an outstanding job on both, thanks Robin. The US Flags that 
were used for the AGM were brought to Canada by Ed Stedman and the flags were flown 
over a military base in Afghanistan. 

Unless you are involved with the details and specifics of an event like the AGM you 
have no idea just how much preparation and planning goes into the event. The upfront cost 
of planning an AGM is very high and without the support of our exhibitor’s and sponsor’s 
we could not put on such a grand event at such a grand hotel. We had 49 exhibitors and 
we thank every one of them. Special thanks go out to the two Platinum Sponsors; ADT 
Healthcare Security – The Opening Reception and TYCO Security Products/Software 
House – Chapter Night. Gold Sponsors Garda – Keynote speaker Gordon Graham (best 
speaker I have ever heard!) G4S Security Canada Ltd – Tuesday afternoon break, Ingersoll 
Rand Security Technologies – Monday Breakfast, Kaba Access Control – Wednesday Breakfast, 
Honeywell – Monday Lunch, IView Systems – Tuesday Breakfast, Paladin Security Group – 
Wednesday Break, Securitas Security Services USA, Inc. – Tuesday Lunch, Siemens – Monday 
afternoon break, and SP Plus Security of Canada Ltd. – CHPA Breakfast. We also had 13 
Silver sponsors that provided sponsorship for all the presentations.

IAHSS is a great organization because of our hard working members and our volunteer 
leadership. I think everyone in attendance was impressed by the reports given by each of the 
councils, the commission and taskforces that make up the working groups within IAHSS. The 
Foundation Awards night and the Foundation Golf outing were both perfect events thanks to 
Ed Stedman – President of the Foundation, his Board of Directors, and the Ontario Chapter 
for all their efforts. 

Jim Stankevich, CHPA 
President

continued on next page 3
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Executive Director’s Letter
Can you believe 2011 is half 

over?  The new logo is appearing 
on items and was displayed at 
the 2011 AGM in Toronto.  New 
marketing materials will soon 
be released, stay tuned.  Our 
public relations company has 
been doing a great job of getting 
information to outlets previously 
untouched.  

IAHSS exhibited at ISCWest 
in Las Vegas in April as part 

of our outreach program to improve the visibility of IAHSS.  
We talked to many attendees and exhibitors; it was a great 
opportunity to promote who IAHSS is and what we offer. 

The 43rd AGM was held in Toronto in May and it was a great 
event.  The venue was wonderful and the exhibits and sessions 
superb.  My thanks to the Ontario Chapter, their time and effort 
for the last year helped to make the AGM a success.

The 2011 elections are coming up.  Have you been thinking 
about getting involved?  Consider running for the Board, it is a 
truly rewarding experience and an opportunity to give to the 
Association. 

Always,

Evelyn

Last but not least my thanks to your 2011 Board of Directors 
who work very hard on your behalf throughout the year.

President Elect - Bryan Warren, CHPA, 

V.P. Treasurer - Lisa Pryse, CHPA, CPP

V.P. Secretary – David LaRose CHPA, CPP

Member-At-Large – Roger Sheets Jr., CHPA

Member-At-Large – Jeff Young, CHPA, CPP

Immediate Past President - Joseph Bellino, CHPA, HEM 

Volunteer, get involved in the association! It is a lot of work 
but very rewarding. The Chapter Officers, Regional Chairpersons, 
and every Council, Commission, and Task Force routinely needs 
help. Put your name forward and help make a great association 
even better!

Jim Stankevich, CHPA

President 2011 Board of Directors  
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Members of the International Association for 
Healthcare Security and Safety are familiar with the 
reconstitution of the Board of Directors based on 
the results of the annual election.  Beginning 2011, 
the IHSSFoundation administrative year commences  
in January; following the lead of the IAHSS in moving 
the beginning of the year from July to January.

Departing the IHSSFoundation, having completed the 
most recent eighteen month term of appointment 
(accommodating to the cited change from the July to January 
date) are:

 William A. Farnsworth, Jr., CHPA;

 Thomas A. Smith, CHPA, CPP; and

 Erin Downey, MPH, SCD.

Also ending her commitment as IAHSS Board of Directors Liaison 
to the IHSSFoundation  

 Bonnie S. Michelman, CHPA, CPP.

Each has made substantial contributions to the successes of 
the IHSSFoundation in implementing the recent reallocation of 
functions between the IAHSS and the IHSSFoundation.

The IHSSFoundation Board of Directors for the year 2011 is 
comprised of:

 Edwin W. Stedman, CHPA (2010-2011), President;

 Russell F. Jones, PhD, CHPA, CPP

 (2011-2012), Secretary;

 Lisa B. Pryse, CHPA, CPP (2010-2011)

 Treasurer;

 Ken Close, CHPA (2010-2011), Member;

 Steve Nibbelink, CHPA (2011).

Lisa B. Pryse, IAHSS Treasure will represent the IAHSS on the 
IHSSFoundation Board of Directors.

As with all the international, regional and chapter officers of the 
IAHSS, the appointed members of the Board of Directors of the 
IHSSFoundation serve as unpaid volunteers.  Board meetings are 
conducted monthly via teleconference, excepting for the single 
face-to-face meeting conducted in conjunction with the Annual 
General Meeting of the IAHSS, being held this year in Toronto, 
Ontario, Canada during the period 22-25 May 2011.

Similarly, administrative support is provided by the Executive 
Office, Chicago, Illinois staffed by:

Evelyn F. Meserve, CHPA, Executive Director and

Nancy Felesena, Executive Secretary.

The IAHSS and the IHSSFoundation, although sharing a single 
individual as Treasurer, each function with independent operating 

budgets. 

In the previous Update Article the intent of the 

IHSSFoundation to support, fortify and 
complement the goals and objectives of the 
IHASS through its programs was set forth.  The 
use of key words in formulating Nominations for 
Recognition was noted.

The IHSSFoundation Recognition Program, as well 
as the Grant and Ken & Ellie Christian Scholarship 

(Tuition Assistance) programs rely upon submission of 
Nonminations / Applications which are consistent from one 
nominator/applicant to the next in order to provide for equality in 
review and evaluation by the Board of Directors.  Concerns have 
been expressed relative to the cumbersomeness/complexities of 
the forms.  None of the forms exceed five basic pages.

Page One (the face page) provides a listing of the information 
which the IHSSFoundation considers appropriate to adequately 
support the submission.

That information should be included as Exhibits attached to the 
nomination/application.  The face page (to be included a Page One) 
serves as a check list for both the originator and the reviewer.  
For those nominations/applications of individuals (e.g., Literary 
Achievement; Medals of Valor, Merit, Distinction) as differentiated 
from entities (Program of Distinction, Chapter of Distinction), one 
of the included exhibits requested is the Curriculum Vitaeof the 
nominee, thus obviating the need for a page in the nomination/ 
application identifying the individual subject of the submission.

Excepting the Literary Achievement nomination, Page Two provides 
for identification and supporting comments of the originator of 
the submission.  The lead section of Page Five identifies the subject 
of the nomination; remainder of Page Five is reserved for use 
of the Board of Directors. Page Two of a nomination for Literary 
Achievement is specific to the literary work and its author(s).  
Pages between Two and Five provide for comments supporting 
the submission - those of Chapter and Regional Chair-persons as 
well as colleagues and peers.

Concerns have also been expressed relative to the limited time 
provided for submissions between the year end and the deadline 
for submissions to receive consideration.  That date is established 
in order to provide for adequate review, evaluation and rating of 
nominations by the Board of Directors prior to the Recognition 
Dinner at which presentations are to be made.  Review of 
recent nominations reveals the deadline to be reasonable given 
submission content.
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HOSPItALS JOIN FIrE, POLIcE, AND OtHEr cOuNty 
AGENcIES IN ActIVE SHOOtEr trAINING, DrILL 

In an exercise designed to test the emergency response 
systems of various agencies and hospitals, the Santa Clara 
County Public Health Department coordinated an active 
shooter training scenario in late March at the empty 56-bed 
DePaul Medical Center in Morgan Hill, CA.

In addition to representatives from the sheriff’s, police and 
fire departments, transport and ambulance services and the 
Red Cross, 11 hospitals also took part in the training: 
El camino Hospital Los Gatos, El camino Hospital 
Mountain View, Good Samaritan Hospital, Kaiser 
Permanente Santa clara Medical center, Kaiser 
Permanente San Jose Medical center, Lucile 
Packard children’s Hospital, O’connor Hospital, 
regional Medical center of San Jose, Saint Louise 
regional Hospital, Santa clara Valley Medical 
center  and Stanford Hospital and clinics.

Alex Gordon, Health Program Specialist for the health 
department, notes his organization handles the Hospital 
Preparedness Program grant that funded the day-long event. 

“The planning was a year-plus in the making,” explains 
Gordon, who says the health department worked with local 
law enforcement, especially the sheriff’s department, to put 
the program together. “We’re fortunate in our county that 
there is a vacant hospital that we can use for situations such as 
this,” he says. 

Per Schenck, Interim EMS Director, Santa Clara County 
Emergency Medical Services, says there are various sources 
for funding these exercises, such as the Urban Area Security 
Initiative through the Department of Homeland Security or 
the Hospital Preparedness Program through the Department 
of Health and Human Services.

All the participating hospitals provided personnel to fill the 
various departments to make it a scenario involving a working 
facility, says Gordon. “It was a mixed batch to fill the hospital 
departments and the command center.” 

SEMINArS IN tHE MOrNING; ActIVE 
SHOOtEr ExErcISE IN AFtErNOON

On the morning of the drill, he says, all participants 
attended seminars covering the response to an active shooting 

from the hospital, law enforcement and the mental health 
department  perspectives. There was also a seminar on 
treating penetrating gunshot wounds in a crisis situation.

The actual active shooter exercise took place in the 
afternoon, he says, with a member of law enforcement 
equipped with a soft air gun acting as the shooter who goes 
through four or more areas of the hospital before being 
captured. The scenario was of an older man whose mother 
was terminally ill, and he reacted to the news by getting a gun 
and going after hospital personnel. The scenario also included 
a practice of a second sweep of the area and post-shooting 
coordination. Finally, says Gordon, participants, controllers and 
facilitators were debriefed.

Schenck notes the empty DePaul facility had been used 
in the past for a hospital evacuation exercise in 2008, and 
provided a good backdrop for this particular exercise.

For the active shooter program, he says, about 300 
people signed up to serve in an operating room, intensive 
care unit, emergency department, hospital command center 
and several other departments. The morning classes, says 
Schenk helped shape the scenario for the afternoon exercise. 
Attendees learned about what they could expect from the 
police if such an incident occurred, he says, as well as what the 
mental health issues would be as people are involved in the 
incident and seek to recover from it afterwards. 

During the active shooter scenario, Schenck says only 
three people were “shot,” the result of participants learning 
from and reacting to information they gleaned during the 
classes. He says police participants were asked not to involve 
SWAT because in a true active shooter it is patrol officers 
who will be the first responders from law enforcement.

tHE rOLES OF HOSPItALS SEcurIty 
OFFIcErS AND LAw ENFOrcEMENt

Hospital security officers were involved with supplying 
police with strategic and tactical information. “They gave 
them maps and provided different scenarios on where a 
shooter would go,” says Schenck.  Security also provided law 
enforcement with access to video from the scene.

continued on next page
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Law enforcement may not always be aware of the 
limitations they face within a hospital, such as not being able to 
access their radios because of structural issues, he says, so they 
may also be relying on security to provide them radios that 
work within the hospital. The hospital’s engineering staff may 
also be called upon to help, says Schenck.

ONLy ONE HOSPItAL IN 11 HAD 
ActIVE SHOOtEr POLIcy

Of the participating hospitals, just one—Regional 
Medical Center of San Jose—had an active shooter policy, 
says Schenck, so one of the goals from this exercise was to 
standardize procedures among facilities, as well as give the 
hospitals and police an opportunity to work on cooperation 
and communications.

Kendall Jones, Security and EOC Safety Officer at San Jose 
Regional, says San Jose Regional felt the current Code Silver 
was inefficient, so it developed the Code Silver-Shelter in 
Place (CS-SIP).

This code takes into account the challenges faced by 
hospitals that have an active shooter on site, such as the 
inability to move patients, operations in process, and so on. 
“We try to get law enforcement to understand what goes 
on when there is an active shooter in a hospital, and that 
evacuation isn’t always possible.”

Jones adds that San Jose Regional moved on this issue 
in part because it has a lot of gang activity in the area and 
those gang members are in the ED every day. “We know we 
have weapons on our hospital property all the time,” says 
Jones, who adds that the medical center doesn’t have metal 
detectors and security is unarmed.

With CS-SIP, Jones says they emphasize that if someone 
isn’t doing patient care and they are not on the floor with the 
shooter, they need to get out and take people with them. If 
someone is in a patient care area and can’t leave, the best 
response is to barricade the area and turn out the lights. 
“Columbine taught us that we now want to get people out if 
we can,” says Jones.

Another part of the code is to pull the fire alarm. This 
closes all the doors, says Jones, but it also calls the fire 
department, which isn’t always popular with them, he notes. 
“I’m trying to save lives in my hospital, but the fire department 
isn’t thrilled about it.” He says because of this controversy, 
some hospitals will add pulling the alarm to their code, while 

others will not.

He says security plays an important role, but isn’t in 
charge during an actual event. “We have police on site (about 
half of the medical’s security force are police), so they are in 
charge. But the officers meet with security,” he explains, which 
keeps a binder with keys, codes and maps to the facility.

“We are encouraging police to reach out to the hospitals 
and familiarize themselves with it. Once the police arrive, we 
(security) will lean on their leadership,” he says.

tHE NEED FOr cLEAr 
cOMMuNIcAtION AND trAINING

Peggy Albert, the now-retired Emergency Management 
Coordinator for Santa Clara Valley Medical Center, says 
her group wanted to participate in the drill “because we 
always learn from these exercises. We have a Code Silver 
for someone with a weapon, but a shooting is a little more 
intense, and we didn’t have a response plan specific to this 
type of scenario.” 

About 30 people from Valley Medical took part, says 
Albert, including administrators, managers, doctors and staff. 
Albert served as an observer in the ICU. The exercise started 
with a fire alarm being pulled. She says among the doctors and 
nurses she was watching, one in the group “was a ‘MacGyver’ 
type who did a good job of barricading the area” so the 
shooter couldn’t get in.

Although Valley Medical hasn’t experienced a shooting 
incident, Albert says there has been heightened concern 
about the possibility of such an act. “We’ve had people with 
weapons, but no active shooter. Last year, however, we had 
a very belligerent patient who left his unit and moved through 
different areas and scared people. It was very disruptive.” That 
incident, says Albert, was a Code Gray, indicating a combative 
patient or person, rather than a Code Silver. “But it made us 
realize that we needed some clear communication and training 
for personnel” because of the confusion that incident caused.

‘rEcOGNIzING tHE FAcES AND 
KNOwING tHE PEOPLE’

From this exercise, Gordon says an action report and 
improvement plan were written and the submission deadline 
was May 29—60 days following the event. Albert says Valley 
already has a draft document on the types of training needed, 
and would update it and send it on to administration once the 
final report from the active shooter exercise is distributed. 
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NEW CHPA’S

In addition to the actual participants, Gordon says there 
were also some visitors and VIPs allowed on the scene so they 
could view portions of the exercise, including someone from 
the UCLA Medical Center.

In a couple of years, says Jones, the plan is to do another 
joint drill as part of a safety and security initiative.

With exercises such as the active shooter, says Gordon, 
“you need buy in from all the different agencies. This was a 
testament to good planning and good cooperation. To have 
them all add this to their plate and take on an extra project 
is a credit to those involved.”

Albert says Valley does training every year involving 
different situations. “Last fall we did an exercise on 
a suspicious package and worked with the Sheriff’s 
Department and the bomb squad,” she explains. What 
these types of programs do, says Albert, is reinforce the 
value of working with and getting to know partners at 
different agencies. “You recognize the faces and get to 
know the people,” she says.

FOR FURTHER INFORMATION, CONTACT:

Alex Gordon, Health Program Specialist, Santa Clara County 
Public Health Department, 976 Lenzen Ave., San Jose, CA 95126. 
Phone: 408-792-5373. 
E-mail: alex.gordon@phd.sccgov.org

Per Schenck, Interim EMS Director of Emergency Medical 
Services, Santa Clara County Public Health Department, 976 
Lenzen Ave., San Jose, CA 95126. Phone: 408-792-1350.  
E-mail: per.schenck@phd.sccgov.org

Kendall Jones, Security and EOC Safety Officer, Regional 
Medical Center of San Jose, 225 N. Jackson Ave., San Jose, 
CA 95116-1691. Phone: 408-272-6484. E-mail:kendall.jones@
hcahealthcare.com

A copy of the Department of Homeland Security “Active Shooter 
Presentation” and other tools and resources on the subject can 
be downloaded at  
http://www.njha.com/ep/content.aspx?cat=to
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Jim McGinley received the 
Robert “BJ” Hale Memorial 
Award, given to a supervisor, 
manager, or director directly 
supervising the day-to-day 
operation of a health care security 
program, who demonstrates the 
knowledge, dedication, support, 
and promotion of the health care 
security field, and utilized those 
skills in the implementation, 
design, or development of a 
program that benefits the health 
care security field or in the 
training, development, and growth 
of the personnel  they supervise

Joseph Wachter received 
the Steadfast Service Award, 
presented to the officer who 
is consistent in their attitude 
and performance. The officer’s 
steadiness is a vital link to 
the department, and displays 
the following characteristics: 
stability, dependability, 
trustworthiness, honesty, 
dedication, punctuality, 
consistency, consideration 
of others, and flexibility. The 
award is open to officers below 
the supervisory level.

Jamie Grant received The Clint 
Hayward Award, given to an 
individual who demonstrates the 
desire to develop and promote 
growth in the health care security 
field. The individual is involved in 
the designing, development, and 
the implementation of a program 
to benefit health care security. 
He or she has the foresight to 
capitalize on their visions to 
enhance the health care security 
field.

Paul Colombe received the 
Officer of the Year Award, 
presented to the officer 
who exhibits outstanding 
characteristics which enhance 
their knowledge of the health 
care security field and who 
consistently utilizes these 
attributes. These include 
outstanding service, dedication, 
attitude, performance, 
professional stature, and 
support for the security field. 

FOur MMc SEcurIty OFFIcErS rEcOGNIzED

Four MMC Security officers were recognized by the Pine Tree Chapter of the International 
Association of Health Care Security and Safety (IAHSS), a professional organization comprised 
of security, law enforcement, and safety professionals dedicated to the protection of health care 
facilities worldwide:

Paul colombe Jim McGinley

Jamie Grant Joseph wachter
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April 2011

Dear Fellow IAHSS Member,

The Council on Education has created two wonderful new programs designed to expand our reach 
to the media, to our members and our professional speakers for programs or seminars anyone may be 
holding.

The first will be the newly formed Speakers Bureau.  This is a program where our members will be 
encouraged to submit names of speakers they have heard or know of that are exceptional, creative and/
or dynamic with a particular topic area.  These may be members of IAHSS but more often will be speakers 
from the outside.  There will be questions needing to be answered when submitting speaker suggestions 
to allow proper vetting to achieve a great database of speakers that can be found for different programs 
and topics.  All submissions will be categorized and entered into a database that all members will have 
access to.  This list can be used for local, regional or national IAHSS programs and even for meetings or 
seminars you are putting together or seeking speakers for your own organizations.  Our goal is to have 
a strong list of superb speakers on timely and critical topics.

The second program is the Media Bureau.  This is intended to determine members who have the 
ability, training, interest, and expertise in a particular area to talk with media professionals when they 
contact IAHSS for a particular story, article, webinar, radio spot, or TV appearance.  We have created 
a form to determine appropriate background and ability for people who wish to do this.  They will then 
receive media training to enhance their skills in this area.  With this database, we will immediately have 
experts in whatever subject matter the media is looking for who can speak intelligently on the subject 
for IAHSS in a timely way. People on this list will be contacted after being vetted by the Board or 
Headquarters.  We also hope that by creating this bureau we can more actively reach out to the media 
to offer experts in areas in a proactive way thus getting them to know and admire IAHSS for its expertise 
and services.  One goal is to educate the media more on healthcare security through this bureau and get 
them to write the kinds of stories we all want and need, not just those after a sentinel event occurs.  We 
are committed to increasing our public relations and reputation among the media (often they have never 
heard of us) so this will be a vehicle to achieve this focus and goal.

These two programs have come out of the Council on Education.  If you have any questions or 
suggestions about them, please feel free to contact me, Evelyn Meserve or Marilyn Hollier who currently 
chairs the council.  We welcome your input and are excited to embark on getting these programs up and 
running as soon as we can through your involvement and interest.  Please review the forms and fill out 
either or both if appropriate.  Get them back to the office by email to Nancy or Evelyn or fax. Fill out both 
forms if you are interested in both programs. Reach out to others who may be valuable to these efforts.   

Many thanks

Bonnie Michelman CHPA 
Council on Education Committee Member
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continued on next page

DrILLS

IN BrIEF:

SEcurIty, POLIcE Out OF tHE LOOP 
DurING MISSING INFANt DrILL
GrAND JuNctION, cO. St. Mary’s Hospital went 
into lockdown mode and area police swarmed the hospital 
after receiving information that an infant was missing from 
the hospital. The event, however, turned out to be a drill 
conducted by hospital staff that both hospital security and 
police were unaware of, according to local TV news reports. 
A dispatch sent during the drill described the missing child 
as 24 to 36 hours old. Within minutes, police arrived. The 
miscommunication was cleared up shortly there after, and 
a police spokesperson said despite the tense moments, the 
scenario made for good training.

FOrENSIc PAtIENtS

HANDcuFFED INMAtE ELuDES 
SEcurIty, EScAPES HOSPItAL IN 
StOLEN cAr
SOutH MIAMI, FL. An inmate brought to Larkin 
Community Hospital for a psychological evaluation managed 
to escape from a private security officer assigned to 
accompany him by police and steal the officer’s company 
vehicle. According to press reports, the 46-year-old man 
who had been arrested for aggravated assault with a deadly 
weapon was handcuffed at the time but was able to drive 
away in the vehicle. He was apprehended several days later 
after being spotted at a local mall. A judge then added grand 
theft auto to the list of charges.

LONG-tErM cArE

HOSPItAL HOuSES 73 FLOOD 
EVAcuEES FrOM SKILLED NurSING 
FAcILIty
EVANSVILLE, IN. Deaconess Hospital implemented its 
Incident Command System as it prepared to care for 77 
residents of New Harmonie Health Care, a skilled nursing 
facility that was evacuated because of nearby flooding. 
Preparations covered through the command system included 
additional security and badge clearance and access as well 

as beds and linens, ancillary medical supplies, meals and 
housekeeping, telephone services at nurses’ stations and 
orientation of New Harmonie Health Care employees. The 
skilled nursing facility provided nearly all of its own medical 
equipment and staffing. The evacuees were housed at the 
hospital’s recently closed in-house skilled nursing facility.

PArKING crIME

PrIVAtE SEcurIty INcrEASED AFtEr 
PrOtEStErS DAMAGE cAr PArK
DuNDEE, ScOtLAND. Additional private security was 
put in place and CCTV footage scrutinized after hooded and 
masked people protesting parking fees damaged exit barriers 
at three car parks at Ninewells Hospital. The parking lots are 
operated by a private firm, Vinci Park, which is responsible 
for the security and maintenance of the lots on the hospital 
site. The hospital, however, did not increase its own security 
in response to the incident. In a statement to The Courier 
newspaper, Brian Main, National Health Service Tayside’s 
Site Manager at Ninewells, says the health authority wasn’t 
involved and police were investigating “criminal damage.” 

PHONy DOctOrS

FAKE DOctOr rAISES SEcurIty 
cONcErNS At twO HOSPItALS
MONtrEAL, cANADA. 
Patient groups have 
demanded a complete 
overhaul of security after a 
woman passing herself off as a 
doctor entered the emergency 
rooms at Royal Victoria 
Hospital and Montreal General 
Hospital and gave two 
patients phony brain cancer 
diagnoses. The impostor also 
reportedly gained access to 
confidential medical files and 
consultation rooms. Police 
are hunting the stethoscope-
carrying woman who walked into the emergency rooms of 
the hospitals with folders under her arm and began posing 

wearing stethoscope and 
carrying papers, woman is 
caught on camera posing as 
doctor in at least two Montreal 
hospitals.
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room at Palms West Hospital. About 30 patients were 
evacuated and moved to safer areas within the facility 
after the fire was found on the second floor of the west 
tower. Patients recovering from surgery and other medical 
treatments were relocated to a safer part of the building as 
heavy smoke billowed through the hallways, according to TV 
news reports. Fire crews then used fans to clear the air in the 
affected areas.

FIrE tHAt KILLS PAtIENt wHO 
SMOKES wHILE ON OxyGEN
SPrINGFIELD, MO. A hospital security officer and a 
nurse with a fire extinguisher responded to a blaze at St. 
John’s Hospital that eventually claimed the life of a 64-year-
old cancer patient. In interviews with the fire department, the 
security officer and nurse say they found the woman sitting in 
a chair with flames around her face, neck and a blanket that 
was covering her. According to the fire incident report, the 
woman, who was on oxygen, was smoking at the time. She 
died a few weeks later of burn-related injuries.

DruG DIVErSION

SEcurIty, POLIcE tEAM cAtcH 
DruG-DEALING EMPLOyEE
MIDLAND, MI. Hospital security and police detectives 
monitored and eventually arrested a 41-year-old obstetrics 
health unit coordinator at Covenant HealthCare who 
was accused of selling crack cocaine out of her office. The 
investigation began when detectives learned a hospital 
employee might have been dealing drugs. With the help of 
security, they monitored her and she was eventually arrested 
after a drug deal in the hospital parking lot. A search of her 
property revealed supplies of crack cocaine. She had been a 
hospital employee for nine years.

SEcurIty ASSIStS PrOSEcutOrS IN 
ID, DruG FrAuD INcIDENt
SOMErVILLE, NJ.  A woman who used stolen identities 
and Social Security numbers to obtain treatment and 
Percocet at Somerset Medical Center on 17 occasions, 
before she was detained by detectives from the prosecutor’s 
office based on a tip from the security staff.  When one of 
the fraud victims began receiving medical bills for treatments 

as the resident physician. The hospitals, which are part of 
McGill University Health Centre, are reviewing their patient 
protection protocols, including increasing ID checks. In a 
comment to the Daily Mail Reporter, Ann Lynch, Associate 
director general for the McGill University Health Centre, says 
the hospital was “extremely concerned” about the security 
breach, adding, “It’s a wake-up call to all public institutions to 
really look at the issues of security.” Lynch says staff members 
are required to wear badges and patients are within their 
rights to ask to see them. The woman had approached two 
patients before staff members confronted her. Police were 
called, but she left before they arrived. The woman was 
caught on CCTV and police released copies of her image in 
the hopes of capturing her. 

LAwSuItS/LEGAL

HOSPItAL FOuND OPEN tO SuIt 
OVEr SEcurIty OFFIcEr’S 
DIScLOSurE
POrtLAND, ME. A hospital security officer who 
overheard a couple telling nurses about an assault in their 
home over drugs and contacted police may have violated 
the couple’s rights under federal and state laws on health 
information confidentiality. As a result, the couple is free to 
sue Stephens Memorial Hospital in Norway, ME, according 
to a Maine Supreme Judicial Court Ruling. The couple claims 
the officer overhead their conversation with nurses and 
called police against their objections. Police then went to the 
couple’s home and found evidence of marijuana cultivation 
and drug charges were brought against them. The court ruled 
state law does not shield health care providers from liability 
for disclosing confidential information unless it involves an 
examination to obtain evidence for prosecutors.

FIrES

SEcurIty rESPONDS tO FIrE tHAt 
rEquIrES EVAcuAtION
LOxAHAtcHEE, FL. Security personnel responded 
to fire alarms and used a fire extinguisher to put out a fire 
that sparked during the early morning hours in a mechanical 

continued on next page
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PAtIENt ArrEStED AFtEr 
DIScHArGING StuN GuN IN 
HOSPItAL’S Er
HAtFIELD, PA. Hospital security officers at Lansdale 
Hospital responded to the emergency department lobby 
after a man brandished and activated a stun gun on several 
occasions, according to news reports. Police were called by 
security, who says the 40-year-old also activated the device 
as he left the hospital. When police encountered him in the 
hospital parking lot, they found the man with a functioning 
electronic stun gun and a large can of pepper spray. The 
criminal complaint filed by security says the man was walking 
around the ED, activating the device and scaring patients and 
their families.

POLIcE, SEcurIty DEAL wItH 
SuIcIDAL GuNMAN
BOuLDEr, cO. Hospital security and police took action 
when a man with a gun made a failed suicide attempt on 
the grounds of Boulder Community Hospital. According to 
a hospital spokesman, a doctor approached hospital security 
around 3:15 p.m. Monday to report seeing a man sitting 
down outside the northeast corner of the building, looking 
distraught. Hospital employees said the man then pulled out 
a gun, put it in his mouth and pulled the trigger, he said, but 
the gun didn’t go off. At about the same time, a female friend 
of the man called police and told dispatchers that the man 
was suicidal and that he was armed with a handgun outside 
the hospital, police said. The man was peacefully taken into 
custody about 7 p.m. Under a Code Amber security alert, 
ambulances were diverted to other hospitals and streets 
surrounding the hospital were closed. Police with rifles and 
handguns were positioned in front of the hospital and many 
officers were wearing bulletproof vest or holding shields. 
Only the hospital kitchen was evacuated, according to an 
employee’s account to news outlets.

tHrEAt AGAINSt wOuNDED 
POLIcEMAN uPS SEcurIty
PIttSBurGH, PA. Security at the University of 
Pittsburgh Medical Center Mercy and Clairton, PA, police 
stepped up their security surrounding a wounded Clairton 
police officer after threats were phoned into the hospital. 
Upon receiving calls that someone was coming to shoot 
Officer James Kuzak, who had been shot while responding 
to a home invasion, hospital security and police moved him 
to another floor. Pittsburgh police also offered their services, 

she hadn’t received, she notified authorities that she had 
had her wallet stolen, which contained personal information, 
including her health insurance card and Social Security card. 
Using that information, detectives contacted the hospital to 
obtain medical records for this victim and another who had 
also reported ID theft. When a woman came to the hospital 
seeking treatment under one of the victim’s names, security 
alerted the Somerset County Prosecutor’s Office, which then 
detained the suspect.

VIDEO SurVEILLANcE SHOwS 
MOtHEr tAKING BABy’S MEDS
HuNtINGtON, w VA. After obtaining a court order 
to set up video surveillance when nursing staff noticed 
discrepancies in the medication given to a baby in the 
pediatric intensive care unit, a mother faces a grand jury 
inquiry into whether she stole the medicine for her own 
use. The baby was at Cabell Huntington Hospital and was 
receiving Fentanyl to manage pain and provide sedation for 
a severe respiratory problem. The video showed the mother 
unhooking the tubing from the medicine pump and emptying 
it into syringes, according to TV news reports.

VIOLENcE

PAtIENt KILLS DOctOr IN  HOSPItAL 
GArAGE MurDEr-SuIcIDE
OrLANDO, FL. A highly regarded 41-year old multi-organ 
transplant surgeon at Florida Hospital Orlando, Dmitriy 
Nikitin, has been shot and killed in what police believe was a 
murder-suicide by 53-year-old Nelson Flecha, identified as a 
patient of his. The shooting reportedly occurred on Thursday 
evening, May 27, near the elevators on the first floor of the 
parking garage used by employees and patients’ families. 
Police believe Dr. Nikitin was shot on one level of the parking 
garage and that the gunmen then went to a different level 
where he shot himself. He later died from his wounds Police 
say the suspect lived alone in a working-class apartment 
off of U.S. Highway 17-92 in the south end of Orange City. 
A police spokesperson said that Flecha has no criminal 
history in the state and that no motive for the crime had 
been established. She said that more than one weapon was 
recovered from the scene and that video from cameras at 
the garage confirmed the murder-suicide theory

continued on next page
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although Clairton police were overseeing the officer’s 
security during his hospital stay.

tODDLEr ASSAuLtED IN HOSPItAL 
rOOM
wINStON-SALEM, Nc. Alerts from the system 
monitoring a two-year-old’s vital signs alerted hospital staff to 
call security when it was discovered the alerts were sounding 
because her mother’s boyfriend was assaulting the youngster. 
Security officers at Brenner’s Children’s Hospital called police, 
who arrested a 26-year-old man for hitting the girl in the 
head, covering her mouth and pinching her nose to prevent 
her from breathing and jabbing her in the stomach. The 
mother had allowed the man into the room, but subsequently 
fell asleep. Capt. David Clayton of the Winston-Salem Police 
Department told reporters “the hospital’s security system 
is top-notch. When something like this happens, everybody 
looks at things.”

AssAulted Nurse Fired For 
ViolAtiNg HospitAl policy
SAN DIEGO, cA. Although security officers responded 
to calls from a Paradise Valley Hospital nurse who says she 
was assaulted by an aggressive patient, she also called police 
and, in doing so, violated a policy that got her fired, according 
to TV news reports. The nurse says the patient grabbed 
and threw her as she tried to give him medication. Hospital 
security responded, but she still called police, noting the man 
was making threats against her and her family. The nurse 
wasn’t injured nor did she press charges. She is now seeking a 
wrongful termination suit against the hospital.

Nurses QuestioN security 
FollowiNg AssAult
MANItOBA, cANADA. The attack of a nurse at the 
Hamiota Health Centre has raised concerns by the Manitoba 
Nurses Union about security at all rural health facilities. 
According to news reports, two nurses were locked in a 
room by a patient and one of them was assaulted before 
the man fled the scene in a stolen vehicle. The union says 
many smaller hospitals do not have security officers on duty, 
putting people at risk. MNU wants both a security officer on 
guard and suggested nurses wear panic buttons so they can 
always reach the Royal Canadian Mounted Police in case of 
an emergency. The facility in Hamiota is now reviewing its 
emergency plan in light of the assault incident.

HospitAl FiNed by osHA For 
Not protectiNg workers From 
VioleNce
OAKLAND, cA. For not doing enough to protect workers 
in the emergency department from violence, Cal OSHA 
has fined Oakland Children’s Hospital $10,000. The state 
agency cited the hospital for not protecting workers from 
gunshot victims who are dropped off in front of the hospital. 
Nurses say they have received no training on how to deal 
with these situations or other potential problems, such as 
confrontational patients. But hospital officials say they have 
implemented a policy regarding gunshot victims that sends 
out a security team to assess the situation and if deemed safe, 
then a medical team will be dispatched to treat the victim.

POLIcE OFFIcEr ASSAuLtS SEcurIty 
OFFIcEr At VISItOr’S DESK
PHILADELPHIA, PA. A veteran Philadelphia police officer 
who was fired in an incident in which heallegedly assaulted 
a security officer at Mercy Fitzgerald Hospital in 2009, has 
been found guilty of assault. The policeman was asked to sign 
in at the visitor’s desk and a brief fight ensued during which 
the policeman pulled out his handgun and pointed it at the 
security officer. The policeman wasn’t in uniform at the time, 
nor was he on duty, according to reports.

HOSPItAL LAuNcHES INtErNAL 
INVEStIGAtION AFtEr PAtIENt 
MurDErS PAtIENt
cOLuMBuS, OH. Kindred Hospital has launched an 
internal investigation following the beating death of a partially 
paralyzed man by his roommate, who had just come out 
of a 27-day coma. According to news reports, the coma 
victim was known to have mental difficulties and to be 
combative. but had been removed from restraints. He used 
an orthopedic bar, a pole and a telephone receiver to assault 
his roommate. After the assault, a security officer found the 
attacker trying to hide in a hole in the wall of a section of 
the rehabilitation hospital that was being remodeled. In a 
statement released to the press, Kindred Hospital officials 
said, “Patient care and safety is our No. 1 concern… 
We have launched an internal investigation and we are 
cooperating with the police investigation.” Family members 
are considering a wrongful death lawsuit against the hospital.
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wOMAN SEtS DOG ON SEcurIty 
StAFF
NEwPOrt, wALES. A woman who was escorted out 
of Royal Gwent Hospital after she became aggressive set 
her bull terrier on the two officers who removed her from 
the property.  The officers escorted the 29-year-old woman 
from the accident and emergency department by lifting her 
under her arms. Once outside in the car park, she shouted 
“Get them!” to her dog, which began jumping up and biting 
one of the officers. She then took the dog’s chain and hit 
the officer in the head. She also assaulted a police officer 
who stepped in to help the security officers. One officer 
received bite wounds to his arms, hands and legs and a gash 
to his head from the chain. The woman was jailed for 18 
months for owning a dangerous dog, unlawful wounding and 
assaulting a police officer.

SEcurIty OFFIcEr 
ActIONS

HOSPItAL SEcurIty OFFIcErS 
rEcOGNIzE, cHASE, cAtcH MAN 
wANtED FOr MurDEr
INDIANAPOLIS, IN. The Indianapolis Metropolitan Police 
Department that a suspect wanted in connection with a 
north side murder a few days earlier has been arrested, 
thanks to the alertness of hospital security Officers. Around 
8 p.m., security officers at Community North Hospital 
recognized 21-year-old Christopher Woods and were able 
to apprehend him following a short chase. Woods has been 
arrested and faces charges of murder and possession of a 
firearm without a permit. He is accused of fatally a shooting 
21-year-old woman on Monday at a north side apartment. 
Police say Woods fled the scene following the shooting. A 
manhunt caused nearby schools in Washington Township to 
be put on lockdown as a precaution while police searched 
for him.

In any hospital, the need to provide security and safety 
often stands at odds with the mandate to be an open, 
welcoming facility for patients and visitors. But a children’s 
hospital has the added responsibility of protecting young 
patients who by their very age and circumstance are especially 
vulnerable.

At Children’s Hospital of Pittsburgh of UPMC,  Pittsburgh. 
PA, the move two years ago to a new building allowed 
operations and public safety personnel to create what they see 
as the best of both worlds—a “front of house” encompassing 
the lobby and waiting area that is open and accessible, and a 
“back of house” involving patient rooms, treatment areas and 
the like that is more strictly controlled.

Eric Hess, Vice President-Operations, says hospital 
administrators “feel pretty lucky that we could start from 
scratch. It allowed us to do good architectural design and 
add in security and safety. “If we have good control over the 
people getting in,” he adds, “then we can control issues such 
as child and infant abduction.”

Because it was a new building, the 296-bed facility is 
equipped with the latest systems. There are 686 digital 
cameras in all, says Jim Majsak, Manager of Public Safety, and 
up to 80 can be viewed at one time in the command center, 
with different ones on view depending on the time of day. 
All exterior cameras are pan-tilt-zoom models and video is 
recorded on NVRs.

AccESS cONtrOL SyStEM 
cONtrOLS VENDOrS, VISItOrS

Public safety personnel are located in various buildings 
and they all can access the cameras, says Hess. “This campus 
is bigger for us, so we had to add police and dispatchers,” he 
notes. 

There are 48 officers, says Majsak, who are equipped with 
extendable batons, pepper foam and handcuffs. Uniformed 
officers have the power to make arrests, he adds. Officers are 
trained on how to handle batons and foam, he says, as well as 

New Building Allows 
children’s Hospital to 

Balance Openness with 
controlled Access

continued on next page
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in crisis management, CPR and first aid. Two marked police 
vehicles patrol the 10-acre campus. In addition, notes, Hess, 
there are two investigative specialists on staff.

While officers and cameras serve as a deterrent, Hess 
says much of the security comes in the form of access 
systems and building design. “Through the design of the card 
access system, we’ve made the building impenetrable,” he 
says. Vendors are screened and registered through a vendor 
management system, while visitors are controlled through a 
similar visitor management system.

rEStrIctING AccESS tO PAtIENt, 
StAFF ELEVAtOrS

There are only two elevators that can be used by the 
public, says Hess. One goes directly to the fourth floor, which 
is the outpatient area. The other one, manned by an officer, 
can only be accessed through an Easy Lobby badge given to 
vendors and visitors, or with a staff ID. 

Patient’s visitors, says Hess, must have that child’s 
confidential code in order to get a visitor’s pass. Parents are 
given the ability to limit access through that code, says Majsak, 
or they can even limit outsiders’ knowledge about whether 
the child is in the hospital.

There are seven ways to get to the lobby of the building, 
says Hess, but once there, hospital security limits access to 
other parts of the building. Staff elevators can only be called 
with a staff ID, says Hess, and the public isn’t able to access 
the stairwells. “At the end of the day,” he says, “we manage 
the front of the house and the back of the house differently.”

In designing the system, says Hess, “we really studied how 
to give our patients freedom. So we put more attention on 
having the right people get in.”

Majsak says although the system is still relatively new, 
“we’re constantly making adjustments,” such as changing 
the scripts in the command center, or adding cameras and 
improving video storage. Currently, he says, the video is stored 
for up to 45 days. 

uSING cAMErAS, SPEcIALIStS tO 
SPOt crIME IN PArKING GArAGES

There are also cameras that monitor the parking garages, 

says Hess, which is important for both staff and the public. 
Parking areas, he says, are often the scenes of disputes, thefts 
and accidents. “The investment in and placement of cameras 
allows us to follow up and to catch people,” he says.

One investigative specialist is trained on the use of 
cameras for forensic purposes, says Majsak, adding “our 
success rate is good.” The parking system is also integrated 
with card access, he notes, and gates can be controlled 
remotely if there is a need to detain someone.

Another feature that is available to security, but hasn’t 
been used, is a patient location system, says Hess. “We 
have the technology to do it, but as of now, we don’t use 
it.” Hess says they initially got the system so they could 
“have the flexibility if our controls on people coming in 
didn’t work. But we’ve been more than satisfied with what 
we have,” he says.

Majsak says with children, it’s important to give them 
some leeway, so if they want to take a walk outside with 
their parents, they can do so without setting off an alarm. 

“We’re happy with the technology and the equipment. 
It’s a great deterrent and a great tool,” says Majsak. 

For FurtHer iNFormAtioN, coNtAct:

eric Hess, Vice president-operations or Jim 
majsak, manager-public safety, children’s Hospital of 
pittsburgh of upmc, 4401 penn Ave., pittsburgh, pA 
15224. phone: 412-692-5325. 
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ADT has the resources and expertise to provide comprehensive, 
integrated security solutions. Whether it’s security for multi-campus 
facilities, medical offi ce buildings, small local hospitals, medical clinics or 
extended care facilities, ADT can help you implement the right security 
solution. Thousands of healthcare customers already trust ADT to help 
protect what’s most important to them. You can, too.

To learn more, call 1-866-935-9238 or visit ADTbusiness.com/healthcare_security
ADT license numbers are available for review at www.ADT.com or by contacting 1-800-ADT-ASAP®. ©2010 ADT Security Services, Inc. All Rights Reserved. ADT, the ADT logo, ADT Always There and 1-800-ADT-ASAP are registered trademarks of 
ADT Services, AG, and are used under license.

ADT has security solutions for
virtually every part of your facility:

7. Parking Garages

1. Administration
    Offices/Dormitories

2. Emergency &
 Outpatient Facilities

3. Main Hospital Building/
    Pharmaceuticals

4. Research Facility

5. Teaching/Training Facility

6. Walkways/Employee and Visitor 
 Parking Lots/Common Areas

• Access Control
• Visitor Management
• Video Surveillance and

Digital Video Recorders
• Intrusion Detection
• Fire Protection
• Remote Video GuardTours
• Emergency Phones

Security solutions to help you protect your patients,
employees and facilities: Look to ADT for customized,

cost-e�ective security solutions.

• Mass Notification and
Targeted Alert Notifications

• Electronic Article Surveil-
lance

• Gate Access Control
• Video Alarm Verification
• And more
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An Interview With: 

continued on next page

Harry Kirlin, Security Director 
Of university Medical center, 
tucson, On Security’s response 
Following the Shooting Of 
rep. Gabrielle Giffords

On the morning of Saturday, January 8, Rep. 
Gabrielle Giffords (D-Ariz.) was conducting a 
meet-and-greet with constituents at a Safeway 

supermarket near Tucson, AZ. During that event, Giffords 
was attacked by a bystander who shot her in the head. She 
was one of 13 people wounded during the incident that 
also left six others dead. Giffords was taken to University 
Medical Center, the only Level One Trauma Center in the 
area. In this interview, the medical center’s security director, 
Harry Kirlin relates how events transpired that day as well as 
during the time Giffords remained at the medical facility.

Q. The shooting of Rep. Giffords occurred on a 
Saturday morning: How were you notified and what 
did you and your officers do in response?

A. As the only trauma center, we received the initial 
notification that there was a multiple casualty shooting. 
In(Reprinted with permission from the daily online 
magazine, The Root (www.theroot.com).  such a case, we 
usually lock down the Emergency Department. But then we 
were told it happened at the Giffords event,  the (officers 
on duty) called me. And I got ready for what was coming. 
Most of the shooting victims came to us or were eventually 
transferred to us. By the time I arrived, I knew Giffords was 
coming, so we locked down the entire facility, which involved 
locking down all the entrances and posting officers at the 
main entrance and the waiting room in the ED. There was 
some confusion because CNN was reporting that she had 
died at the scene, but in reality she was brought in and went 
quickly from trauma to the operating room to intensive 
care.

Q. In addition to your officers, what law 
enforcement entities were involved during her stay 
and how did you work together?

A. Our officers (45 total) were all called in and 
vacations and days off were canceled. They were working 
a schedule of 12 hours on, 12 hours off. In addition, the 

Tucson police and sheriff’s department were present, as 
were the District of Columbia Capitol Police, FBI and Secret 
Service. It was pretty much a cooperative function, with 
initially the Tucson police and sheriff’s department. But it 
grew from there. The FBI arrived Saturday night and the 
Capitol Police came because they are responsible for the 
security of the congresswoman. We set up a command 
post in the ED for local agencies and added others as they 
arrived.

The Capitol Police were posted outside the room, 
while the Tucson police secured the (intensive care) unit 
with two to four officers. My guys were outside of the unit, 
screening people. The Tucson police and university police 
also provided security outside of the building. The FBI was in 
and out, assisting in the investigation and the Secret Service 

was involved in security when President Obama came to 
visit (on Jan. 12). 

Rep. Giffords stayed in a corner room on the second 
floor intensive care unit. The ICU is already a card-access 
only area, but we also shut down the staircase to the second 
floor and made that card access only as well.

Adding to the responsibilities of university Medical center Security 
during the hospitalization of rep. Gabrielle Giffords was a makeshift 
shrine composed of candles, bunches of flowers, and  posters with 
pictures and expressions of regret and sympathy that covered the 
lawn in the circular drive front of the hospital. Many individuals, some 
of those old and frail, offered prayers at the shrine around the clock. 
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Interview cont.
Q. In addition to the president, who came to visit 

Rep. Giffords and how did you handle that?

A. Rep. Giffords had several high-profile visitors, 
including Sens. Jon Kyl (R-Ariz.) and John McCain (R-Ariz.), 
Rep. Raul Grijalva (D-Ariz.), and Arizona Governor Jan 
Brewer. There was one entrance, so it was easy to secure. 
And for some visitors, we used the ambulance entrance.

Q. How did you handle patients already in the 
hospital or those who were coming for procedures 
and patients’ visitors?

A. Saturday and Sunday weren’t too bad because there 
were no regularly scheduled appointments. On Monday, 
we left the hospital locked down and checked on each 
person who had an appointment. We brought in additional 
computers and staff to set up a screening process and it 
went amazingly well. While there was a line of people being 
checked in, the people I talked to in line, without exception, 
thought we were doing a good job. We would check people 
in and out for visitation, and we set up a special ID badge 
for those in or visiting the ICU.

The hospital doesn’t have metal detectors and we 
didn’t bring any in for this. In this case, we had people at the 
perimeter, at the entrance, at the unit and at her door.

Q. What about the press and onlookers?

A. Again, because this happened on the weekend, we 
had more time to get set up. We were able to start putting 
the press in the ring road in front of the hospital, so they 
were all in one place. The public turned the front lawn into 
a shrine as well, leaving candles, posters and the like. We had 
a press conference every day at 10 a.m. in the auditorium of 
the cancer center, which is a building nearby. The idea was to 
make this workable for everybody. We also set up port-a-
potties in the press area and foodservice staff took food and 
coffee out to them three times a day. Hundreds of people 
showed up, so my officers and the university police were 
there to maintain traffic control. 

Q. Did you screen the items left or those coming 
into the hospital?

A. During her stay, Rep. Giffords started getting packages 
and other items sent to her. We have five canine teams, two 
of which are used for detecting explosives, so they were 
used to screen packages. We got a huge outpouring of 
support, not only for Rep. Giffords but also for the officers. 

Two to three days into it, an elderly lady from Green Valley 
who had been here as a patient called and said she was 
thinking about us and wanted to make and deliver cookies 
for the security guys. There were a lot of things like that.

We didn’t (use the dogs to) check out the items on the 
lawn as we did with the packages for Rep. Giffords. If items 
were cleared, her staff took the packages and they worked 
with a group at the hospital to make a decision about where 
to put things. The items on the lawn were gathered after she 
left and placed in trucks for her staff to sort through.

Q. Had you done any exercises or training to 
prepare for just such an event?

A. You always talk about what could happen, and we had 
done some tabletop exercises based on mass causalities. 
But this was really more about all the things surrounding the 
event that made it more of an issue. Ten years ago, there 
was a shooting at the College of Nursing where a student 
shot the instructors and himself, so we did a lock down then 
with law enforcement. And we do have some high-profile 
patients once in a while, but mostly no one knows they are 
here. That’s what made this so different.

Q. How would you assess the response during the 
event and for the week that Rep. Giffords was at the 
hospital?

A. It was good that we tried to make it work for 
everyone—the press, the public, the families of the other 
patients who are here. That’s the main thing that made 
it successful. One area where we could have improved 
was being quicker to set up for the crowds that came on 
Monday morning. Sometimes you are more reactive than 
proactive.

For FurtHer iNFormAtioN, coNtAct:

Harry t. kirlin, security director, university medical 
center, 1501 campbell Ave., tucson, AZ 85724.  
phone:602-694-6545. e-mail: hkirlin@umcaz.edu
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The transformation earlier this year of a young woman 
named Carlina White from a statistic in the database 
of the the National Center for Missing & Exploited 

Children (NCMEC) to a live person who had been 
kidnapped in 1987 from Harlem Hospital, New York, NY, 
when she was 19 days old, has attracted a wealth of media 
coverage  (including the article by Pulitzer Prize winner E.R. 
Shipp in this issue) which state that, thanks to improved 
hospital security, such kidnappings are far more difficult to 
be pulled off today--in the United States, at least.

In her search for her real parents, Carlina White 
contacted NCMEC officials last December, who concluded 
that her information matched their records, and persuaded 
detectives in the New York Police Department to seek 
DNA matches of what shortly did turn out to be her real 
parents.

NAHIrNy: INFANt KIDNAPPING 
tHrEAt StILL PrESENt AFtEr 
DIScHArGE

While there has been a sharp drop in abductions from 
hospitals from 2000-2010 compared to 1983-1999, reports 
NCMEC’s Cathy Nahirny, kidnappings of infants from homes 
and other places (like parks and shopping centers) have not 
gone down as substantially during the same period. 

“Because we haven’t had that many abductions in health 
care, the abductors haven’t gone away,” warns Nahirny, 
who is  Administrator Manager of  the Jimmy Ryce Law 
Enforcement Training Center (JRLETC), a training and 
technical-assistance program offered through NCMEC. 
“They are still out there, and they are still going to go to 
a health care facility to see if it is a possibility.  If they see 
it’s not as easy as they thought it was, the next logical 
step is to go to a home, or to a mall, after perusing baby 
announcements, and finding a child that fits their criteria.”

11 OF 247 INFANtS ABDuctED SINcE 
1983 StILL MISSING

According to Nahirny, there were 24 infant abductions 
from health care facilities between 2000 and 2010, 
compared to 94 between 1983 and 1999.  There were 52 
infant abductions from homes and other places between 
2000 and 2010 compared to 87 between 1983 and 1999, 
a smaller dropoff and a shift in venues. Of the total of 247 

kidnappings reported, 11 cases are still open--five from 
hospitals and six from homes and other places. The last 
unsolved infant kidnapping took place in 2005.  The NCMEC 
statistics, reported on its website (www.missingkids.com), 
also state that of the total abducted newborns, 68 were 
Hispanic, 114-black, 81-white, three-Asian, two-American 
Indian and  six-biracial. Of those still missing, four were 
Hispanic, six-black, and one-white.

BEttEr EDucAtION, 
cOMMuNIcAtIONS SEEN AS tHE KEyS 
tO DrOPOFF IN HOSPItAL INcIDENtS

Nahirny credits a combination of factors which have 
contributed to the drop off in abductions in hospitals. “It’s 
the whole package. There has been a shift since 1999  (the 
first year of zero abductions in hospitals, a huge landmark 
for us) because security in hospitals has been beefed up, 
education provided by the Center and Mead Johnson 
Nutrition, the training and drilling of clinical staff--all have 
made a huge difference,” she points out. Contributing to that 
difference are the huge changes in communications which 
have taken place. 

‘The Internet…24 hour news…cable news. In 1987, the story 
of an infant abduction was strictly local. Now, we know what’s 
going on everywhere in the world almost the instant it happens.  
That helps because we know that abductors travel--one city 
or one state to another. Spreading that information out to the 
broader public helps us find the kidnapper.”

PrOfILe Of AbDuctOr HAS remAINeD 
tHe SAme

What hasn’t changed, Nahirny says, is the profile of the 
typical infant abductor, which has been developed from an 
analysis of 256 cases occurring between 1983 and 2008. 
The profile, which also can be downloaded on the NCMEC 
website, Nahirny adds, has been found to be applicable in 
other countries where infant abductions are taking place. 
In addition to a 10-point description of the characteristics 
of the typical hospital abductor, the profile also lists four 
additional characteristics of an abductor who abducts from 
the home setting:

--Is more likely to be single while claiming to have a partner.

--Often targets a mother whom she may find by visiting 
healthcare facilities and tries to meet the target family.

Ncmec: threat of infant Abduction shifting to Homes, but 
Hospital responsibility For educating parents remains
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--Often both plans the abduction and brings a weapon, 
although the weapon may not be used.  

    --Often impersonates a healthcare or social-
services professional when visiting the home

DO BIrtH ANNOuNcEMENtS Put 
PArENtS At rISK?

Given the changes in abduction emphasis from the 
hospital to the home, Nahirny urges hospital security to 
include training of maternity and pediatric patients and 
their close family members in awareness and prevention 
of persons who might attempt abduction after they leave 
the hospital and to take closer looks at exposures such 
as birth announcements, including hospital internet birth 
announcements.

“We don’t want to scare parents, but education is 
critical. To that end, we have printed out Safety Tips 
for Expectant Parents from our book, For Healthcare 
Professionals: Guidelines on Prevention of and 
Response to Infant Abductions.  The tips, like the book, 
are downloadable for reproduction. They include tips on 
home and public places protection as well as in the facility. 

Educating parents about the threats after they leave is now 
just as important as educating them about what they should 
be aware of when they are there.”

For FurtHer iNFormAtioN, coNtAct:

cathy Nahirny, Administrator manager Jrletc, 
Ncmec,  699 prince street Alexandria, VA 22314-3175  
phone: 703-837-6243 Fax: 703-274-2110 
 e-mail: cnahirny@ncmec.org

to download the Ncmec publications mentioned 
in the article, go to:  
http://www.missingkids.com/missingkids/servlet/servi
ceservlet?languagecountry=en_us&pageid=199

or, on the Ncmec home page (www.missingkids.
com), click on “more services,” then click on 
“infant Abduction prevention and resources” under 
education.

 

Safety On Call

1-800-441-9191
www.call24wireless.com
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SPEcIAL rEPOrt:
How Prepared Are US Hospitals in Nuclear Accident Response?

The earthquake and subsequent tsunami in Japan on 
March 11 and its impact on the nuclear reactors at 
the Fukushima Daiichi site has brought nuclear plant 

safety to the fore. The U.S. Nuclear Regulatory Commission 
oversees and licenses 104 nuclear reactors at 65 power 
plants—69 pressurized 
water reactors and 35 
boiling water reactors, 
which generate about 20 
percent of the nation’s 
electrical energy. As part of 
the oversight into the safety 
of those living near these 
sites, many of the country’s 
hospitals are designated as 
primary and backup receiving 
hospitals in case of an 
accident and thus participate 
in regularly scheduled drills 
regarding decontamination 
and treatment of persons 
exposed to radiation. In light 
of the events in Japan, we’ve 
asked some hospitals and a 
trainer about preparedness 
plans, drills and the role of hospital security should a nuclear 
accident occur here.

Participating in this article are Gil Cosnett, Medical 
Preparedness Program Director, Tetra Tech EM Inc., Newark, 
DE; Gary Smith, Emergency Management Coordinator, 
Upstate Medical University, Syracuse, NY; Gerald Connock, 
Director of Radiation Safety and Radiation Safety Officer, 
Upstate Medical University, Syracuse, NY; and Ron Crane Jr., 
Emergency Preparedness Manager, University of Arkansas 
for Medical Sciences, Little Rock, AR.

cOSNEtt: HOSPItALS’ rOLES IN tHE 
u.S. NucLEAr POwEr SyStEM

As a medical response trainer and emergency preparedness 
consultant for 24 years, Cosnett says the recent events in Japan 
have only marginally impacted what has been a very busy year. 

That’s because the nuclear power industry in the United States is 
mandated to have the hospitals it relies on trained and it is in its 
best interest that the hospital perform to standards, says Cosnett.

There has to be a minimum of two hospitals set up to 
receive patients in the event of a nuclear accident or emergency, 

says Cosnett. “And the federal 
government can’t just receive 
the plans, they want to see it 
demonstrated.” Nuclear plants 
must participate in reviewed, 
full-scale exercises every two 
years, involving plant staff and 
local emergency response 
organizations such as law 
enforcement and hospitals. 
The Federal Emergency 
Management Agency (FEMA), 
which came into existence 
because of the Three Mile 
Island nuclear disaster, is 
responsible for monitoring 
these exercises.

If a hospital fails during a 
drill, says Cosnett, it has six 
months to prepare and go 
through the drill again. And if it 

should fail a second time, the nuclear plant with which they have 
the agreement is shutdown until the hospital is in compliance, he 
says. The same is true with other agencies that may participate in 
a drill, such as a fire department or law enforcement.

While these are the rules that apply to the primary and 
secondary hospitals designated in the nuclear power plants 
emergency plans, there is no law that mandates that other 
hospitals be equipped to handle a radiological event, says Cosnett. 
“It’s a self-sufficient system. I do my training for the nuclear power 
industry and the hospitals that are designated.”

GAPS IN tHE currENt LEVEL OF 
PrEPArEDNESS

Cosnett says over the years there have been studies 
and reports outlining the inadequacies of the current level of 
preparedness in the United States. In the United Kingdom, Japan 
and Israel, he notes, all hospitals must have mandated training.

workers brave radiation to clean one of control rooms in reactor buildings 
at Fukushima DaiIchinuc nuclear power station in Fukushima, Japan, on 
May 6, 2011 Source: tokyo Electric  co.
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trAINING
Additionally, says Cosnett, even with the training that is 

required in the United States, there is no specific course detail 
that must be covered. “FEMA requires a support hospital and 
backup and requires a drill, but it doesn’t go into detail. A course 
could be five minutes or it could be 10 weeks,” he says.

For his clients, Cosnett offers a two- to three-hour class, 
beginning with lectures about power plant operations and the 
emergency preparedness mandate, then covering radiation basics 
and case histories of contamination events. That is followed by 
hands-on training in the emergency department or classroom 
where participants set up a decontamination site and a walk-
through of what to do.

SEcurIty’S KEy rOLES
Typically, says Cosnett, hospital participants in the drills include 

security and engineering, doctors and nurses from the emergency 
department and representatives from nuclear medicine.

“It’s the people who would respond to set up the area and 
carry out the tasks,” says Cosnett. “We usually have a strong 
showing from security,” he says, noting their specific role would 
be to help set up and secure the decontamination area, handle 
the media and onlookers and even secure the area until any 
contaminated materials are removed from the hospital.

“In a major event, security’s role is intensified because this is a 
very controlled situation,” says Cosnett. Unlike a terrorist event, he 
says, receiving and handling nuclear accident victims is a fairly well-
controlled event.

PuBLIc rESPONSE PrOBLEMS
But where the problems arise, says Cosnett, is in the public 

response. He recalls the nightclub fire in Rhode Island in which 
dozens of people were injured and many people arrived at the 
hospital in private cars, rather than by ambulance.

“When I do a disaster drill for a hospital regarding a major 
fire or a terrorist event, I tell them they need to bring in a 
bulldozer to remove the cars because people will drive up and 
abandon their vehicles,” he says, and ambulances and emergency 
responders won’t be able to get through. “Eighty percent of all 
disaster victims arrive by car,” he adds.

This same level of public panic is possible in a nuclear 
accident because people tend to ignore the evacuation plan 
and head for the hospital, says Cosnett. That’s also why, he 
says, he tells hospital personnel to turn on their TVs. “The 
first thing they should do is assign one individual to watch 
TV, because that’s where you’ll get all your information” 
about how the public is responding, he says.

DIFFErING rOLES OF EVAcuAtION 
cENtErS AND HOSPItALS

Under nuclear emergency plans, says Cosnett, people in 
the affected area would be directed to evacuation centers, 
just as they are in a hurricane or other natural disaster. 
“Hospitals are for patients who are injured or ill,” he says, 
and aren’t necessarily equipped to monitor the masses 
for exposure to radiation. It is the evacuation centers that 
will have the appropriate radiation level readers and the 
potassium iodide tablets. 

Hospitals, he says, aren’t required to have the potassium 
iodide tablets, nor are the tablets the panacea many people 
believe them to be. While they are effective in some 
instances, it depends on the type of isotope to which a 
person is exposed, says Cosnett. Radioactive materials go 
to different parts of the body depending on the isotope, 
and potassium iodide is meant to prevent radioactive iodine 
from going to the thyroid. 

Cosnett says hospitals also need to be prepared 
for evacuation. Hospitals within a 10-mile zone of the 
disaster must be evacuated, while in Pennsylvania, he adds, 
everything within that 10-mile radius would be evacuated. 
Most other states, he says, determine evacuation based on 
their downwind proximity from the plant.

crANE: DrILLING FOr SAFEty
In April, the University of Arkansas for Medical Sciences 

(UAMS) conducted its biennial drill that met both nuclear 
regulatory and Joint Commission requirements for safety 
drills, says Crane. UAMS is the state’s only Level 1 trauma 
center and serves as the secondary hospital if there were 
a nuclear accident at Arkansas Nuclear 1 in London, AR, 
he says. The primary hospital is St. Mary’s Regional Medical 
Center in Russellville, which is just six miles from the plant. 

In the scenario that was created for the drill, UAMS 
staff handled an “injured” worker from the nuclear power 
plant who came into the emergency department with a leg 
wound. The patient arrived in a plastic body bag to keep the 
radiation contained and was transported through a separate 
entrance to a decontamination room adjacent to the ED.

During the drill, the wound was cleaned and radiation 
levels constantly monitored until the affected area was 
deemed clear and then the patient could be moved to the 
regular ED for further treatment.
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SEcurING cONtAMINAtION ArEAS
Crane says during such an exercise, the hospitals 

security team, which includes sworn and uniformed officers, 
would be responsible for locking down the ED. “In the 
event of a contamination, we would need their assistance 
to keep people contained in the area and to shut down 
roads.”

The hospital, which was built two years ago, features 
the separate 800-square-foot decontamination suite with 
an outside entrance, says Crane. The hospital also has 
tents it can use for larger scale decontamination, with the 
ability to treat 50 or more patients, if needed, he says. The 
ambulance bay was engineered so that covered area can 
serve as the secondary decontamination site, says Crane, 
with electrical outlets and water lines built in.

There is also a decontamination room on the roof in 
case a victim was to arrive via helicopter, says Crane. 

In addition to what took place during the drill, Crane 
says there are many behind-the-scenes activities that 
would occur, such as the use of a radiation security officer 
for ongoing monitoring. Because the hospital has nuclear 
medical capabilities, Crane says many people are trained on 
radiation protocol.

But Crane notes that not many other hospitals in the 
state are prepared to handle such an emergency, nor do 
they have the equipment on site to do so. Yet, he says, most 
residents within the state are likely to seek out assistance at 
their local hospital. “They don’t have the equipment to be 
mission capable,” says Crane.

SMItH AND cONNOcK: LOw rISK, 
But PrEPArED NONEtHELESS

An incident involving radiation isn’t in the top five 
hazards that Upstate Medical University faces based on 
its Hazard Vulnerability Analysis, but it is still something for 
which it prepares.

Connock says there is more likelihood that a radiation-
related event would occur with an accident involving the 
shipment of radiological materials to the hospital rather 
than either an internal accident or because of some disaster 
at the power plants.

There are three nuclear reactors with a 45-minute 
drive of Syracuse, says Connock—the James A. FitzPatrick 

and Nine Mile Point 1 and 2, all in Scriba, NY. Upstate 
University Hospital is a Level 1 Trauma Center and serves 
as the secondary hospital to Oswego Hospital in the event 
of a nuclear accident.

The most recent drill was in October 2010 and took 
place as part of the memorandum of agreement between 
the hospital and the power plants, says Connock. The 
hospital is set up to decontaminate on an individual as well 
as a mass casualty basis, with the latter handled through the 
set up of an exterior tent. 

As part of the radiation safety training, Connock says 
Cosnett from Tetra Tech has come in to provide the hands-
on element. But staff also trains on-line via a training course 
on Blackboard software. About 700 staffers were trained 
on the radiation training course.

“We have a very close relationship with security,” 
says Smith, including them in both face-to-face and online 
training. “We have videos as well, and train in emergency 
response types of situations. And they (security) would be 
part of the control capabilities.”

Smith says in the event of a nuclear accident or other 
type of disaster, “we rely on an overall incident command 
system our Hospital Incident Command System (HICS).” 
This includes a public information officer who would work 
with local media and emergency agencies to properly 
inform the public about what has happened and what role 
the hospital is playing in the response. 

PEPArING FOr tHE ‘wOrrIED wELL’
Another part of the incident command system is the 

Disaster Mental Health and Spiritual Care Team that will 
work with staff and those injured as well as the “worried 
well,” says Smith.

Connock says the hospital keeps a small amount 
of potassium iodide in house, but points out that it isn’t 
useful for all types of radiation-related incidents. Anything 
other than radioactive iodine won’t be treated by taking 
potassium iodide (KI), and unless there is evidence of 
radioactive iodine in the release it won’t do the person any 
good. In fact, says Connock, a person can have an adverse 
reaction to taking too much KI.  Evacuation sites would be 
better equipped with such supplies, he added.
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EVAcuAtION ScENArIOS
The hospital is also prepared for evacuation, but Smith 

says it’s unlikely whether they would evacuate because 
of a nuclear incident at one of the nearby reactors. “We 
have a full hospital evacuation plan that takes people out 
of the hospital and sends them to other area hospitals, but 
our first response would be to shelter in place, ” he says. 
Connock adds they would plan to keep people inside and 
inform the public to stay home as well.

Another possible scenario would be that Upstate 
University Hospital would become a receiving facility for 
an evacuating hospital, and Smith says since 9/11 there 
have been protocols established to do assessments about 
available beds should such an event occur.

For FurtHer iNFormAtioN, coNtAct:

gil cosnett, medical preparedness program 
director, tetra tech em inc., 240 continental drive, 
suite 200, Newark, de 19713. phone: 302-283-2215. 
e-mail: gil.cosnett@tetratech.com

gary smith, emergency management coordinator, 
upstate medical university, 750 e. Adams st., 
syracuse, Ny 13210. phone: 315-464-4180. 
e-mail: smithga@upstate.edu

gerald connock, director of radiation safety and 
radiation safety officer, upstate medical university, 
750 e. Adams st., syracuse, Ny 13210.  
phone: 315-464-6510. e-mail: connockg@upstate.edu

ron crane Jr., emergency preparedness officer, 
university of Arkansas for medical sciences, 4301 w. 
markham st., little rock, Ar 72205. 
phone: 501-686-7000.

In 2009, 154,498 cases were opened by ombudsmen who 
field and respond to complaints from residents of long-term 
care facilities throughout the country, including nursing homes, 

assisted living and board and care residences. Of that number, 
130,338 came to a satisfactory resolution.

Lori Smetanka, Director of the National Long-Term Care 
Ombudsman Resource Center, Washington, DC, says one of the 
biggest roles for the nation’s paid and volunteer ombudsmen “is 
to respond to complaints from residents, staff and family. Having 
an ombudsman on site provides another set of ears and eyes of 
terms of issues that need to be addressed.” 

The types of complaints that ombudsman handle range from 
concerns about food and care to billing mistakes to safety and 
security issues such as theft or loss of personal property, unsafe 
surroundings and a failure to prevent wandering and elopement.

The national ombudsman program has been in effect since 
the 1970s, and currently encompasses all 50 states, the District of 
Columbia, Puerto Rico and Guam. There are 1,191 paid staffers 
who are assisted in handling resident complaints by another 8,658 
certified volunteers.

Joe Rodrigues, President of the National Association for 
State LTC Ombudsman Programs and the head of California’s 
program, says the program was started as a means to identify 
problems in nursing homes and advocate on behalf of residents. 
By 1981, it was expanded to include assisted living facilities and 
residential care.

There are 115 types of issues that residents may raise and 
each one is coded and logged and the data collected in the 
Administration of Aging’s Aging Integrated Database. During 
2009, more than 5,600 complaints centered on the loss, theft or 
misuse of personal property, while another 7,094 cases centered 
on equipment malfunction or disrepair, fire hazards or non-
secure facilities. More than 1,500 cases also covered incidences of 
improper attendance to wandering or elopement situations.

When it comes to resolving these kinds of safety and 
security issues, Smetanka says ombudsman would begin by talking 
with the residents, their families and facility staff to get at the 
issues and then look for possible solutions. “The benefits of the 
ombudsman is that they can raise issues before they become 
serious,” she says. Ombudsmen are also able to raise issues on 
their own if they observe something improper.

How Ombudsmen 
Monitor Safety, 

Security at Long-term 
care Facilities
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There is a difference between what the ombudsman does 
and what state and federal regulators do, she adds. “Regulators 
are looking for compliance with standards, and they can impose 
a remedy or fine. Ombudsmen look for issues raised by families 
or residents and focus on what the goal should be with that 
complaint.”

With safety and security issues, an ombudsman may address 
it with administrators or, if it is an issue on the nursing floor, they 
may raise it with staff. 

“The basic premise is to resolve the issue at the lowest level 
possible,” says Rodrigues, such as working with a foodservice 
manager on a dietary issue. “If we can, we address a security issue 
by talking to security or the appropriate person in the (home’s) 
administration.”

Although each state runs its own program, Rodrigues says 
all ombudsmen volunteers are trained.  In California, they receive 
36 hours of training followed by an internship with another 
ombudsman before they are certified. Persons also receive 
criminal background checks, he says. The training in California 
includes modules on the history of the program, the aging process, 
a look at LTC settings and financing, strategies for investigating 
complaints, information on access to and reading of medical 

records, knowledge of appropriate federal and state laws and 
resolution strategies. California is one of a few states that have 
given ombudsmen responsibility to look into abuse and neglect, 
says Rodrigues, so there is training pertaining to that as well.

Most facility visitation is in response to a particular complaint, 
he says, and cases are attended to within less than a week. “We 
also want to make unannounced visits to identify problems,” he 
says, and these visits occur on a quarterly basis.

“We see ourselves as advocates for the residents,” says 
Rodrigues, “but we can be helpful to the facilities as well by 
pointing out the problems. They’d rather hear it from us than 
have it become a regulatory issue.”

For FurtHer iNFormAtioN, coNtAct:

lori smetanka, director, National ltc ombudsman 
resource center, 100 connecticut Ave Nw, suite 
435, washington dc 20036. phone: 202-332-2275. 
e-mail:lsmetanka@theconsumervoice.org

Joe rodrigues, state ltc ombudsman, california 
department of Aging, 1300 National dr., suite 200, 
sacramento, cA 95834. phone: 916-419-7513. e-mail: 
jrodrigu@aging.ca.gov

For more information, please contact Mark Allen @ 336-725-1331
or mallen@kws.kaba.com, or visit www.kabaaccess.com

Providing Access Control Solutions Since 1862
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LINDBErG BELL PrOGrAM OF 
DIStINctION

presented to the institution having established and 
administered an outstanding healthcare security and/or 

safety program

Faulkner Hospital - Boston, MA

nominated by 

David P. Corbin, CHPA,

Director, Police, Security, Safety & Parking

ruSSELL L. cOLLING LItErAry 
AcHIEVEMENt MEDAL

presented to individuals who, through their literary 
abilities, have made a significant contribution 

to the healthcare security, safety, and/or 
risk management profession(s)

Russell L. Colling, CHPA,CPP 

Tony W. York, CHPA, CPP

coauthors of 

    Hospital and Healthcare Security , Fifth Edition

nominated by 

Thomas A. Smith, CHPA, CPP and

Donald S. MacAlister, CHPA

MEDAL OF DIStINctION
presented to an individual who, through individual action/
initiative, has made a significant and lasting contribution to 

healthcare security, safety and/or risk management 

Karam A. Hamadeh

Whidden Memorial Hospital

nominated by Matthew M. Termini

Security Manager, Cambridge Health Alliance

IHSSFoundation recognition Program 
2011 -  recipients -

MEDAL OF VALOr
presented to an individual for a selfless or courageous 

act taken at the risk of his own life with awareness of the 
danger involved

Derrick N. Glennie

Davis N. Drepaul

both of  Rouge Valley Health System

nominated by Martin Green, CHPA,

 Manager, Security & Prkg, Rouge Valley Health System

Andrew I. Hull

Abhishek D. Herekar

Timothy J. Merullo

Jamie R. Pisano

all of Danbury Hospital

nominated by Lucette Dunlop

Chairperson, Connecticut Chapter

Jackie D. Houston

Michael S. Saunders

Thad B. Boyd

Timothy W. Henley

all of Forsyth Medical Center

nominated by Anthony N. Potter, CHPA-F, FACHE

Director, Public Safety, Forsyth Medical Center

MEDAL OF MErIt
presented to an individual who distinguishes himself in the 
performance of duty by an act of personal fortitude above 

and beyond the call of duty not taken at the risk of his 
own life

Baron P. Alfred

Jimmy Montojo 

Jeffrey A. Helgeson

all of Memorial Hermann Health System

nominated by Joseph V. Bellino, CHPA, HEM

Sys Exec, Security, Memorial Hermann Health System
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Amongst the highlight events at the 43rd  AGM of the  
International Association for Healthcare Security - the 
IHSSFoundation Recognition Dinner on the evening of 
Tuesday, 24 May 2011 at the Fairmont Royal York;  the 
IHSSFoundation Golf Event at Caladon Woods Golf Club, 
Bolton, Ontario, on the afternoon of Wednesday, 25 
May 2011,  events which concluded observance of the 
IHSSFoundation thirtieth year.

Cited in this article are recognition program recipients 
honored on the evening of 24 May, in each instance the 
presentations - by those submitting the nomination. 
Master of Ceremonies for the Recognition Dinner - 
Ken Close, CHPA; Chairperson, Nomination Review 
Committee - assisted by Steve Nibbelink, CHPA; 
Member, Nomination Review Committee. 

Presented at the Annual IHSSFoundation Golf Event 
- awards for: Low Score Foursome; Longest Drive; 
Longest Putt; Closest to Pin; Sportsmanship and The 
Sentinel Revolving Trophy - awarded to the Low Score 
Sponsoring Chapter Foursome.  Master of Ceremonies 
for the Golf Event Dinner - Russell F. Jones, PhD, CHPA, 
Secretary. 

The IHSSFoundation Board of Directors extends 
sincerest appreciation to those contributing to the 
success of the past thirty years, as well as the Annual 
General Meeting dedicated attendees/presenters and 
IAHSS members; exceptional staff of Fairmont Royal 
York; Clublink/Caladon Woods Golf Club staff,; Annual 
General Meeting Sponsors/Exhibitors; Toronto Chapter 
AGM Planning Committee members; the IAHSS Executive 
Director and Executive Secretary; earliest sponsors of 
the IHSSFoundation Golf Event - Eagle Sponsor- Paragon 
Security; Old Dominion Security Sponsoring IAHSS 
Chapter - Boston Chapter

The IHSSFoundation  begins its thirty-first year (2011) 
with a call for Recognition Program nominations.  
Nomination submissions may be forward at any time 
subsequent to Monday, 30 May 2011, continuing through 
Sunday, 15 January 2012. Nominations may be submitted 
by any IAHSS member in good standing, an executive 
of a healthcare facility/institution, or contract security 
provider employing an IAHSS member in good standing.

With a new corporate identity in place following its 
change from a previous healthcare system, the 
Albert Einstein Healthcare Network (AEHN), 

Philadelphia, PA, has rebranded and upgraded its badging 
system to provide its

7,000 employees with contactless smart cards that not 
only allow users to enter buildings and parking structures, but 
also interface them with vending, the cafeteria and payroll.

Russell Jones, PhD, CHPA, CPP, Director of Protective 
Services at AEHN, says the process to move from proximity 
cards and readers to contactless cards and readers was a 
cooperative effort involving integrator Siemens and HID 
Global, as well as representatives from key healthcare system 
departments such as IT, human resources, security, payroll 
and marketing.

MAKING tHE SwItcH cOSt-
EFFEctIVELy 

The rebadging effort involved not only 7,000-plus 
individuals, but was spread across four hospitals, seven 
campuses and an additional 80 offsite primary care and 
surgical centers. Jones says that after running different 
scenarios on how to most efficiently and cost effectively 
make the switch, in the end they hired HID to produce and 
distribute the cards.  “We looked at hiring staff, hiring temps 
and using our existing staff (to produce the cards), but they 
(HID) could turn it around in four weeks and sort by location 
and ship them out,” explains Jones, a past president of IAHSS.

Rather than taking thousands of new photos, Jones it 
was possible to download 90 percent of the images from the 
current database of photos and staff information to produce 
the new cards. The first 7,000 cards were all dual-proximity 
cards, says Jones, which could work on the newly installed 
hardware as well as existing hardware that hadn’t yet been 
converted. During the conversion, AEHN replaced about 300 
Wiegand magstripe card readers.

The cards were tested over several pay cycles, adds 
Jones, noting it was mostly security staff that did the testing 
to make sure the cards worked properly. Of the 7,000-plus 

HOw HEALtH SyStEM 
rEBADGED FrOM 
PrOxIMIty cArDS tO 
cONtActLESS cArDS
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produced, just 300 cards needed to be fixed, he says.

MuLtIPLE uSES
Any cards produced after the initial batch have all been 

contactless only, he says, to work with the new readers. The 
cards allow users access to the garage, parking lots and doors, 
but also can be used for time and attendance, food purchases 
in the cafeteria or vending machines, computer sign on and 
sign off and tracking mandatory testing and flu shots.

“In the future, we’re looking at using them for accessing 
medical records and for tracking first responders (such as 
non-staff doctors) who may enter the facility during an 
emergency,” says Jones. 

In determining and setting the accesses for the cards, 
Jones says, “we think of the ID as a master key. Then if you 
have a need to access a particular department, we can adapt 
the card for that.”

cOStS AND PLANNING
Jones says the cost of the project was about $125,000 for 

the cards and the new readers. He credits good planning for 
making the transition work smoothly, especially when there 
were so many individuals and sites involved.

“This was one of the biggest projects in my career,” says 
Jones. “We had a lot of meetings in the beginning with all the 
stakeholders, and I was very pleased with the outcome.”

Helping the process, says Jones, was the IT person who 
is assigned to the security department. “That was my go-to 
person when I needed something. I would recommend to 
other organizations that if they have the ability, they should 
have a dedicated IT person.”

Going forward, Jones says they will be expanding the 
system with the building of a new hospital. “We’re going to 
mirror the systems in the new hospital,” he says, adding that 
this time around security will have its own network for IP 
cameras.

And down the road, Jones says he’d like to integrate the 
cards and readers with both the visitor management and 
vendor management systems.

For FurtHer iNFormAtioN, coNtAct:

russell Jones, phd, cHpA, cpp, director of 
productive services, Albert einstein Healthcare 
Network, 1303 tabor road, philadelphia, pA 19141. 
phone: 215-456-6350. e-mail: jonesr01@einstein.edu

IAHSS training Briefs

Remit to:
IAHSS
PO Box 5038
Glendale Heights IL 60139 
888-353-0990 
Fax 630-529-4139 
www.iahss.org Ship to: (Please print clearly)

Name      Title

Facility     Address

City/Province    State Zip/Postal code

Telephone    Email

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

 
Quantity    TotalIAHSS New training Briefs

Subtotal

Shipping/handling 9% of order

7.75% tax (IL only)

Total
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By: E.R. Shipp

(Journalist E.R. Shipp won the 1996 Pulitzer Prize for 
Commentary for her op-ed columns in the New York Daily 
News. As a New York Times reporter in the ‘80s and ‘90s she 
reported on problems at Harlem Hospital.)

Just over 23 years ago, the kidnapping of a baby from 
Harlem Hospital exposed the need for greater security 
and training at public hospitals. Now that the Carlina 

White case has been solved, it’s worth asking if the conditions 
that led to her abduction have changed.

How could a baby go missing from one of the most public 
of public hospitals in the United States? Almost 24 years after 
Carlina White was abducted from Harlem Hospital in New 
York City as a 19-day-old newborn, that question still haunts 
people who have had connections to public medical centers 
serving a mostly poor and nonwhite populace throughout the 
United States.

White’s re-emergence as an adult after being raised by 
her abductor reveals a system still in disarray, with medical 
facilities, social services agencies, school monitors and law 
enforcement failing to adequately execute checks and balances 
that exist on paper. In the case of White, who was renamed 
Nejdra “Netty” Nance” by her abductor, the victim actually 
had to discover and solve her own abduction in order to 
reunite with her biological family.

That reunion, which took place in New York last month, 
has hit a snag, according to White’s birth mother, Joy White, 
who this morning told the Today show that Carlina/Netty has 
cut off ties with her because of conflicted loyalties and the 
issue of whether her biological parents collected money to 
which she feels she is entitled.

In court on Monday, lawyers agreed to postpone until 
Feb. 22 the deadline for a grand jury to decide whether 
to indict Ann Pettway, the woman who has told federal 
authorities that she took White from Harlem Hospital in 1987. 
Pettway surrendered to authorities after White’s reunion 
with her parents. According to the federal complaint, Pettway 
said that she just wanted a baby and feared that, after several 

tHE cArLINA wHItE ABDuctION: 
cOuLD It HAPPEN tODAy?

miscarriages, she could not have one of her own.

Carlina White’s disappearance in 1987 spurred 
investigations by law enforcement and various state and 
federal oversight agencies. Pretty soon, a story emerged: A 
woman in a nurse’s uniform had been seen lurking around 
the hospital, particularly the maternity ward, for weeks. She is 
believed to be the woman who comforted Joy White, then 
16, and her boyfriend, Carl Tyson, then 22, when they brought 
the baby to the pediatric unit suffering from a fever. After 
they spent some time waiting to see a physician, that woman 
suggested that the young parents go home to rest. When they 
returned hours later, the baby -- and the mysterious woman 
-- had disappeared.

To describe the scene in the hospital in those days, 
a former senior administrator, who did not want to be 
identified, tells of informing her boss that if she collapsed while 
working there, she did not want to be taken to the hospital’s 
emergency room.

Even before the newborn’s disappearance, the future of 
the hospital was in doubt because of so many deficiencies 
uncovered during routine inspections by local and state 
oversight agencies. The place was chaotic nearly 24-7 because 
everyone -- from elected officials to community groups to 
loan sharks -- was in and out of the hospital as if it were a 
community center, the administrator says.

The homeless knew that if they came to the emergency 
room, they could obtain food. Occasionally, celebrities like Bill 
Cosby came in, drawing impromptu audiences from the street 
as word spread of their presence, even if they were there 
for medical care rather than a performance. Amid all this, the 
former administrator says, “Who’s going to pay attention to a 
woman in a white uniform?”

The bad news is that from Harlem Hospital to San 
Francisco General, Cook County in Chicago to Grady in 
Atlanta, infants still go missing from hospitals. That is in 
addition to those abducted from homes and other places. 
The good news is that fewer of these occurrences succeed 
each year because most of the infants are found -- as were 
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all four of those reported abducted from health facilities and 
elsewhere in 2010. Still, 11 “infants” -- all but one of whom is 
black or Hispanic -- are still missing ; until White resurfaced, 
that number was 12.

“From 1980 to 1990, there were 12 to 18 [abductions] 
a year,” says John Rabun, executive vice president of the 
Arlington, Va.-based National Center for Missing & Exploited 
Children. “There are not that many anymore -- usually one or 
two a year.”

He and others attribute that change to a number of 
factors, starting with enhanced security. “Security at all 
hospitals has improved dramatically over the years as hospitals 
and the medical community have learned more about how to 
keep patients safe,” says Evelyn Hernandez, a spokeswoman 
for the New York City Health and Hospitals Corp., which sees 
1.3 million patients each year. “All the hospitals in our system, 
including Harlem Hospital, have adopted many security 
practices to keep patients safe, especially babies and children, 
that include high-level security systems as well as checks and 
balances.”

Says Rabun of what’s happening nationwide: “They have 
hardened the target at maternity [wards], but unfortunately 
that has driven the crime into homes and other places.” 
In medical facilities, newborns are fitted with identification 
tags, many of them electronic, and shortly after preliminary 
examinations, the babies are returned to the mothers rather 
than left in nurseries, as in the old days.

There has also been better staff training throughout the 
industry, according to Rabun, who says that he has conducted 
more than 1,000 audits of birthing centers over the last 20 
years. In discussions with some hospital administrators, he 
has pointed out that there used to be more security for a 
pack of AA batteries in a hospital gift shop than there was 
for newborns in the maternity ward. These days in New 
York hospitals, according to Hernandez, periodic drills are 
conducted “to test the systems and staff responses.”

Not insignificantly, in the competitive 24-hour news cycle, 
media have paid more attention to these abductions in recent 
years than would have been typical in 1987 after a black 
baby was stolen from a hospital that was itself on financial life 
support amid a crime wave.

Recalling those days, Elaine Rivera, a journalism professor 
at Lehman College in New York City and a former police 
reporter for New York Newsday and the New York Daily 
News, says, “It was insane. There was no control.” This was a 
time when there were at least a half dozen homicides a day, 
and with all that Wild West violence, emergency rooms were 
overflowing. “You had a very stressed hospital system, and 
there are going to be a lot of distractions.”

Keith Wright, a New York state legislator who represents 
part of Harlem and whose daughter was born in Harlem 
Hospital a month after White’s disappearance, says, “The 
crack epidemic was at an all-time high. Crack was ravaging -- 
ravaging -- the community.”

That was then. The system is not foolproof at medical 
facilities, and severe budget cuts at all levels of government 
could affect what strides have been made. Still, says Rivera, 
reflecting on the Carlina White case, “The likelihood of that 
happening today is far less,” in part because “we live in a more 
security-prone society since 9/11.”

Says Wright, “I would bet you dollars to doughnuts it 
would not happen at Harlem Hospital today. Those folks 
they have, the security folks, they take their jobs very, very 
seriously. Even when I’m in a suit and tie -- and they know me! 
-- they want to see my pass and my identification.”

reprinted with permission from the daily online 
magazine, the root (www.theroot.com). 

Website 
Looking for best practices, common resource 
websites, products with member discounts or 
numerous other pertinent information?

Visit the members only section today and 
browse the information available to you as 
a member of IAHSS.

www.iahss.org
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Introduced as a sponsorship category for the 2010 
IHSSFoundation golf event at Myrtle Beach, the Par Sponsorship 
was re-designated as the Sponsoring Chapter category for 
the event held on 25 May 2011 at Caledon Woods, Bolton, 
Ontario.  The intent was to provide competition within the 
event for IAHSS chapters which would provide a source of 
revenue from the chapters.

The Boston Chapter, having been the single 2010 Par 
Sponsor and the first registered 2011 Sponsoring Chapter, 
commissioned Honorcraft of Stoughton, Massachusetts to craft 
a revolving trophy to recognize the foursome from amongst the 
Sponsoring Chapters achieving the low score each year.  Design 
of the trophy included two dragoons.

Until publication of Volume 24, Number 1, 2011 Directions 

the revolving trophy recognizing the low score foursome from 
amongst the Sponsoring Chapters at the annual IHSSFoundation  
golf event had not been dedicated.  The Letter from the President  
in that issue recognized a special member of the IAHSS.

In keeping with that recognition the revolving trophy to 
be awarded annually to the low score foursome from amongst  
registered Sponsoring Chapters was designated the Chief Warrant 
Officer Steven W. Gaunt, CHPA, Citation.  

Steve Gaunt is unique amongst IAHSS members having 
effectively managed two careers concurrently -  Director, Safety, 
Security, Parking and Transportation for a major university 
medical center as well a serving several overseas deployments 
in the War On Terror. The dragoon symbolizing military police 
provides recognition of Steve Gaunt’s parallel career as a 
Criminal Investigator with the U.S. Army Military Police CID 
Command.  Two concurrent careers and still commitment to 
the IAHSS as cited in the Presidents Letter.

The Chief Warrant Officer Steven W. Gaunt, CHPA, Citation , 
known as The Chief’s trophy, was introduced at Caledon Woods.  
Steve Gaunt was not aware of the recognition until 27 May 
2011 when IAHSS President Jim Stankevich, and IHSSFoundtion 
Board Member and Secretary Russ Jones golfed with Steve at 
West Point Golf Club, Highlands, New York.

cHPA, citation 
the chief’s trophy,

upcomiNg eVeNts
August 2011 – position 
of interest forms sent to 
members 
october 2011 - board 
elections
may 6-9, 2012 – 44th Annual 
general meeting, the 
Flamingo, las Vegas

cHPA renewal: 
If you received your CHPA in 2008 
you must recertify in 2011.  
To obtain an application contact 
the IAHSS at 888-353-0900 or visit 
the website under certifications.
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wAtcH Out FOr:

cMS Inspectors Looking 
For Security and Safety 

‘Noncompliance’
Add the CMS to OSHA and the Joint Commission 

emphasizing security and safety in their inspections of 
healthcare facilities. In a March 30 report by the CMS ending 
five months of scrutiny for not being compliant with a variety 
of standards, the agency found The University of Missouri 
Health Care System, Columbia, MO, is now in full compliance 
with Medicare regulations.  

 State inspectors in November made an unannounced 
visit based on a complaint focused on the hospital’s sterile 
processing department. A follow-up visit by 10 inspectors 
ended in January and found noncompliance in 11 areas, 
including patient safety, patient rights, maintenance of the 
physical plant and poor hand hygiene practices and monitoring. 
The hospital’s initial plan of correction forwarded to the 
Department of Health was deemed “unacceptable,” so the 
hospital put together an amended plan. Inspectors determined 
in a March 30 visit that corrections had been made and “the 
hospital was in compliance with all health and life safety code 
regulations.”

 The January 25 report flagged the hospital for its use 
of restraints and handcuffs. Inspectors reviewed 248 security 
officer responses for a 12-month period showing nine patients 
were placed in handcuffs. The hospital responded by revising 
its policy “so that handcuffs will not be used on a patient unless 
the patient’s behavior is considered a criminal action …”

 MU Health Care also out a variety of steps to solve the 
problems prior to last month’s follow-up inspection, according 
to a report obtained by the Missourian through a Freedom 
of Information Act request from CMS. The MU Health Care 
staff  have made, or have promised to make, the following 
corrections:

 --Revising signage and conditions of services (consent 
forms) to disclose to patients and visitors that they are being 
video monitored in rooms and hallways for purposes other 

than safety and security, such as education, quality and clinical 
care.

 --Renovating MU Psychiatric Center bathrooms for 
safety and privacy purposes, including installing suicide-resistant 
fixtures.

 --Updating the training process to ensure all 
permanent Neonatal Intensive-Care Unit staff at Women’s and 
Children’s Hospital are aware of the emergency evacuation 
plan. Providing annual training to staff who direct others.

 --Revising the Psychiatric Center’s patient restraint 
policy to limit who can order restraint and the behaviors that 
warrant restraint.

       --Installing a full sprinkler system in operating rooms 
for women and children in the surgical suite at Women’s and 
Children’s Hospital
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A bill currently working its way through the California 
Assembly would amend the current provisions for hospital 
security plans, cutting the time allowed for reporting an 
incident involving a firearm or dangerous weapon against 
on-duty hospital personnel to 24 from 72 hours, and include 
incidents of assault and battery in its reporting to the state 
Department of Public Health. Additionally, the bill allows for 
fines for non-reporting and improved and expanded training.

Kelly Green, Regulatory Policy Specialist for the California 
Nurses Association (CAN), which is a co-sponsor of the bill, 
says AB 30 “is important to our members because of the high 
numbers of assaults and battery we hear about.” She says the 
death last October of nurse Cynthia Palomata, who was killed 
in a jail medical facility, helped bring the issue of such violence 
to light.

The bill is two-pronged, says Green, requiring hospitals 
to improve their safety and security plans and training and 
mandating access to treatment for staff members who may be 
involved in a violent incident. A reporting feature within the bill 
also improves how hospital violence is reported and tracked, 
says Green.

Currently, she says, reporting is limited to incidents in 
which someone is killed or seriously injured. But the bill would 
require reporting of all incidents of assault and battery, and 
would include corrections facilities so they have the same 
standards for healthcare safety as hospitals. The current 
reporting requirements, she says, cover infectious diseases, 
medical privacy breaches and “adverse events,” such as giving 
the wrong baby to a patient. Included in this is “death or 
significant injury,” but that doesn’t include assaults that occur in 
a hospital, she says, “such as a kick or a hit that doesn’t rise to 
the level of ‘significant injury.’”

“What we’re finding is that there is no coordinated plan,” 
says Bonnie Castillo, Government Relations Director for the 
CAN. She says there are different levels of response depending 
on the hospital as well as different approaches to training. 

If the bill passes, Green says hospital’s would still be in 
charge of developing the safety and security plan, but would be 
required to follow the new law’s requirements when designing 
it. 

The California Hospital Association opposes the bill, 
says Castillo, citing the current safety and security plans 
and reporting structure as being adequate.  But the nurses’ 
organization in California and the national association “feel 
there are incidents that go unreported,” she says. “We have 
to come to grips with that and take a measured approach and 
have enough security in place for everyone, including nurses 
and patients.”

Green says other states do have such laws in place and 
while California didn’t model its bill on any particular one, “we 
did see that Oregon has a law in place with security and safety 
plan requirements and reporting standards, so that was the 
state that most closely resembles what we have.”

Although they have not asked for security directors 
to support this bill, Castillo says, “we hope they (security 
directors) are open to this.” 

The bill is currently in the Assembly’s Appropriations 
Committee and both Green and Castillo say they are 
confident it will continue to move through the Legislature.

For FurtHer iNFormAtioN, coNtAct:

kelly green, regulatory policy specialist or bonnie 
castillo, government relations director, california 
Nurses Association, 2000 Franklin st., oakland, 
cA 94612. phone: 510-273-2200. e-mail: kgreen@
calnurses.org

california Bill Addresses 
Hospital Violence, Security Plans
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C·CURE® 9000 and Intellex®

digital video management
system, seamless
integration.

www.americandymanics .net

For more information
contact Jim Stankevich
jstankevich@tycoint.com or
(603) 847-3080
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