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Welcome
Letter from the President:

Joseph V. Bellino 
CHPA, HEM
IAHSS President

I want to take this opportunity to thank you, my col-
leagues, for the opportunity to serve you on the IAHSS 
board for the past several years and now as your presi-
dent. I see one of my many roles as working for you 
and will continue too as a priority. Over the past several 
years, the previous board of directors have recognized 
that it was time for change. The opportunity for change 
was never more apparent than when we began on our 
journey to develop and implement our strategic plan for 
the future. My predecessors have laid a great foundation 
for this board and future boards to come.

The Board of Directors is committed to successful implementation of our 
strategic plan. The councils, commission, and task forces are also committed to 
fully implement their goals and objectives in alignment with the strategic plan. I am 
fortunate to have such a great team of professionals assisting me, fellow board 
members and the staff of IAHSS on our journey forward.

Overall, we have made great progress but there is much work yet to be complet-
ed. We need your input, support, energies, and constructive criticism. Whatever you 
contribute, it is important and valued. I want our leadership and organization to be 
inclusive as we move forward.

We are making tremendous in roads with US Department of Homeland Security, 
Health and Human Services, our Canadian partners and our other affiliations, we 
continue to foster our relationship with our UK partners, we are exploring oppor-
tunities wherever we can to broaden our International influence, we are working 
with our Israeli and Czech Republic colleagues.

We are exploring further opportunities regarding safety and emergency 
management with two task forces that are assigned specific goals and objectives.
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Lisa Pryse has been added to the governmental affairs task 
force along with myself, Tom Smith and Anjanette Hebert. Lisa 
will represent IAHSS on a third committee at HHS/DHS. I have 
personally been spending a lot of time working with our federal 
partners and will continue to do so in order to become the go 
to organization with respect to healthcare security, safety and 
emergency management.

Finally, education is key to our success as a profession and organi-
zation. We will provide the best educational resources and servic-
es as we move forward on our journey to “Advancing Excellence 
in Healthcare Security and Safety” worldwide.

Thank you,

Joseph V. Bellino, CHPA, HEM
President

What is the date for Healthcare 
Security Week for 2010?
Healthcare Security and Safety Week is the 
week of October 11-17th.

My email address has changed, 
can I update this myself?
IAHSS would prefer that you update 
your personal information directly, this 
insures accuracy by less people typing the 
information.  Go to the members only 
section of the website, sign in and click 
update profile.

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

How can I re-certify to maintain 
my certification?  
You may re-test using the current manual 
or use the points re-cert. Complete 
information is posted on the website under 
certifications.

Which one-day seminar should 
I attend?
The one-day seminars are the same at 
each location – pick the location closest to 
you and register today.
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Congratulations
New CHPA

Executive Director’s Letter

CHPA Renewal: If you received your CHPA 
in 2006 you must recertify in 2009.  To obtain an 
application contact the IAHSS at 888-353-0900 or 
visit the website under certifications.
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Welcome New Members 
May and June 

The Baltimore AGM was a great 
success – 170 attendees and 55 
exhibitors!  The Myrtle Beach AGM 
planning is going well and we hope 
you will join us.  Remember it is 
earlier next year, May 2-6, 2010.  
The 2011 AGM has been awarded 
to Toronto.  The one day seminar 
series is occurring this fall. We hope 

to have you and your management team join us at one of the 
events.  

The new Canadian version of the Basic manual has been 
released and is available! The new CHPA powerpoint study 
guide is being tested and should be released in October. 
Check the website for current information.

The Basic Training manual revision is in the final stages and 
will be released in late 2009.  Finalize your certification testing 
from the current manual and start planning on purchasing the 
new edition!

We recognize our members are fighting the affects of the 
economy, please let us know if we can assist you. If there is a 
product you need that we have not thought of, please let us 
know.

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

Always,

Evelyn
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The shooting deaths of a nurse and seven nursing-home resi-
dents at the Pinelake Health and Rehab Center, Carthage, NC,  
in March by a 45-year old man whose estranged wife used to 
work at the 110-bed home, briefly called nationwide attention 
to the vulnerability of long-term care facilities to criminal intrud-
ers. The shooter, who did not know any of his victims, entered 
the front door of the center on a Sunday morning and went on 
a rampage. Police officials praised a police officer for preventing 
further casualties by responding immediately to a 911 call and 
engaging in a shootout with the man, wounding him, while suf-
fering leg wounds himself. “He had to go all the way through the 
facility to encounter this individual,” Carthage Police Chief Chris 
McKenzie said. Had the officer waited for the arrival of a SWAT 
team, McKenzie added, “a lot more lives would have been lost.” 

To security professionals, the incident underscored the differ-
ence in security training for employees of hospitals versus nurs-
ing homes.  In April, in Long Beach, CA, a 50-year-old pharmacy 
technician brandishing two handguns walked the halls of Long 
Beach Memorial Hospital, shooting and killing his supervisor and 
another manager, and then fatally shooting himself. According to 
media accounts, patients and visitors said hospital staff members 
did the best job possible. “They got us in the rooms as fast as 
possible – making sure nobody was in the hallways, making sure 
everyone was fine. And then the cops showed up really fast.” 

Active training on how to respond to gun-wielding intrud-
ers is just one area where most long-term care facilities can 
use the expertise of hospital security professionals and the ser-
vices of IAHSS in achieving better protection for their residents 
and employees, says Patrick F. Donaldson, President, Forbes & 
Associates, Inc, Portland, OR, and Chairman of the IAHSS Long 
Term Care Taskforce.  The taskforce is working on a number 
of projects to make security materials, education, training pro-
grams, and other resources available to long-term care facilities. 
Donaldson, who has conducted a number of security seminars 
for nursing-home owners and managers, says that “owners and 
administrators are concerned about security – whether they 
operate for profit or are nonprofit, are religiously affiliated, or a 
corporate model. I believe that people are empathetic and would 
never want one of the residents under their care to be victim-
ized from thefts or assault.”

DONALDSON: AVOIDING PR 
NIGHTMARES AND LEGAL RISKS

“There is sort of stereotypical assumption that it’s all about the 
bottom line,” Donaldson adds.  “It is, but the PR nightmare that 
befalls a facility or campus when someone is victimized by theft 

SPECIAL REPORT
Working With Long Term Care Facilities to Improve

Protection of Patients and Employees
or assault is staggering in its implications.  More practically is the 
problem that administrators, owners and operators have: where 
do you go for resources?  The administrator has the responsibility 
for locks, cameras, and access control. The vast majority of them 
don’t have a person responsible for security. Our members are 
in a unique position to exert leadership within their organization 
if they have facilities like this and also to exert leadership within 
the community to provide expertise in a facility serving an aging 
population and to pass along knowledge of technology to long-
term care, as well as significant responsibility in training and in-
service. IAHSS has a historic commitment to certification, training, 
seminars and Web site for best practices.”

“In the early to mid 1970’s,” Donaldson points out, “more 
hospitals had on-site skilled nursing facilities and intermediate 
care facilities. When the reimbursement system changed, those 
hospitals got out of the business; hospitals are now getting back 
into that business because reimbursement has changed again and 
the number of people requiring care is still growing.” Donaldson 
predicts that as the aging baby boomers start looking for alterna-
tives to independent living and require varying levels of care, this 
will create unique vulnerabilities from a crime standpoint that 
challenges security people to apply lessons they have learned in 
an acute care setting to this new environment.

LOSEFSKY: HOW DEMOGRAPHICS 
OF LONG-TERM CARE POSE NEW 
SECURITY CHALLENGES
William R. Losefsky, Director of Safety, Security, and Emergency 
Preparedness for the New Hampshire Veterans Home, Tilton, 
NH, reports that besides the growing numbers of people requir-
ing long-term care, the makeup of the long-term care popula-
tion is changing, posing new security challenges. At his 250-bed, 
39-acre facility, one of 140 state and federal veterans  homes, 
“we’re now having  people staying home longer and they are 
coming to us sicker. They need a lot more care and a lot more 
medication. We’re starting to get Vietnam-era people, as opposed 
to World War II and Korea. They are more demanding, want 
more stuff, demand their own room, more outlets, bigger TV. 
Many probably are suffering from post-traumatic stress disorder 
(PTSD) that has never been acknowledged. Some have led a 
life of alcoholism and drug abuse, so their psychiatric challenges 
are far, far greater than you would see in your average nursing 
home.”

continued on next page
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Security Officers Play Varied Roles
Losefsky says the home has six full-time, on-site security offi-

cers 24 hours a day, six days a week. “They play many roles”. We 
train staff aides in handling violent patients. We investigate any 
incidents of abuse. We work together with the attorney general’s 
office and have prosecuted people when their behavior rose to 
a criminal level.  We aggressively investigate thefts and employee 
assaults as well as resident to resident abuse.  

“We have a 100-bed Alzheimer’s unit – it’s in a secure envi-
ronment, but residents can still wander out. We have a Code 
Orange – a robust plan has security actively running the show, 
putting together a search plan to find the resident as quickly 
as possible.  We have an infrared camera at the main entrance, 
cameras at the pharmacy and other out-of-the-way places where 
residents might get themselves into trouble.”  Losefsky add that 
there are plans to put in additional cameras wired to a DVR and 
monitors. 

Is employee theft a problem?  “With 404 employees, it is. My 
officers have gotten very involved in the investigation part. They 
have solved a lot of crimes, gotten confessions. Each of them 
is trained in statement analysis, handwriting analysis, and acci-
dent investigations.” The home also has an active shooter policy, 
Losefsky says, called Code Silver that specifically deals what the 
staff should do if an active shooter comes in.

“For five years the home had no security at all. We put 
together a mission statement, policies, procedures, specified 
vehicles, designed patches and uniforms,” Losefsky explains. Aside 
from not having an emergency room, the home’s security prob-
lems are not really that different from an acute-care hospital, he 
believes.  “In fact, we have a VA clinic where psychiatric patients 
come in for help and we are constantly being sent down there 
for disruptive people.” 

COLLINS: MAINTAINING SECURITY 
AT A HIGHLY URBAN 
FACILITY

The ambience at Isabella Geriatric 
Center in the Washington Heights 
neighborhood of Manhattan is markedly 
different from a hospital environment, 
however, says Laverne Collins, a 
member of the IAHSS task force and 
the Director or Security and Safety at 
the 750-bed facility, which also operates 
a 40-slot adult health-care unit, an 
employee-daycare center with 40 
children and an 82-unit independent-
living apartment complex.   Collins, a former hospital security 
directory herself, says the level of tension typical of hospitals is 
rarely if ever seen at Isabella, in part because of the average age 
of the residents, but also because of the demographics of the 
surrounding area.

“We’re in a very culturally Latino community where the culture 

respects and cares a lot for the elderly – in my hospital job, I sat 
down and cried with gang members over a loved one been killed 
– but here the same people visit over and over again and we 
develop a rapport with them, they come and ask, ‘How’s mom, 
how’s this, how’s that?’  The staff here does a little bit of everything 
from social work to being psychologists -- in hospitals you can’t 
do that because patients come and go.  Here, we have memorial 
services when a resident passes away, and a member of our staff 
will go to the funeral.”

The Inherent Challenge of Evacuating a Large 
Nursing Home

That said, Isabella is not without its safety and security 
issues.  Collins says concerns about evacuation loom large.  She 
remembers well the February 2003 fire at Greenwood Health 
Center, Hartford, CT – about 90 miles away – that killed 15 of the 
nursing home’s elderly residents (it was set by set by a 23-year-
old woman with a history of drug abuse who ignited her sheets 
with a cigarette lighter at 2:30 am.).   “One of the things we think 
about is if we have to evacuate this facility, because it is so big…
everybody’s greatest fear is a major fire and we’re just constantly 
looking for ways to think logistically about having to evacuate this 
facility on short-term notice.”

To that end, the facility is planning a repeat of a fire drill it 
conducted two years ago.  Though residents weren’t evacuated 
during the drill (stand-ins were used), the rehearsal bears 
repeating, Collins says. “We did it with volunteers in conjunction 
with another facility as an exercise in how things can go wrong.”

After the Connecticut fire, critics of some nursing-home 
policies questioned the practice of housing aged populations with 
younger ones, but Collins says a facility should not discriminate 
by age.  “Even though a resident may be 23 years old they may 
still have comparable needs of those of a 90-year-old – if they’re 
paraplegic or quadriplegic or have MS.”  Collins suggests this 
solution:  “You can separate them by unit or facility, have one unit 
where younger residents aren’t mixed in with 90-year-olds.  They 
should be separated but not excluded.”  Isabella residents, she 
notes, range in age from 19 to 102.

Instituting an Anti-Abduction Policy and a 
Code Pink Protocol
“One of the first things I did when I got here was implement an 
abduction program,” Collins reports (she arrived at Isabella six 
years ago), noting that no such program was in place and that it 
was of special concern because of the 40 children who spend 
their day on-site.  Isabella’s anti-abduction program is modeled 
after those adopted at hospitals in the late 1980s after a spate 
of nursery kidnappings, but it goes farther and encompasses its 
elderly population as well.  It has two components.

-- Requiring every resident and every child in daycare to have a 
photograph taken and stored digitally on Isabella computers.  In 
the event of an abduction or a resident gone missing, every staff 

Isabella Geriatric Center, 
New York, NY, a 750-bed 
long term care facility.

continued on next page
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member immediately receives an urgent e-mail containing the 
picture of the missing resident or child, Collins says, “so everybody 
know we’re looking for this person or this child.”  (Isabella is 
working to integrate its program with a nationwide network).

-- In the event of a missing-person incident, a Code Pink is issued.  
“We lock the house – if you’re out, you don’t get in; if you’re in, 
you don’t get out.  Nobody moves and we sweep every area.   If 
that child or resident is in the building, we’ve locked them in.”

Maintaining Vigilance Against Intruders
The Isabella security department, which has 28 officers on its 

staff and maintains an around-the-clock presence, certifies its 
officers as “special patrolman.”  Though they are unarmed, they 
have peace-officer status and are formally authorized to arrest 
people.  

Collins herself teaches a class on how to be alert and mindful 
about intruders, and how to recognize them.  She says the 
chief concern to date has been the rare case in which a family 
member of an employee or resident is restricted from entering 
the building.  In her six years at Isabella, she reports having had 
“three employees come to me about spousal abuse or orders 
of protection.”  In such instance, the staff is given pictures of 
potential intruders. 

“People come to me in confidence, and maybe me being a 
woman goes a long way, but 90 percent of protection orders are 
for women.  The first thing you look for (in a potential intruder) 
is the agitation, you can see the agitation in someone’s face right 
away, whether it be a visitor, a resident or an employee.”  One  
rule in place keeps such problems to a minimum:  employees are 
not allowed to have visitors.    

Theft Against Residents: a Persistent Problem
Theft against residents remains one of the biggest and most 

stubborn problems at Isabella, and Collins – who says it “comes 
and goes” – says at bottom it is a matter of “finding a way to 
get people to care more – it’s so sad when you have your older 
residents find their pictures or their pocket-change gone.”  

She notes that access to the facility is strictly controlled.  All 
visitors and all employees always wear ID badges  -- “we don’t 
allow them to just wear them through security and then stick 
them in their pocket.  Security is part of everybody’s responsibility, 
and regardless of who you’re coming to see, you stop, you sign in 
-- whoever it is, the CEO or the social worker.”

TROY: LONG-TERM FACILITIES 
COME WITH UNIQUE 
COMPLICATIONS

Providence Rest is also in New York but far-removed from 
Washington Heights.  The 200-bed facility sits on an eight-acre 
seaside compound in the Bronx, sharing a manicured campus with 
a convent inhabited by the order of nuns that own the rest home.  
It, too, has a child daycare facility (for 22 children) but until Peter 
Troy, CHPA, took over as Security Director a year ago, Providence 

had little access control.   
The security staff consists of six people who collectively cover 

Providence Rest 24 hours a day and today visitors must sign, 
wear ID badges and can gain entrance only through a lobby that 
is staff by two people.   Troy, a member of the IAHSS task force, 
says safety and security issues at long-term care facilities are 
complicated by patient rights that can vary from state to state.  

Troy explains, for instance, that New York State forbids nursing 
homes from posting – or enforcing – visitor hours.   This gets back 
to the notion that long-term care units are traditionally associated 
more closely with residential complexes than hospitals, and that 
family members have the right to visit their loved ones whenever 
they choose.  It’s also an implicit safeguard against nursing-home 
abuses, the logic being that if families can drop by anytime, then 
resident negligence is far less likely to occur. 

Coordinating Fire-Alarm and Security – 
Alarm Systems 

Troy, who has written at length previously on fire safety, says 
fire alarm and security alarm systems should not be merged into 
one general alarm system but that “part of both systems need 
to interface – for example fire doors that are held open, so that 
both systems function together to complete the protection 
required. Access-controlled doors with mechanical locking devices 
need to release upon power failure or activation of the fire alarm 
system.”  

He notes, however, that fire codes are not necessarily 
standardized from one jurisdiction to the next, yet another 
muddling factor in nursing-home security standards.

Other complications inherent in a nursing-home environment 
are those related to reported theft.  “If something disappears 
from a room, it’s not necessarily a theft – it’s a burglary,” 
depending on the law-enforcement jurisdiction, Troy notes.  The 
distinction is important, perhaps, only because prosecutors may 
be less likely to spend resources on a burglary case than on what 
has been otherwise officially classified as a theft.   Further, when 
nursing-home residents report missing or stolen items, those 
reports frequently are treated with skepticism simply because the 
resident may be relying on his or her faulty memory.  

SPIVEY:  SECURITY COMPLICATIONS 
RELATED TO DEMENTIA AND 
OTHER VULNERABILITIES
Jason Spivey, Safety and Security Director at Edenwald Retirement 
Community, Towson, MD, a Baltimore suburb, says Edenwald is 
proactive from the date of resident admission on the question 
of how to keep possessions safe.  “Our orientation comes with 
a lot of information for families on what to keep in rooms and 
what not to keep in rooms.”  Heirloom items and cash should 
obviously not be left lying around.

Spivey, like Troy, notes that the unique population of nursing 

continued on next page



homes can shade reports of theft – and other issues -- with 
complications.  “With dementia residents – and we have number 
of them – comes a lot of special security issues.   Residents, 
depending on their stage of illness, might have constant 
complaints of theft but it might be a flashback 10 years ago to 
a housekeeper who was stealing from them.  This can come 
with a lot of memory issues and often it’s more likely a case 
of something misplaced.  We give our staff training in theft 
investigation and dementia so that they know to say, first, ‘Let’s 
look around and see if we can find it in the room.’”

Sensitivity Training:  Getting to Know the 
Residents 
In addition to training his 22-member staff (Edenwald has 500 
residents in a pair of high-rise building) on anti-theft enforcement, 
Spivey emphasizes two other policies within his department.
– “Maintaining a very selective hiring practice.”  Criminal 
background checks are required of all security personnel, as is 
drug screening.  Also required: “Some kind of experience in a 
long-term or hospital-related field.”
– Developing sensibilities for a long-term care environment.  “In 
training officers it’s helpful to point out, for example, that Mr. 
Smith has a touch of dementia and he might have a tendency to 
wander down to the cafeteria in the middle of the night -- even 
though he’s classified as independent we might have to keep an 
eye on him.  Or there’s one gentleman who thinks he’s in the 
military and when he leaves his room he won’t cooperate unless 
give him an explicit order to go back to his room.   The point is in 
taking the time and energy getting to know the residents.” 

Protecting Against Unwanted Outsiders
Spivey says his department has been proactive against financial 

predators who typically target the elderly.  “We’ve had problems 
with scam artists approaching our residents – by telephone, by 
mail or on the Internet – and so we’re trying to keep residents 
educated.  For example, with one of hurricanes down south we 
had group calling in here, they got a list of residents based on our 
address, and they calling up bank account numbers and Social 
Security numbers.”

Physical access is strictly monitored at the front desk, where 
a panic button is in place.   Spivey, who comes from a hospital-
security background where the police were frequently called in 
to quell disruptions, says they are rarely called in nursing-home 
settings in part because they aren’t needed but also because the 
culture of long-term care discourages it.  “It’s tough to bring police 
officers in here because we’re much more of a customer-service 
industry.”

ACORN:  A CALL TO ‘SHIFT THE 
CULTURE’

Jon Acorn, Manager of Protection and Parking Services, Interior 
Health Authority, Kelowana, BC, says the long-term care industry 
in some ways is behind the times.  “The challenge is in creating 
a safe and secure environment while preserving a comfortable 

and homelike atmosphere that’s quite a bit different from acute 
care.  A lot of long-term facilities still have limited to no on-site 
security -- they don’t get as much attention as traumatic or 
acute-care, so one of the biggest goals is in creating a culture of 
security awareness.  Residents are totally dependent on staff to 
recognize and mitigate risks, and many residents aren’t even able 
to recognize an authorized visitor. “

“Training and awareness is critical,” adds Acorn, whose 
employer is responsible for 240 health-care facilities across British 
Columbia, including more than 60 long-term care units. “You 
can put in a bunch of resources but if you don’t shift the culture 
you’re not going to be successful.”

Acorn, a task force member, is supervising a survey of members 
to establish a baseline of policies and practices because the 
industry has so few standards and practices vary so widely, not 
just between states and countries but also from one municipality 
to the next:  “A lot of people aren’t even aware of what they are.” 

MAZOW AND MULLMAN: LEGAL 
IMPLICATIONS OF SECURITY AT 
LONG-TERM FACILITIES

Robert  Mazow, a principal at Mazow/McCullough, Lynn, 
Massachusetts, a firm that specializes in nursing-home litigation, 
says visitor access is a core area of concern for long-term care 
facilities.  The firm’s Web site issues in detail and notes the 
following: “Our lawyers review copies of sign-in books, request 
copies of records to indicate who had keys to the facility, and 
meticulously look for any lapse in management or oversight.”

It also notes that the firm follows a certain regimen when 
it investigates complaints: “Working with private investigators 
and security experts, we interview witnesses and staff, review 
video footage if cameras are installed, and carefully look at the 
backgrounds of employees.”

A Short List of Common Oversights
Typical claims against nursing homes can involve the following: 

the absence of a front-door lock or surveillance equipment; 
incidents involving employees with criminal background; an absent 
or unenforced sign-in policy; broken window locks; failure to 
change locks after keys are lost or stolen; the lack of a general 
program to secure keys and control who has access to them. 

In sum, according to the Mazow/McCullough Web site – which 
can be taken as a word to the security-conscious wise: “Our 
attorneys identify security failures ranging from lack of a front 
desk policy to check-in visitors to kitchen doors left ajar on 
hot days to hiring employees with criminal convictions on their 
record.”

Ray Mullman Jr., a partner at Poliakoff & Associates, a 
Spartanburg, S.C. firm whose specialties include nursing-home 
lawsuits, says recent budget cuts in many states have exacerbated 
safety-and-security concerns.  “I see resident-to-resident violence 
growing a lot lately because the state ends up putting mental-
illness patients in these long-term care facilities.”
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Two other trends stand out to Mullman as areas in which 
policies are either sometimes lacking or not always strictly 
enforced: employee criminal-background checks and restricting 
nursing-home access by outsiders.  Either area can lead to 
oversights, security breaches, and ultimately, harm to residents.

Rise of the Web Cam: Pushing Video 
Surveillance a Step Further

Mullman says he is a “big believer” in the power and influence 
of security cameras, and takes the traditional concept a step 
further, advocating the use of 24-hour Web cams that allow family 
members to look in on a loved one at a nursing home at any 
hour of the day or night.  Mullman cites a recent case in which a 
family suspected their loved one was being abused in a nursing 
home.  “There was an investigation, they said she’s demented, and 
we can’t tell what happened.”  The family installed a camera that 
allowed them to monitor the room remotely via the Internet, and 
they were able to record a staff member striking their loved one.  
“It is a cheap, easy way to monitor a situation,” Mullman says.  “I 
know what they industry will say – they’ll say it’s a privacy issue, 
but it’s not a privacy issue if the camera is authorized by the family 
and is trained only on the family member in question.”

Mullman adds some items to Mazow’s list of security practices 
at long-term facilities.  

– Every nursing home should have a locked-door policy that 
goes into effect after dark, even if some access is allowed after 
hours.

– Facilities should allow employees an enclosed smoking area 
– a courtyard-like setting that allows them to go into a contained 
place that is outside the building but not accessible to intruders.  
There have been too many incidents in which doors left ajar on 
smoking breaks have allowed access to intruders.

He says, too, that “better tracking of residents” is important and 
says he is a “big proponent of pressure alarms,” which alert staff 
when a resident gets out of bed when he or she isn’t supposed 
to.  Such devices can also be installed on a wheelchair or recliner.  
The idea, of course, is not to imprison residents but to monitor 
them for their own safety and to keep them from wandering.  
Some technology, Mullman adds, is designed not to restrict 
residents to one spot, but allows them the run of a building or of 
a wing or a facility. 

Some electronic-surveillance equipment is designed also only 
to wirelessly pinpoint a resident’s location, and does not set off an 
alarm.   It comes into play only when staff members are looking 
for a resident who isn’t where they should be.

RF TECHNOLOGIES: A PITCH FOR 
ELECTRONIC MONITORING
Rob Bahna, Vice President, Sales and Marketing, Senior Care 
Solutions, RF Technologies, Brookfield, WI, says the long-term 
care industry continues to push for an environment “that is more 
like home … they want to give residents as much freedom and 

flexibility and safety as possible, but the liability and risk in all of 
that has been a contributor to the demand for some products.”  

RF, which has been an industry player since the late 1980s, 
is among a number of companies that market nursing-home 
surveillance technology under such rubrics as “Core Alert: 
Wandering Management Solution” and “Code Alert: Wireless Call 
Solution.”   It also makes infant- and child-security products.

While Bahna says nursing-home technology has become 
common in long-term care facilities   – “many if not all nursing 
homes require some type of devices for the residents at risk” 
–  it is spreading now to so-called independent-living campuses, 
where the elderly are not necessarily invalids but are vulnerable 
nonetheless and may need help at a moment’s notice or may 
want someone to know all the time of there whereabouts.  

FOR FURTHER INFORMATION, CONTACT:
Patrick F. Donaldson, President,  Forbes & Associates, Inc, P.O. Box 
18152, Portland, OR 97218-0152.  Phone: 503-460-0595. 
Fax: 503-331-1509. E-Mail: pfdforbes@aol.com

Willam R. Losefsky,  Director, Safety, Security, Emdergency 
Preparedness,  New Hampshire Veterans Home, 139 Winter 
Street, Tilton, NH, 03276. Phone: 603-527-4803 
Fax: 603-527-4402. E-mail: dirnhvh@yahoo.com

Laverne G. Collins, Director Safety/Security,  Isabella Geriatric 
Center, 515 Audubon Avenue, New York, NY 10040. Phone: 212-
342-9556, Fax: 212-781-3678 E-mail: Lcollins@Isabella.Org

Peter Troy, CHPA, Security Director, Providence Rest, 3304 
Waterbury Ave, Bronx, NY 10465-1554. Phone: 718.931.3000  
ext:8418. E-mail: security@providencerest.org

Jason B. Spivey, Safety and Security Director, Edenwald 
Retirement Community, 800 Southerly Road,
Baltimore, MD 21286.  Phone: 410-339-6057. Fax: 410-583-8786. 
E-mail: jspivey@edenwald.org

Jonathan  R. Acorn, CHPA, Manager, Corp. Protection & Parking 
Services,  Interior Health, 101 2355 Acland Road Kelowna, 
British Columbia V1X7X9 Canada. Phone: 250-491-6326. 
E-Mail: jon.acorn@interiorhealth.ca
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Combining a rare combination of medical knowledge and a law 
enforcement background, Dr. Jeffrey Ho has documented how 
Tasers are impacting hospital security since the weapons were 
employed at the Hennepin County Medical Center, Minneapolis, 
MN, in 2008. Hennepin is a 465-bed facility with a Level 1 
Trauma Center.

Dr. Ho, who is a faculty physician in the Department of 
Emergency Medicine at the medical center, says he was 
approached by Taser International, Scottsdale, AZ, to study the 
medical impact of Taser usage.  While he and his lab team have 
written a series of technical papers on Taser usage, the “obser-
vational piece,” recently presented at a conference in Australia, 
was the first to describe the effectiveness of Tasers in a medical 
security setting.

Board certified in Emergency Medicine and an Associate 
Professor of Emergency Medicine at the University of Minnesota 
Medical School, Dr. Ho was awarded a Bush Foundation Medical 
Fellowship in Law Enforcement in 2003 that allowed him to 
complete his peace officer standards training. He is a licensed 
deputy sheriff in the state of Minnesota and currently serves with 
the Meeker County Sheriff ’s Office. His area of research exper-
tise involves the study of non-lethal weaponry and human physi-
ology as well as pre-hospital patient care issues.

According to Dr. Ho’s findings, the number of injuries to staff 
members related to violent behavior on hospital property fell to 
20 from 31 when comparing 12-month periods before and after 
the Tasers were available. While he acknowledged other secu-
rity measures were also put in place, such as signage informing 
people that violent behavior wouldn’t be tolerated on hospital 
property, “I believe it (the Taser) had the majority effect.”

During the one-year period reviewed, the hospital experienced 
about 55,000 calls for security officers, Dr. Ho reports, of which 
21,000 were related to behavioral problems with a higher risk 
of violence. Within those 21,000 incidents, Tasers were drawn 
27 times and actually used three times, he noted. Most often, he 
says, the security personnel would use the Taser’s red laser dot 
display to show someone the Taser was targeted on him or her 
and that would be sufficient to defuse the situation.

Use of Tasers at the hospital is controlled, Dr. Ho says, by “well-
written protocols.” Security officers are only able to use the 
devices when there is an imminent threat to them or the people 
around them. Of the three incidents in which the Taser was 
deployed, Dr. Ho says one occurred in the psychiatric section of 
the hospital and another involved a person with a weapon who 
was endangering others as well as threatening suicide.

The decision to add Tasers for the 30-person security depart-
ment came after discussions by a task force involving physicians, 
nurses, technicians and others, including Dr. Ho. He reports that 
they evaluated numerous devices over an 18-month period and 
came up with several mandates, one of which was the addition 
of Tasers.

Security personnel, who are employed by the hospital, are often 
younger people who are on a career path toward law enforce-
ment, adds Ho.  In addition to receiving security certification, 
security staff members are trained on verbal de-escalation skills, 
known as “verbal judo,” and use of force training, including the 
use of pepper foam, handcuffs, Tasers and collapsible batons.

The reaction to using Tasers within the hospital has been positive 
and the plan is to continue the implementation, he reports.  “We 
had talked about it as a trial, but based on the data, everyone is 
pleased with how it has turned out.”

For further information, contact Dr. Jeffrey Ho, Hennepin 
County Medical Center, 701 Park Ave., Minneapolis, MN 55415. 
Ph: 612-873-3000. E-mail: jeff.ho@hcmed.org

ER Doctor 
Documents Taser 
Effectiveness At 
Medical Center

International Association for Healthcare Security & Safety10
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Planning Security For A New Facility: 
Making the Most of A Rare Opportunity

What would you do if you were given the responsibility for 
planning security for a brand-new hospital structure? Security 
and facilities management of two hospitals – Hillcrest Baptist 
Medical Center (HBMC), Waco, TX, and Children’s Hospital of 
Pittsburgh of UPMC (University of Pittsburgh Medical Center) 
– did this past year. Here are the approaches taken at each 
facility to maximize protection for patients, visitors, and staff.

Hillcrest Baptist: Locating Units for 
Maximum Security

After serving the Waco community in one location for 89 
years, Hillcrest Baptist Medical Center (HBMC) officially opened 
its doors on April 4, 2009 to patients on a new campus nearby.  
The new campus includes a 236-bed medical center that hous-
es services such as Emergency, Labor & Delivery, and Medical/
Surgical services.  The former campus will continue to be home 
to an acute inpatient rehabilitation unit and an outpatient radia-
tion treatment center and will soon house a skilled nursing 
facility.

When the new medical center opened in April, improved 
security systems were a major feature within the facility. The 
acute care hospital includes a Level II trauma center and 
Hillcrest Family Health Center, a network of family medical 
clinics.  Walter G. Sarratt, CPP, director of security and safety, 
and author of the Hospital Security Professionals Manual and 
Assessment and Planning Guide, notes this was the first time 
in his 30 years in the business that he was able to lay down 
a security plan before construction while incorporating input 
from associates throughout the hospital.

Working With Department Heads
and the Builder

“We gave every user department the opportunity to plan 
security with us,” says Sarratt. By having everyone participate, 
he says, he was able to achieve greater buy-in for the overall 
security plan. It is important, he says, not to compromise the 
plan from within. “This raised the level of awareness of security 
throughout the hospital.”

Working with the builder, Sarratt says, they strategically 
located high-risk units, such as pediatrics and infant care, labor 
and delivery, accounting, the cashier, and the pharmacy. These 
departments were situated in the inner core of the hospital, 
Sarratt explains, and made accessible with electronic door locks 
and proximity cards. Sarratt estimates Hillcrest spent about 
$300,000 on new systems.

 “Security is the only department that has access to every-

thing,” he says, noting some areas, such as labor and delivery, 
require a special badge for access.

Proximity Cards, Cameras, Badging
Digital pan-tilt-zoom cameras were taken from the former 

hospital campus and reused throughout the new facility. Every 
parking space is viewable by a camera and the information is 
recorded, says Sarratt. Access to the hospital by staff is restrict-
ed to specific entrances that now require proximity card access. 
Each use of the card is recorded with the time as well as cap-
tured on camera. 

Visitors have a badging system as well, and vendors, who are 
often frequent visitors to the facility, are screened for criminal 
history before receiving their badges, he reports.. 

Additional cameras are located in the emergency depart-
ment, lobby, lobby of the women’s and children’s section, and 
corridors. Special attention is paid to those areas where a high-
er number of security-related incidents typically occur, he said, 
such as the emergency room, mother and baby unit and ICU.

ER: Segregating Prisoners and 
DUI Suspects
The emergency department was designed to segregate pris-
oners in a holding area, as well as allow hospital staff to draw 
blood from DUI suspects in a separate area. According to 
Texas law, he notes, if someone is stopped for a suspected DUI 
offense, police can get a warrant for a blood sample without 
the individual’s permission.

Monitoring Cameras and Alerts 24/7
Nursing managers and supervisors carry cordless phones 

that are tied in to the internal code system, he says, so they can 
alert security from wherever they are. The hospital employs 
28 full-time security officers as well as 13 dispatchers, Sarratt 

The control room at Hillcrest Baptist Medical Center’s new facility 
where dispatchers monitor cameras and alerts 24/7. 
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says, who centrally monitor the cameras and alerts 24/7. These 
include: Access Control Systems; Intercom Systems coupled 
with CCTV; Central Monitoring; Magnetic Locking Systems; Life 
Safety Alarm Systems; Duress Alarm Systems; Delayed Egress 
Systems; Card Access Systems; Proximity Readers Remote 
Alarm Notification Sensors; Electronically Controlled Exterior 
Door Locking System; Time Lock Systems; Tamper Responding 
Sensors.

Security staff are armed and licensed by the state. The 
ammunition they carry is similar to that of U.S. sky marshals, 
explains Sarratt, which has knockdown power, but is only lethal 
at very short range.

Children’s Hospital of Pittsburgh: 
Securing A New One Million Square Foot 
Facility

Working with a clean slate, public safety and facilities per-
sonnel at Children’s Hospital of Pittsburgh of UPMC outlined 
nearly a half-dozen years ago their security wish list for the 1 
million-square-foot, 296-bed facility that opened May 2.

Previously, says Elizabeth Munsch, Director of Facilities and 
Construction, “we had a very antiquated hospital with minimal 
security measures.” Any security plans put into place, she noted, 
were meant to meet regulatory requirements. “It was difficult 
to deal with the old infrastructure.”

In the old facility, a portion of which was reused in the 
$293.6 million building project, there were about 30 entrances 
to secure, explains Jim Majsak, Manager of Public Safety, Parking 
and Project Management, compared to eight or nine now.

Security Planners: Restricted Access 
to Inpatient and Parking Areas; More 
Cameras

The desire for a safer, more controlled environment led 
Children’s planners to set out several security-related goals: 
restricted access to inpatient areas, tighter controls on parking 
and tighter exterior controls and more cameras for security 
and forensic purposes.

The solution for addressing the access control issues inside, 
outside and at the parking level was achieved through a prox-
imity card-based solution using technology from Easy Lobby 
and Johnson Controls.

At the old hospital, visitors signed in and had access to most 
areas of the hospital. Under the new system, says Majsak, visi-
tors are issued proximity cards that are used at various portals 
throughout the hospital, including elevators and doors. While 
visitors can access the cafeteria, library and patient floors and 
rooms, the cards can restrict access to other areas. In addition, 
he says, security personnel issuing the cards have the flex-
ibility to determine the length of usage. For a parent visiting 
a child who has an extended hospital stay, the card can be 
programmed to match that time period. When someone is dis-
charged, the related cards expire.

From 40 to 601 Cameras
For the video surveillance system, Majsak reports the hos-

pital increased their camera presence considerably, going to 
601 cameras from just 40. The Pelco cameras, a combination 
of fixed and pan-tilt-zoom digital models, can be found across 
the campus in clinics, parking structures and other buildings as 
well as the hospital itself. Within the hospital, cameras are stra-
tegically placed in all the critical areas, says Majsak, such as cor-
ridors, at entrances, in lobbies, elevators, the emergency room 
and reception.

The cameras are monitored from a command center that 
is used to oversee the video and access control systems. Five 
flat screens can each view up to 16 cameras at once, while 
additional desktop computers can be used to access from one 
to four cameras. Cameras are motion sensitive, notes Majsak, 
so if someone or something moves in an area where there 
shouldn’t be movement, the system automatically pulls up that 
image on the screen. The Pelco system provides digital video 
storage for 45 days, he added. The access control system can 
report which doors were opened, when and for how long. The 
doors can also be programmed for access at specific times.

Both Munsch and Majsak say the addition of so many cam-
eras to the hospital and surrounding campus has had a posi-
tive impact on crime. The ability to supply forensic images has 
helped in cases of vandalism and theft, said Munsch.  “The 
technology has allowed us to capture data and get to the bot-
tom of problems,” says Majsak. Even with 601 cameras in place, 
Majsak said, “you can always use more cameras.” Yet, he added, 
at this point, his security system “has everything that is critical 
and then some.”

Other systems added to the hospital include a patient loca-
tor system, often used with infants, and an equipment locator. 
Munsch said the latter has been used primarily to find equip-
ment that has been removed from one area for emergency use 
in another part of the hospital.

The public safety staff at Children’s includes 50-plus in-house 
personnel operating as officers and dispatchers. Munsch noted 
that the number is always changing, however, as more person-
nel are added to the new hospital.

FOR FURTHER INFORMATION, CONTACT 
Walter G. Sarratt, Director of Security and Safety, Hillcrest 
Baptist Medical Center, 100 Hillcrest Medical Blvd., Waco, TX 
76712. Ph: 254-202-5400; e-mail: wsarratt@hillcrest.net

Elizabeth Munsch, Director of Facilities and Construction, 
Children’s Hospital of Pittsburgh at UPMC, One Children’s 
Hospital Drive, 4401 Penn Ave., Pittsburgh, PA 15224. 
Ph: 412-692-7112; Jim Majsak, Manager of Public Safety,
Parking and Project Management. Ph: 412-692-5191

Steve Nibbelink, Healthcare Industry Manager, Pelco, 312 
Deerfield Road, Camp Hill, PA 17011. Phone: 717-737-3631 
Fax: 717-737-3637. E-mail:  snibbelink@pelco.com
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The automated decontamination unit of UW Hospital and 
Clinics, Madison, WI,  the first of its kind in the country, was 
put to the test in late June during Operation Red Dragon, a 
simulated chemical attack field training exercise involving about 
170 members of the 415th Chemical Brigade of the U.S. Army 
Reserve from Greenville, S.C.

The unit, designed by Tracy Buchman, hospital Safety Director, 
allows up to 120 patients per hour to be decontaminated 
within the 800-square-foot fixed facility adjacent to the hospi-
tal’s emergency department. Portable units typically can process 
about six people per hour, says Buchman.

Five separate showers, which run for two minutes each, 
allow those with chemical contamination to move through the 
unit, using each shower for the allotted time and then moving 
on. “This builds capacity,” explained Buchman. The unit has a 
10,000-gallon water tank. 

In the Operation Red Dragon drill, members of the chemical 
brigade served as “victims”, and were covered in a simulated 
biologic contaminant that could be detected using a special 
light. A 20-person platoon worked with hospital staff on proper 
decontamination procedures. Once “victims” had completed 
the decontamination process, they were screened with the spe-
cial light to see if all the “chemicals” were removed.

Elsewhere in Wisconsin, additional members of the 415th 
Chemical Brigade, which is made up of units from 12 states, 
tested the effectiveness and capacity of more traditional 
decontamination units set up within tents. Both Froedtert and 
Children’s Hospitals in Milwaukee took part in the drill, which 
was the largest Homeland Security exercise to date. About 600 
military personnel participated in the Milwaukee sector of the 
exercise. In all, 10 Wisconsin hospitals were part of Operation 
Red Dragon.

While Operation Red Dragon was the largest drill opportu-
nity for the UW Hospital unit, Buchman says they have done at 
least three smaller drills since the unit was constructed in 2006. 
One such drill involved the children of staff members so they 
could see how it worked for a special population. 

Some actual incidents that have required the use of the 
unit, she says, were car crashes in which individuals were con-
taminated by gasoline. In addition to two lanes for ambula-
tory patients, the unit can also handle people who can’t walk 
through the unit.

Buchman says her unit “is very close to what they have in 
D.C.,” in terms of capacity. This unit, however, was the first to 
be automated. As a Level One trauma center for both adults 
and children, Buchman says in the event of a real attack, the 
hospital would be the first place people would be transported 
to. “People who would be able to walk to a facility would also 
come to us,” she added.

Nurses, paramedics and other hospital staff are the primary 
personnel assigned to the unit, said Buchman. Security’s role is 
to work with police on traffic and crowd control in the event 
of a chemical attack and to handle radio communications. 
Training for security personnel takes place via on online mod-
ule, while nurses have received hands-on training.

FOR FURTHER INFORMATION. CONTACT: 
Tracy Buchman, Hospital Safety Officer, UW Hospital & Clinics, 
600 Highland Ave., Room H4/853, Madison, WI 53792.
Ph: (608) 263-1512. E-mail: tbuchman@uwhealth.org

Ten-Hospital Homeland Security Drill 
Puts Decontamination Units to the Test

Attendees at the recent one day seminar held in 
Nashville felt the day was a great success.  Three 
pertinent topics were presented by sensational 
speakers.  Everyone enjoyed the networking and 
the ability to personally talk to the presenters. 
   Pat Troope, Security Director at Maury Regional 
Medical Center had this to say:  “I thoroughly 
enjoyed the training Tuesday. It was certainly well 

planned, relevant, and at a very affordable price. I would 
have paid for it out of my pocket, if necessary.  The thing 
I didn’t understand (really surprised) was the poor atten-
dance.” 
    Others said it was one of the best educational 
programs they have been to. If you missed this event, 
it is not too late.  Sign up today for one at the loca-
tion closest to you.  Hope to see you there!

One Day Seminar
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The unique circumstances and institutional cultural issues 
found in healthcare facilities play a major role in decisions 
regarding security staffing, according to a recent survey of 
hospital executives conducted by AlliedBarton Security 
Services. 

While quality of service, professionalism and cost were 
cited as important factors in staffing decisions, respon-
dents overwhelmingly agreed that security personnel 
must understand the cultural sensitivities and security 
challenges specific to a hospital setting.

“Without exception, leaders told us that culture is king 
when it comes to staffing the hospital security function,” 
said Ken Bukowski, vice president of AlliedBarton’s health-
care division. “Security personnel not only must respect 
the hospital’s mission and values but also understand the 
delicate balance between having a ‘servant’s heart’ when 
interacting with patients and visitors and being able to 
quickly and effectively secure the hospital in the event of 
disruption or violence.”

The survey, which included in-depth interviews with 
senior level administrators at 22 organizations represent-
ing 190 acute care and specialty hospitals across the 
country, also underscored the importance of specialized 
training. In addition to understanding HIPAA and other 
healthcare regulations, administrators believe security 
personnel should receive training to de-escalate common 

hospital incidents and protect vulnerable populations 
including infants and behavioral health patients.

Approximately half of all respondents manage their secu-
rity force as an internal department while the remainder 
outsource all or part of the function. The most common 
areas of concern include emergency department violence, 
domestic violence and vehicle break-ins or auto theft in 
parking areas.

“From the constant flow of patients and visitors to hectic 
emergency departments and an increase in new regula-
tions, today’s hospitals face more challenges than ever 
before,” said Bukowski. “These findings affirm our long-
held belief that security concerns for healthcare institu-
tions are unlike any other market segment we serve.”
    
FOR FURTHER INFORMATION, CONTACT:
Ken Bukowski, Vice President Healthcare, AlliedBarton Security 
Services, 7402 Holly Court Estates, Houston, TX 77095. 
Phone: 832-683-4426
E-Mail: kenneth.bukowski@alliedbarton.com

Website 

Survey Identifies 
Specialized Training 
and Respect for 
Culture as Key Factors 
in Healthcare Security 
Personnel Selection

Have you visited the members only sec-
tion of the website?  Are you aware of all 
the resources available to members free?  
Visit the members only section today 
and browse the information available to 
you as a member of IAHSS.
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– According to Modern Healthcare, 20 employees at 
Shands Jacksonville Medical Center were fired after view-
ing and discussing the medical records of Jacksonville 
Jaguars player Richard Collier who was admitted after 
being shot 14 times.

– Two staff members  at University of New Mexico  
Hospital, Albuquerque, have been found guilty of taking 
patient photographs with cell phones and posting them 
on MySpace. The employees were fired, according  to the  
Associated Press, who reported that most of the pho-
tographs were of injuries treated in the hospital’s emer-
gency room.

Kaiser Permanente Bellflower, the California hospi-
tal where Nadya Suleman’s octuplets were born, has 
been fined $250,000 for failing to stop employees from 
snooping into medical  files on the famous case. Fifteeen 
employees were fired and eight were disciplined by the 
hospital for improperly accessing  the “Octomom’s”  
medical records. 

Despite training sessions and disciplinary actions by hospi-
tals, the prurient interest of the public in general and hos-
pital employees, in particular, in the activities of celebrities 
and public figures, is putting new pressures on healthcare 
facilities to protect the privacy of patients, especially those 
in the public eye. Making the job even more difficult, are 
cell phone cameras, which many visitors and  employees 
carry.

While all hospitals are concerned with the problem, it 
presents a special challenge to hospitals like the Cleveland 
Clinic, Cleveland, OH, whose renown in fields of medicine 
and medical research attracts high profile patients from all 
over the world to its 166-acre main campus of 50 build-
ings.  The large number of celebrities and dignitaries who 
have been treated at the clinic range from political figures 
like Italian Prime Minister Silvio Berlusconi and Prince 
Charles of Britain, to sports stars like LeBron James and 
Jack Nicklaus, to show business personalities like Oprah 

Protecting Patient Privacy At Cleveland Clinic:
From LeBron James To Jane Doe

Winfrey and Liza Minnelli. A  recent visitor was President 
Barack Obama who arrived at the Cleveland Clinic with-
out fanfare on Thursday afternoon, July 23, to meet with  
the medical center executives  on what, according to the 
Cleveland Plain Dealer, “he’s called a model of low-cost, 
high-quality care.” 

Stephan: Safeguarding All 
Patients’ Privacy

Randy Stephan, Senior Director 
Protective Services, 

Cleveland Clinic, says that “the primary thing that we’re 
really trying do, whether someone is a celebrity or not, 
is really to safeguard their privacy as  it relates  to their 
medical condition and  their medical care. I know this 
sounds like a statement of the obvious, but we view it 
very much as if you’re LeBron James or Jane Doe, we are 
truly and genuinely trying to provide for that individual’s 
privacy.”  

When he joined the clinic staff six years ago, Stephan 
admits, he was not particularly knowledgeable about 
security in health care, and he was a little bit put off by 
it.  “I was thinking just the opposite, like ‘why does this 
person command so much interest from the security 
side?  Why are we dedicating all these assets?’  I very 
quickly learned the flip side in safeguarding the privacy of 
the celebrity is to create an environment where all of our 
other patients are able to interact in an environment that 
facilitates the delivery of care.” The result, he adds, is an 
approach that “in addition to the celebrity’s privacy, is to 
operate in such a way that the celebrity doesn’t compro-
mise the health care of any other patient.” 

The Transfer of Carla Nash
One example is the case of Carla Nash, who became 
the subject of widespread media attention when she was 
attacked and blinded  by a friend’s 200-pound chimpan-

continued on page 17
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Homeland Security Secretary Janet Napolitano, in an August  
press statement,  said she expected pandemic flu to appear at 
the beginning of the school year. She also told USA Today that 
there will not be enough flu vaccine for everyone in the early 
stages of the expected outbreak.  The first shipments are due 
in mid-October.  The secretary predicted a severe flu season, 
similar to the 1957 flu when 70,000 Americans and one to 
two million people worldwide died.  Experts have noted that 
the new virus strikes a higher number of children and young 
people than the elderly.  
 
In an announcement by CDC, vaccines will be prioritized. 
Pregnant women will be first in line, followed by parents and 
contacts of children younger than 6 months. Health care work-
ers, children and young adults will follow. Non-elderly adults 
with medical conditions will be next. 

In the first go round , according to the World Health 
Organization (WHO),  as of August 13, there were over 
182.000 cases reported worldwide and 1800 deaths. H1N1 
reportedly  has  more than 43,000 people in the United States 
and is blamed for 300 deaths. The toll in Mexico is at least 
15,000 cases and 141 deaths; in Canada, it’s 10,000 cases and 
50 deaths.

Hospitals in the US and Canada reported varying reactions 
to the initial outbreak, some experiencing large numbers of 
patients; others very few.  Lessons learned from their  experi-
ences and the opportunity to evaluate their existing plans, 
however, may prove invaluable in meeting the challenges of a 
more dangerous outbreak. 

Flu Tests Children’s Hospital’s Security 
Teams Ability To Respond
Within 30 minutes of announcing that six Milwaukee public 
schools were closed because of the H1N1 Swine Flu outbreak 
this spring, Children’s Hospital of Wisconsin was inundated with 
patients at its emergency department. Children were especially 
susceptible to the effects of the Swine Flu, causing added con-
cern among parents.

“We had people driving up in vans filled with kids from those 
(closed) schools,” says Michael Thiel, director of security at 
Children’s, a 296-bed hospital and Level I pediatric trauma 
center. Even though Children’s has a pandemic plan in place, 

Swine Flu, Round Two: How Hospital’s Are Preparing
For a Return of the H1N1 Pandemic 

Thiel says the announcement about the school closings and the 
public’s reaction “took us by surprise.” Both the hospital and a 
clinic it operates on Milwaukee’s South Side saw hundreds of 
patients wanting to be tested for the flu.

The emergency room became overwhelmed, he says, but hos-
pital personnel and security put screening guidelines and a tri-
age system in place to lessen the upheaval. Additional security 
personnel from Thiel’s 38-person staff were dispatched to the 
South Side clinic as well. Thiel acknowledges that in stressful 
times, and with crowded waiting room conditions, the level of 
agitation among parents of potentially ill children can run high.

Working With Other Hospital Security 
Departments and Law Enforcement
 Children’s shares a campus with the Medical College of 
Wisconsin, Froedtert Hospital and several other medical-
related institutions. Working with security at Froedtert and 
the Milwaukee County Sheriff ’s Department,  Thiel says,  they 
devised a traffic control plan designed to reduce the impact on 
Children’s and the surrounding area.

Although the plan didn’t need to be instituted, it included 
putting people on nearby street corners to ask questions of 
those approaching the hospital. Potential H1N1 patients would 
be directed to a specific parking garage and section of the 
emergency room to segregate them from general emergency 
patients. Because of the proximity of the other institutions on 
the grounds, says Thiel, “the hospitals can’t do one thing without 
affecting their neighbors.”

While the majority of those seeking emergency care were able 
to leave, the hospital did admit a dozen or so patients with 
H1N1, reports Thiel. To control the spread of the virus, Security 
limited the number and types of visitors for H1N1 and other 
patients. Communication was key to having this work, said Thiel, 
who noted families often arrive with their other children in tow. 

Setting Up A Daycare Center
To reduce the exposure to more children, the hospital set 
up a temporary daycare center in a separate building on the 
campus. That went on for several weeks, says Thiel, and cre-
ated another set of security concerns related to identifying the 
proper guardians when children were dropped off and picked 
up.

continued on page 23
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zee, who also tore off her hands and much of her face. 
According to the Cleveland Plain Dealer, “Nash (who 
faces two years of reconstructive surgery)  has been at 
the Clinic since arriving at Burke Lakefront Airport on a 
small Beechjet aircraft three days after the Feb. 16 attack 
in Stamford, Conn…More than 40 security officers were 
involved in her transport from the airport to her hospital 
room in an undisclosed building on the sprawling campus. 
Plans for a helicopter transport from Burke had been 
scratched because of low clouds and lightening.  Instead, 
unmarked security vehicles escorted a ground ambulance, 
as officers from the Clinic’s 190-person police depart-
ment cleared intersections on the hospital campus and 
sealed off busy hallways and elevators so that Nash could 
be wheeled through in privacy.”

“Security operations like this are well-
practiced at the Clinic,” the article added, 

“and they seem to work.”

According to Stephan, “we take very seriously provid-
ing the right environment if we do have a celebrity here. 
Essentially, we  look at practical things, such as where they 
are introduced to the hospital…what their routes are…
how we might facilitate their travel in a way that’s not dis-
ruptive to other patients.  When you speak of the arrival 
of Carla Nash, for example, we knew because of the 
high level of media  interest and given the tragic nature 
of what caused her injuries, that there  may be additional 
attention paid to her transfer.  We were able to introduce 
her in a way that executed that transfer and admitted 
her to the hospital in a way that didn’t disrupt any other 
patients.

“What we did  was  to facilitate her entry to the clinic.  
To facilitate the movement of the ambulance, we exer-
cised traffic control at various intersections, so the vehicle 
wasn’t stationary.  To allow for a fluid movement to our 
arrival point took a little  bit of manpower, but again to 
minimize disruption – unlike a presidential motorcade 
where you may shut down a route 10 minutes ahead of 
time – we  simply unfolded the entrance just in advance  
of her and collapsed it just behind her.  In this way, we did 
not to delay  others from getting where they wanted to,  
similar to not disrupting our patients inside the hospital 
where we took a similar approach, 

The Spirit of the ‘Two Person Rule’
Inside, the hospital, Stephan says, from her point of intro-
duction, officers were positioned at elevators and at the 
floors she was going to arrive on  “They were  positioned 
there in advance of her arrival, but we didn’t seal off an 
area per se, when she moved through there cleanly,  it 
was kind of like an incremental staging to minimize  dis-
ruption.”

“Again, “ he adds,” we don’t let the care for that patient 
compromise the quality of care for our other patients. It 
takes more resources. Sometimes you can do things the 
easy way and take only 10 officers. That may cause a dis-
ruption. If you apply 20 officers, there will be less disrup-
tion. We typically take the high road.”.  

Inside her room the Plain Dealer article also reported, 
Nash has remained under close watch at the hospital, 
with a hospital police officer stationed outside her room 
and orders that no Clinic personnel be alone with her, 
whether they be nurses checking vitals, housekeeping or 
food service staff.  “We call it the two-person rule,” says 
Stephan, The rule applies to all “high-interest patients” 
who might tempt someone to pull out a cell phone and 
take a photo. 

Explaining the “spirit of the rule,” Stephan says that while 
the two person rule  was simply to have two persons in 
the room at all times in the interest of safeguarding the 
patient’s privacy. The spirit would always be that medical 
care would always be first and foremost condition. “If a 
person had to go in right away. they would not have to 
wait for somebody else.  We want to protect her and 
protect employees from unfounded allegations. By intro-
ducing the two person rule – again, in no way compro-
mising immediate need for medical care – we make her 
care giving team aware of what we’re doing. The caregiv-
ers are very much committed to the person’s privacy, so 
we’re not at odds.”

FOR FURTHER INFORMATION, CONTACT:
Randy Stephan, Senior Director Protective Services, Cleveland 
Clinic, 6741 Pin Tail Drive Brecksville, Oh 44141. 
Phone: 216-444-8250 Fax: 216-444-0132
E-mail: stephar@ccf.org

Protecting Patient Privacy cont.
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In Brief –

Surveillance Image Leads to Arrest 
of Man Charged in Attack on 
Doctor 
CHICAGO, IL.  A 25-year-old man has been arrest-
ed in connection with armed robbery, assault and attempted 
rape of a doctor in her 6th floor office in a medical building 
operated by St. Joseph’s Hospital.  The man’s girlfriend turned 
him in when she saw surveillance pictures of him broadcast by 
police in a community alert. According to press reports, the 
man, pictured in surveillance footage armed with a knife, alleg-
edly grabbed the doctor who was alone in her office, placed 
the weapon to her throat and forced her to the floor. A martial 
arts enthusiast, she reportedly fought back, seizing the knife 
and inflicting wounds on his hands. He had walked past a lobby 
sign-in desk at 6:40 p.m. on a Monday, ostensibly looking for the 
Human Resources Department,

Arrest Attacker of Woman
in Hospital Bathroom 
AUGUSTA, GA.  A 28-year-old man, faces charge 
of aggravated battery, aggravated assault, attempted rape, false 
imprisonment and a weapon violation in the June 3 attack 
a woman in a bathroom at the Medical College of Georgia 
Hospital. According to press reports, the 63-year-old victim 
told investigators that she was in a bathroom stall when a 
man climbed over the top of stall and attacked her. At a court 
hearing it was learned that the alleged assailant had just been 
released from a South Carolina prison where he had served  
six years for armed robbery, two days before the assault. He 
was already in jail on other charges when he was identified on 
June 11 as a suspect in the hospital attack, thanks in part to 
surveillance photos taken by hospital cameras.

Seek Molester of 10-Year-Old Boy 
in Hospital ER Bathroom 
STOCKTON, CA. A 10-year-old boy was report-
ed molested in a Dameron Hospital restroom as his father 
was waiting to be treated in the emergency room, according 
to Stockton police.  The incident reportedly occurred at 2 
p.m. Sunday, when the boy went into the restroom and a man 
forced his way into the stall and molested him. According to 
press reports, the boy told police that the man was carrying 

a bag. His alleged attacker changed his clothes after the crime 
and left the hospital.  The man was described as white, about 
20 to 23 years old with short black hair, about 5 foot 8 inches 
tall with a medium build.

Hospital officials said cameras are in a nearby hallway, but not 
in the restroom, and that there are always three security guards 
on duty at the hospital.

Victim Sues Hospital for Negligent 
Security in Parking Lot Sexual 
Assault
LAS VEGAS, NV.  A women allegedly sexu-
ally assaulted by a man in the parking lot of Desert Springs 
Hospital last year has filed a lawsuit charging the hospital with 
inadequate security. In her lawsuit, the woman charged that 
security provided by the hospital and a security contractor 
failed to prevent the attack. The hospital “owed a duty of care 
to its customers, patients and visitors to provide premises 
which were reasonably safe from criminal assaults by third per-
sons,” the lawsuit claimed. ”Defendant hospital knew or should 
have known that dangerous and criminal activity was taking 
place on and about the premises...and that criminal attacks 
upon the persons or property of customers, patients and visi-
tors were foreseeable.”  According to press reports, Roy James 
Trost, 20, was arrested for the crime on charges that included 
sexual assault with a weapon, first degree kidnapping, robbery 
with a deadly weapon, sexual assault with a victim under 16 
and burglary with a deadly weapon. At the time, police said 
in a statement: “The suspect was seen loitering in the area of 
the hospital prior to the crime occurring.” An attorney for the 
hospital was quoted as saying  that “Desert Springs denies any 
contentions or claims that it had inadequate security at the 
time of this assault and intends to defend such claims vigorous-
ly. Desert Springs uses all appropriate security mechanisms and 
the safety and well being of its patients, guests and employees 
is their highest priority.” 

SHOOTINGS
Unruly Man With Guns in ER 
Shot and Killed By Police officer
OLYMPIA, WA.  A 43-year-old man who brought 
three handguns into Providence St. Peter Hospital was shot to 
death by an Olympia police officer early on a  Saturday after 
he became unruly with the staff and wrestled with the officer, 
according to police reports . The man, described as 6 feet tall 

SEXUAL ASSAULTS

continued on next page
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In Brief cont.
and 220 pounds, was in the emergency room to be treated 
for a head injury. The emergency room staff called 911 at 2:13 
a.m. when he became agitated, police say. Officers confiscated 
two guns from him and stayed in the emergency room while 
the injury was treated. At about 4:15 a.m., as a medical test was 
being prepared, the man “became agitated and unruly” and pro-
duced a third gun, a police statement said. A police officer and 
the patient “wrestled for the weapon. During the struggle, the 
officer fired one shot at the subject,” police said. The shooting 
occurred in a locked room within the emergency department 
that is separated from other patients, said a hospital spokes-
woman. The hospital stations an unarmed security officer at the 
emergency-room entrance, she reported. 

Police Shoot and Kill 
Knife Wielding  ED Patient
MARTINEZ, CA. Sheriff deputies shot and killed 
a man who allegedly threatened officers and staff members 
at Contra Costa Regional Medical Center, according to local 
media reports. The man, who came to the ED complaining 
of chest pains, reportedly pulled a knife on nurses and began 
threatening them. When County sheriff deputies, on duty in the 
hospital, responded to a request for help, he allegedly tried to 
attack a deputy with the knife, prompting the officers to shoot 
and kill him, according a statement by the sheriff ’s office. The 
ED remained closed for about seven hours following the inci-
dent. 

Fatally Wounds Husband in 
Hospital Room Following 
Argument
CHARLESTON, WV. A patient at Charleston 
Area Medical Center’s Memorial Hospital has been shot and 
killed by his estranged wife, 56, in the hospital’s third-floor 
intensive-care unit according to local press reports. According 
to the criminal complaint, the woman had gotten into an argu-
ment with her husband before the shooting occurred. She was 
asked to leave, and she later returned with a semi-automatic 
handgun gun and shot him in the head. She then handed the 
gun to a doctor. A CAMC spokesman said that the hospital 
wasn’t releasing any more details on the incident. He also said 
there would be no comment on hospital security in general.

Nursing Assistant Killed By 
Husband In Hospital Parking Lot
TITUSVILLE, FL. A 38-year old man  has 
been arrested and charged with first-degree murder in

connection with the shooting death his wife, a nurs-
ing assistant at Parish Medical Center. According to local 
media reports,  the shooting took place in the parking lot 
of the medical center just before 7 a.m. on a Monday. The 
employee was carried into the emergency room of the 
hospital to be treated for multiple gunshot wounds. She 
was pronounced dead shortly after the shooting. Records 
showed  that a restraining order was filed against the 
husband involving domestic violence with children, but a 
judge dismissed the case when the wife failed to appear 
at the hearing. Police said she had called them as recently 
as a week earlier saying the husband  was threatening her 
and their children and had broken into her apartment 
According to a spokesperson for the hospital, the emer-
gency room was on lockdown for a few hours following 
the incident.

Ex-Boyfriend Shoots ER Admissions 
Clerk As She Exits From Her Car
TYLER, TX. An ER admissions clerk at East Texas 
Medical Center (ETMC) was shot several times by her ex-
boyfriend as she emerged from her car near the hospital at 2:30 
a.m. on a Monday morning, according to local media and police 
reports. Her assailant then shot and killed himself. She was able 
to to get to the hospital’s emergency room where she was 
rushed into surgery. She is listed in stable condition. An ETMC 
spokesperson, when asked about hospital security provided 
for employees and patients, said, “ETMC Tyler has security offi-
cers patrolling the campus 24 hours a day, seven days a week.  
Employees can request an escort to and from their car at any-
time. Employees that park in our outlying lots are picked up by 
our shuttle buses and the drivers will wait until they reach their 
vehicle. ETMC also utilizes security cameras and other measures 
to keep our team members, patients and visitors safe.”

Posing As Employee, ‘Hit Man’ Kills 
Patient, Wounds Friend In Room
SAN JUAN, PR. A man dressed in hospital scrubs 
entered Rio Piedras Medical Center, the island’s largest, facility 
early on Thursday and killed a 23-year-old patient recovering 
from a previous shooting, according to media and police reports. 
A friend sleeping on the floor was wounded in the shoulder. 
Two other patients in the room were unharmed, police said.  
The unidentified suspect escaped.  The patient was being treated 
for three bullet wounds from an earlier shooting that also killed 
a 15-year-old boy and wounded two others. The hospital’s 
executive director, Jorge de Jesus Rozas, said the killer, whom 
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In Brief cont.
he called “a professional,” apparently knew the location of the 
patient’s room and arrived just as a private security officer was 
changing shifts.  He entered the facility alongside a medical 
worker and pretended they were together. Responding to calls 
for increased security at the medical center, which reportedly 
receives some 30,000 visitors a day and frequently treats vic-
tims of violence, De Jesus said that the private officers receive 
training but are not armed because their main role is to orient 
and help patients. “If I had had an armed officer, I could have 
had a shootout,” he said. “Instead of one death, there could 
have been more.”

DRUG THEFT/DIVERSION

Nurse Pleads Guilty To Theft of 
Drugs From Hospital Surgical 
Suites
BOULDER, CO. A 27-year-old surgical nurse at 
Boulder Community Hospital has admitted stealing drugs and 
using dirty needles to give patients tap water instead.  Ashton 
Daigl entered guilty pleas to felony counts of counterfeiting a 
controlled substance and tampering with a consumer product. 
As part of  a plea bargain, prosecutors recommended a sen-
tence of no less than four and a half years in prison. Sentencing 
was pushed back several months while some 290 victims 
awaited  the results of additional HIV and hepatitis tests. Daigle 
has undergone blood tests and tested negative for HIV and 
hepatitis. He admitted he didn’t always use sterile equipment 
while stealing the painkiller Fentanyl from surgical suites at the 
hospital. During the taped interview with prosecutors, Daigle 
admitted abusing painkillers from the time he was 11. Before 
working at Boulder Community Hospital, Daigle worked as a 
nurse at Windsor Health Care, a nursing home. He told prose-
cutors he stole painkillers from elderly nursing home residents.  
Boulder Community Hospital said it improved its drug security 
following Daigle’s actions in September and October last year.  
Daigle was caught last fall after doctors discovered that their 
patients were experiencing pain and discomfort during and 
after surgery. The hospital said plans to put into place a power-
ful new software system by the end of the summer that will 
provide even more rigorous accounting for narcotics dispensing 
at the hospital, in addition to installing surveillance cameras in 
the surgery suite to enhance security. It also plans to do a bet-
ter job “of educating our employees about drug diversion,”

Fentanyl ‘Swaps’ By Surgical Tech 
Sounds Hepatitis C Alarm

DENVER, CO.  In a case of drug diversion even 
more serious than that of Boulder Community Hospital, 
Kristen Diane Parker, a surgical technician who worked at 
Rose Medical Center, and three other hospitals, was indicted 
last week on 42 counts by a federal grand jury, 21 counts of 
product tampering and 21 counts of obtaining a controlled 
substance by deceit. Parker, 26, who was found to be infected 
with Hepatitis C,  allegedly swapped sterile Fentanyl syringes 
with dirty – potentially hepatitis contaminated – saline-filled 
syringes, endangering countless patients. So  far, it was reported 
by The Colorado Department of Health and Environment, that 
19 patients from Rose Medical Center tested positive for the 
disease contracted as a result of contact with Parker. Parker 
worked at Rose from Oct. 21, 2008,  to April 13, 2009,  and 
at Colorado Springs’ Audubon Surgery Center from May 4 
until June 29. She also worked at Christus St. John Hospital 
outside Houston, TX, between May 2005 and Oct. 2006, and 
at Northern Westchester Hospital, Mt, Kisco, NY, between Oct. 
2007, and Feb. 2008.  Investigations continue in all three states 
and patients, who may number in the thousands, continue to 
be tested.
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Foundation 
Updates 
Concurrent with the IAHSS Annual Meeting held in Baltimore 
during the period 21-24 June 2009, the initial meeting of the 
IHSSF Board of Directors, 2009-2010 was convened.

Appointed to the Foundation Board in accordance with the 
provisions of paragraph 1, Section 1, Article III, By-Laws,
IHSSF Revised 20 May 2009 :

• William A. Farnsworth, Jr., CHPA, Past President 
(*Jan 2011)

• Thomas A. Smith, CHPA (*Jan 2011) - 
Appointed Secretary

• Lisa B. Pryse, CHPA (*Jan 2012) - Appointed Treasurer
• Erin Downey, MPH, SCD (*Jan 2012)
• Ken Close, CHPA (*Jan  2012)
• Edwin W. Stedman, CHPA (*Jan 2010) - 

Appointed President

* indicates conclusion of current term.                 

Board of Directors members Don MacAlister, Jim Stankevich 
and Bryan Warren concurrently completed their terms on the 
Foundation Board.

In its report to the IHSSF membership on Tuesday, 23 June the 
Foundation cited the following accomplishments during the 
year 2008-2009:

• Revision of ByLaws – May 2009
• Development and publication of applications; nominations 

and brochures for current IHSSF programs, including 
 • Grant
 • Scholarship (Tuition Assistance)
 • Recognition

The IHSSF Recognition Program, developed over a two year 
period to replace the former IAHSS Awards Program, was to 
have been first defined in the IAHSS Handbook Membership 
Directory 2010, however the revised/new Recognition pieces 
were introduced during the President’s Reception on the eve-
ning of Tuesday, 23 June

• The Lindberg Bell Facility of Distinction was presented to 
Carolinas Healthcare System

• The British Columbia Chapter was designated Chapter of 
Distinction

• The Russell L. Colling  Medal for Literary Achievement 
(replacing the Award for Literary Achievement was accepted 
by Tony York for conveying to Russ as the first struck

• Becky A. Strode, CHPA, and the Inland Empire Chapter were 
noted as Poster and Newsletter recipients, respectively.

• Joshua Crewe and Aaron Haggerty, Officers at St, Paul’s 
Hospital, Vancouver, BC, were recipients of the Medal of 
Merit

• Michael Hearn, Officer of the Rouge Valley Health System, 
Toronto, Ontario was received the Medal of Valor

• In a departure from former years, the Foundation sponsored 
the President’s Reception at the 41st  IAHSS Annual General 
Meeting.  During the evening, Past President Bonnie S. 
Michelman presented the IAHSS President’s Award to John J. 
Driscoll, CHPA, CPP in recognition of his exceptional efforts 
supporting the President during the previous year.

The Foundation Board defined its objectives for 2009-2010 as:
Improvement of communications
     • amongst Board members,
     • with the IAHSS leadership, 
     • with the world wide IAHSS membership,
strengthening participation in IHSSF programs, 
development of revenue sources  and financial support for 
IHSSF  events including the annual President’s Reception and 
golf challenge.
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Surveillance camera photos help police arrest woman who allegedly 
walked corridors of New York City hospitals waiting for opportunity to steal 
wallets and purses when patients left their rooms. 

LARCENY/THEFT

Arrest Purse Stealer Who 
Targeted Hospital Patients
NEW YORK, NY. A well-dressed woman and 
former convict, has been arrested and charged with stealing 
wallets and purses from patients at three New York City hos-
pitals – Lenox Hill Hospital,  Memorial Sloan-Kettering Cancer 
Center, and New York Hospital. According to local media 
reports. Melissa Fonseca allegedly would wait until the patients 
left their rooms and then steal their wallets and purses, using 
their credit cards to make purchases at specialty shops. Fonseca, 
who spent two years in jail  from 2005 to 2007 for a similar 
scheme, was arrested by police through surveillance photos. 
She has been  charged with second-degree burglary and faces 
up to 15 years if convicted, according to a spokeswoman for 
the Manhattan DA’s Office.

EMPLOYEE CRIMES
Watch Out For:
Theft Of Patient Identities
DALLAS, TX.  A 25-year-old man, who worked 
as a contract security officer at Carrell Clinic, Dallas, TX, has 
reportedly been accused of hacking into the clinic’s comput-
ers and planning to commit crimes.  According to published 
reports, the man allegedly hacked into the clinics computers 
that controlled the heating and cooling for the hospital and 
contained confidential patient information. He was planning on 

using his access to reportedly commit additional crimes on or 
before the Fourth of July, which he referred to as “Devil’s Day,” 
and also posted videos on the Internet asking others to assist 
him and hack into computers.  According to the U.S. Attorney’s 
office, clinic staff have been able to identify the hacked comput-
ers and said there was no evidence that any patient informa-
tion was compromised.

BATON ROUGE, LA.  A former employee at 
Our Lady of the Lake Hospital reportedly stole personal infor-
mation from 46 patients and used the information to obtain 
debit cards to pay his bills, file and collect on fake tax returns, 
and rack up an estimated $20,000.  According to published 
reports, the man worked as a stock clerk in 2006 and was 
only at the hospital for about two months.  He was arrested 
at his home for a domestic battery complaint which led police 
to search his home where they reportedly found 46 pages of 
patient information and 46 different debit cards. He has been 
charged with 46 counts of identity theft, 46 counts of access 
device fraud, 46 counts of theft of a business record, 46 counts 
of fraud acquisition of a credit card, 46 counts of illegal pos-
session of stolen items, 46 counts of bank fraud, 46 counts of 
computer fraud, two counts of forgery after reportedly admit-
ting to forging two Baton Rouge finance occupational licenses 
using a false name, and felony theft.  Hospital officials said they 
plan to get in touch with all of the victims to offer some assis-
tance.

MIAMI, FL.  A 29-year-old medical records employee 
at Palmetto General Hospital and her 25-year-old accom-
plice reportedly face multiple felony counts of conspiracy to 
commit access device fraud, and criminal HIPAA violations, in 
connection with theft of patient records. According to pub-
lished reports, the employee took records containing personal 
information of hospital patients and used the information in a 
credit card fraud scheme.  She would use the stolen identifying 
information to obtain patients’ credit card account numbers, 
and would then give the patient profile records and credit card 
account numbers to her accomplice, who would use the infor-
mation to make unauthorized credit card purchases.  When 
arrested, the employee was found with 41 patient records and 
her accomplice had six records. Hospital officials reported that 
they have taken steps to provide those who may have been 
affected with the information and tools needed to protect their 
identity.

Security Officer Terminated 
For Child Pornography Downloads
SOMERS POINT, NJ.  A 56-year-old security 
officer at Shore Memorial Hospital has been arrested and 
charged with endangering the welfare of a child after it was 

continued on page 25
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For more information, please contact Mark Allen @ 336-725-1331
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discovered that he allegedly downloaded thousands of photos 
of child pornography while at work.  According to published 
reports, an investigation by the police department and the 
Atlantic County Prosecutor’s Computer Crimes Unit found 
about 9,000 pictures depicting children in sex acts in the secu-
rity officer’s computer.  The hospital’s information and technol-
ogy department, upon noticing unusual Internet activity, notified 
hospital officials who reportedly then contacted police.  The 
security officer has since been terminated according to a hos-
pital spokeswoman. No computer or child pornography was 
discovered after a police search of his home.

Phone Prankster Makes  
Phony ER Notification Calls
ALBUQUERQUE, NM.  Officials at 
Presbyterian Hospital report that someone is calling people 
and convincing them that a friend or family member is in the 
emergency room and they should rush to the hospital, only 
to realize it is a lie when they arrive.  According to published 
reports, the hospital is investigating the prank incidents but are 
having difficulty since the perpetrator has been hard to trace. 
The calls are coming at different times and on different days 
which is making it difficult to track. The hospital’s director of 
emergency services stated that the caller has gone to some 
trouble to make the call appear as it is coming from the hos-
pital since the hospital’s name appears on the victim’s caller 
ID. Hospital officials reportedly cannot rule out that a rogue 
employee is making the calls

ARMED ROBBERY

Thieves Invade Hospital:  
Security Guards Locked In Office
REYNOSA, MEXICO.  A group of three 
or four armed man reportedly robbed Christus Muguerza 
Hospital around 10:15 p.m. on a Sunday.  According to pub-
lished reports, the men stormed the hospital, locked the secu-
rity officers in an office, and allegedly took off with a safe with a 
large amount of cash in it. On their way out, the men also took 
money from a desk drawer and some security video footage.

USE OF HIDDEN CAMERAS

Mother Arrested For Injuring Child 
In Hospital Room
AUSTIN, TX.  A 23-year-old mother of three has 
been arrested and charged with injury to a child, a first-degree 
felony that carries a life sentence in prison, for allegedly smear-
ing human waste on her three-year-old daughter’s intravenous 
line at Dell Children’s Medical Center.  According to published 
reports, the child kept having setbacks during her recovery 
at the hospital and doctors suspected that the child’s mother 
was to blame. After setting up a hidden camera in the child’s 
hospital room, it was discovered that the child’s mother was 
smearing the waste on the intravenous line which can cause a 
potentially life-threatening illness.  The woman’s attorney said 
his client is a fine young woman who loves her children very 
much. Her other children, ages 4 and 6, are in the care of rela-
tives. According to the arrest affidavit, the three-year-old was 
admitted to the hospital with a high fever and a long history 
of chronic diarrhea and upon conducting blood tests, doctors 
discovered a bacteria commonly found in feces.  The mother 
reportedly knew her actions would cause her daughter to stay 
sick and was aware they could lead to her child’s death.  In a 
statement released by hospital officials it was stated that the 
hospital has many security and safety procedures in place to 
protect patients and if possible injury to a patient is suspected, 
the hospital will take any legal and necessary steps to protect 
their health and safety.

In Brief cont.
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15 Reasons to be a
Member of IAHSS
1.  You expand your list of contacts within the international 

security and safety field.

2.  You  receive a membership directory of over 1700 security 
and safety professionals.

3.  You can utilize the international training standards for 
security officer basic, advanced and supervisory training.

4.  You can be part of a local chapter with outstanding 
networking opportunities.

5.  You have the opportunity to become a “Certified Healthcare 
Protection Administrator”.

6.  You have access to the publication called The Journal of 
Protection Management which is a series of educational 
articles based on research internationally in the security /
safety field and to the quarterly newsletter called Directions.

7.  You have access to past articles in the Journal archives with 
over 20 years of articles to choose from.

8.  You have access to the “Member’s Only Discussion Forum”.

9.  You receive access to sample policies developed by current 
IAHSS members.

10.  You have access to the Job Board of current openings in 
      the field.

11.  You have access to free educational materials on the
      website developed by IAHSS members.

12.  You can submit your department for departmental
     accreditation.

13.  You receive easy access and information about vendor 
  services and products.

14.  You are eligible to apply for IHSSF sponsored 
  scholarships or grants.

15.  You receive timely e-mail alerts and newsletters that will 
 inform you about current issues and trends in the field.

International Association for Healthcare Security & Safety

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

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

You now have options!
A proctor is necessary to use the online option.
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Securing Anti-Viral Drugs and Vaccines
Managing the anti-viral drugs supplied to the hospital was 
another focal area for Security, Thiel notes. The drugs they 
received were supplied by the state, and were distributed free 
to patients. “We were concerned about being overrun by peo-
ple.”  The security plan included setting up an alternate site on 
the campus for distribution of the drugs to keep traffic at the 
hospital to a minimum. Communication about the free drugs 
was also controlled to prevent a run on them.

Going into this fall’s flu season, Thiel says, the hospital would 
look at setting up alternate sites at clinics away from the hos-
pital. Children’s has several clinics in the community that can 
serve as vaccine sites, he says. The usual security measures will 
be taken to secure the vaccine, adds Thiel, with additional lev-
els deployed if the outbreak is severe or deadly and supplies 
become limited.

Dealing with the spring Swine Flu outbreak, says Thiel, was like 
“a very long training session.” The lessons learned during that 
event are now serving as the grounds for the security plan for 
the upcoming flu season. 

Planning for An Escalation of the 
Outbreak
Eighty miles west  of Milwaukee, in Madison, WI, the outbreak 
of H1N1 Swine Flu brought 170 cases to the University of 
Wisconsin Hospital and Clinics, along with American Family 
Children’s Hospital, between April 28 and July 23. Of those 
cases, nine were admitted.

Tracy Buchman, hospital safety officer for the 471-bed hospital 
and 62-bed children’s facility, says that based on the number 
and severity of cases, “we did a lot of planning, but didn’t have 
to implement most of it.”

Among the plans to deal with H1N1 were limiting visitors to 
the hospital, especially at Children’s. No siblings or friends were 
allowed and just one parent could visit. Staff members were fit-
ted for N95 respirator masks that are designed to filter 95 per-
cent of all particulates of 3 microns or larger. The hospitals also 
used federal funding to purchase 36 respirators with hoods. 
If the outbreak had escalated, Buchman said they had plans in 
place to lock down the emergency department.

Currently, the hospitals and clinics have an inventory of supplies 
going into the fall flu season, including gowns, masks and shields.

Using Tabletop Exercises To Spot Gaps
in Coverage
Buchman says after the initial outbreak had passed, hospital secu-
rity and others conducted two tabletop exercises to review their 
processes and look for gaps in coverage. Among the questions 
explored were: how to run at 65 percent staff? How to provide 
more ventilator care? How to cross-cover for personnel?

On September 1, Buchman says, those involved in the initial exer-
cises met again to rerun them using the up-to-date information. 
Among the conclusions were plans to provide alternate care sites 
and housing for security staff during a flu epidemic.  The security 
plan for the upcoming vaccination period will be focused on 
crowd management, Buchman adds.

Flu Preparations for A 25-Bed Hospital
Some 154 miles north of Milwaukee, Door County Memorial 
Hospital, a 25-bed facility in Sturgeon’s Bay, WI,  had  just three 
confirmed cases of the H1N1 Swine Flu virus at its facility during 
the flu’s entrance into the United States in spring. Nevertheless, 
the hospital ramped up for a major outbreak and continues to be 
on alert.

Steve Schwenke, Director of Safety and Security, says Wisconsin 
was one of the top states for reported cases of H1N1. “I’m not 
sure if we had that many more cases (than other states), or 
Wisconsin just did a better job detecting it,” he says.

To combat the spread of the Swine Flu virus, Door County 
Memorial placed hand sanitizers and masks at all entry points, 
along with signage asking possibly infected persons to contact 
medical personnel and not to mix with the general hospital pop-
ulation. Those directives remain in place, says Schwenke, as does 
a plan to lock down the hospital if the flu reaches the pandemic 
stage.

For upcoming vaccinations against the flu, Schwenke says the 
hospital is working with Door County health department officials 
to carry out vaccination clinics. The main focus for Schwenke and 
the hospital is to make certain employees receive their shots and 
to increase the stockpile of personal protection equipment that is 
required during an outbreak.

During the height of the H1N1 outbreak, Schwenke reports, 
items such as gloves and masks were difficult to acquire. “We’ve 
increased our orders, but some things are still on backorder.”  
Currently the hospital has a stockpile good for 25 to 30 days, he 
noted.

Security: Protecting Vaccines in Transit
In Waco, TX, another top state for reported cases, Hillcrest 
Baptist Medical Center prepared for H1N1 as a real threat, even 

Swine Flu cont.

continued on next page
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though the majority of cases were found in more populated 
areas of the state, explained Walter Sarratt, Director of Security 
and Safety for the 236-bed acute care facility.  The hospital, 
which moved to a new campus in April, now is equipped to 
lock down certain entrances and channel people through spe-
cific doors, he says. 

“Security plays a role in every asset,” said Sarratt, noting his 
department would be involved in creating plans related to 
securing vaccines, employees or whatever else needed atten-
tion. “We set up scenarios for how Security will react, and to 
what degree we use our physical and electronic security sys-
tems,” he said.

Because the regional emergency management office is in Waco, 
Sarratt says his facility “will be keepers of the key to the vac-
cine.” In the new facility, the pharmacy is centrally located and 
secured through a proximity card system. When vaccine needs 
to be transported to other hospitals or clinics, Sarratt said it 
would travel with a security guard and a locked box system.

SARS Experience Found Useful In 
Dealing With Swine Flu
The recent H1N1 outbreak, which so far has resulted in more 
than 10,000 cases of confirmed swine flu in Canada, evoked 
comparison of how Rouge Valley Health System, Toronto, han-
dled SARS (Severe Acute Respiratory Syndrome) in early 2003.

Martin Green, Manager-Security and Parking at Rogue Valley 
Health System recalls how his facility had the most SARS 
patients, but also that they were able to prevent transmission 
of SARS within its walls. SARS required Green to ramp up his 
security staff at the time, as the facility was on a full lockdown 
in response to government requirements. 

SARS and H1N1, however, are different in that SARS was an 
unknown quantity, both in terms of what it was and how it was 
transmitted. “We are well-versed in dealing with the flu,” says 
Green, referring to H1N1. 

With the first reported cases of swine flu in Mexico, Rouge 
Valley assembled its team and developed a plan of attack, 
including devising screening protocols, command centers and 
guidelines in case a lockdown was necessary. A lockdown, 
though not used with the H1N1 outbreak, would take about 
an hour to put into place, says Green, 10 minutes to secure the 
doors using the access control system and the remaining time 
to secure interior doors and man entrances with screeners or 
security.

Screening began on April 26 and has continued. At press time, 
Green didn’t have an estimate on when screening would 

be terminated. Initially, he says security personnel provided 
screening at the Emergency Room entrance. But after the first 
48 hours, other hospital personnel were used as screeners. 
Anyone entering the ER was asked some basic screening ques-
tions, explains Green, such as How do you feel? and Where 
have you been?

Green says while Rouge Valley did have cases of H1N1, none 
were serious enough to result in hospitalization. 

As with the SARS incident in 2003, this year’s flu crisis provided 
an additional opportunity to fine-tune the system. “But we 
learned that the policies and procedures we have in place work 
for us,” says Green. 

FOR FURTHER INFORMATION, CONTACT:
Michael Thiel, Director of Security, Children’s Hospital of 
Wisconsin, 9000 W. Wisconsin Ave., Milwaukee, WI 53201. 
Ph: 414-266-3558.

Tracy Buchman, Hospital Safety Officer, UW Hospital & Clinics, 
600 Highland Ave., Room H4/853, Madison, WI 53792. 
Ph: (608) 263-1512. E-mail: tbuchman@uwhealth.org

Steve Schwenke, Director of Safety and Security, Door County 
Memorial Hospital, 323 S. 18th Ave., Sturgeon Bay, WI 54235. 
Ph: 920-746-3565. 

Walter Sarratt, Director of Security and Safety, Hillcrest Baptist 
Medical Center, 100 Hillcrest Blvd., Waco, TX 76712. 
Ph: 254-202-5400.

Martin Green, Manager-Security and Parking, Rouge Valley 
Health System, 2867 Ellesmere Road, Toronto, Ontario M1E4B9. 
Phone: 416-281-7324. E-mail: mgreen@rougevalley.ca
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An Interview With:
Andrew F. Corsaro
On How He Uses Stress-
Induced Training To Better 
Prepare His Officers To 
Defend Their Hospital 
Against Active Shooters and 
Other Threats

(Andrew F. Corsaro is Director of Corporate 
Security & Emergency Preparedness for the 
Northeast Georgia Health System (NGHS), 
Gainesville, which includes a 461-bed acute care hospital and 
a 261-bed skilled nursing facility.  Located 50 miles north of 
Atlanta, NGHS serves some 700,000 people in more than 13 
counties across Northeast Georgia.  Corsaro joined NGHS in 
March 2008 after serving over ten years with the Baltimore, MD, 
City Police Department (BPD). After 9-11, he was assigned to 
the Criminal Intelligence Section where he served on the ATF 
Task Force as well as the FBI Joint Terrorism Task Force (JTTF). 
Corsaro holds a Bachelor of Science Degree in Criminal Justice 
from Northeastern University Boston, MA and is also the recipi-
ent of the Baltimore County Chiefs Award and two Bronze Stars 
for Excellence and Valor. In June, his NGHS officers completed an 
annual week-long training course working alongside officers from 
the Gainesville Police Department, the County Sheriff ’s Office 
and Georgia State Patrol in multiple scenarios involving armed 
men with guns, knives and hostages. In this interview, Corsaro 
describes the advantages of this kind of training and other ways 
hospital security works with local law enforcement to protect the 
system’s patients and employees, and the community.)

Q. What role does your hospital and its’ security 
staff play in your area’s emergency preparedness?
A. We are a regional coordinating hospital for emergency pre-
paredness for North Georgia. We are one of the facilities that 
would help support any kind of a mass casualty event and obvi-
ously if we have patients diverted this far north there would be 
a lot of assets and resources from government agencies involved. 
We have built our response policies in coordination with area 
law enforcement agencies. Our radio system is now integrated 
with the regional law enforcement and 911 system. We are very 
much integrated as part of the public safety for this community. 
We practice together, we make sure we don’t put each other in 
danger and we are working as a team. 

Q. How many officers do you have? Are they 
armed or unarmed? 

A. We have 37 officers. They are armed. As 
part of a new police officer program I estab-
lished a year and a half ago, we have a very 
good relationship and partnership with area 
law enforcement, both the city and county 
police departments, that is really crucial to 
our security program. We have officers from 
both of those agencies that work as part of 
our security staff on a part-time basis. Their 
agencies have allowed them to work in their 
agency uniforms as police officers. They are 
employees of the health system. They provide 
us with a police service to supplement our 
armed non-sworn security staff. It’s a very 
good complement because these guys provide 
a level of authority and deterrence that has 

proven to be extremely valuable to us.

Q. How do you recruit and train your non-sworn 
officers?
A. We have a very high standard of recruitment.  In order to 
apply and even be considered for the position, you have to 
have a certain number of years of experience in security or law 
enforcement or corrections. Most of the people who work for 
us have that experience. They have the training in public safety as 
well as the customer service skills when they get here. Many of 
our folks come to us from police departments after they retire. 
Others come right out of the police academy or a public safety 
agency. They use us as a stepping stone. We love having them.

Q. How does this relationship between hospital 
security and law enforcement involve cross-train-
ing?
A. We have a very strong training program that a lot of our offi-
cers really like. We also invite local law enforcement agencies to 
do this training with us.  They gain the benefit of the costly con-
tractors we as a non-government agency bring in for the training. 
It’s an investment in our security program that they want to take 
advantage of. It’s a win-win situation.

Q. Where is this special training conducted?
A. We have a second campus a few miles away with a building 
that is only being partially used. We moved many of its clinical 
operations to a new tower building we just built on our main 
campus. That left us hundreds of rooms and large areas that are 
vacant. There’s no better opportunity to conduct scenario-based 
training in the environment in which you work. 

Q. How is this scenario-based training conducted?
A. We do a week of training using the services of a contractor, 
Masada Tactical, a Maryland-based tactical training company that 
operates worldwide.  Its’ president, B.K, Blankchtein, who served 

continued on next page
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in the Israeli Defense Forces, is really a great instructor. From 
my experience in law enforcement tactical operations, without a 
doubt he has the best defensive tactics training program I have 
seen in the country, not only for law enforcement and the mili-
tary, but for the private security industry. It is mandatory for all 
of our officers to go through the course on an annual basis, and 
in their job description that they have to pass the course.  It is 
extremely physically demanding. He takes the scenario, stress-
induced training as the way to go. He teaches them the tech-
niques till they become muscle memory. He cranks the stress up 
on them and shows them the mistakes they make when they are 
stressed.

Q. Why do you find such training more effective? 
A. I was a law enforcement officer in Baltimore-Washington, a 
major metropolitan area and one of the deadliest in the country, 
and I saw from my experience dealing with some pretty hairy 
situations there is a big difference between training in a scenario-
based stress-induced environment versus “this is how you do it. 
Let’s practice it in slow motion.” Because when you need it, it’s 
not going to be practice. It’s not going to be slow motion. It’s 
going to be stressful; it’s going to be exhausting, and you’re going 
to need to know that your body and mind can operate under 
those conditions.  When our officers go into these scenario-
based situations, a lot of times the role players are people they 
have never seen before. We have people playing the role of 
the shooter.  This goes back to our security awareness program 
where we have a lot of interaction with the public and the com-
munity that we serve here in the hospital. We get them involved 
in helping us.  We get volunteers all the time. When you put 
someone behind the trigger of an 8 mm blank gun and they are 
ripping off shots left and right and you get hit by one of those, 
you know it. That’s a great way to teach them how important 
it is to use sound tactics, to use cover versus concealment and 
how to work as a team to avoid becoming a casualty. We add 
the component of stress by putting in role players who are 
also screaming and yelling. The blank ammunition we use inside 
is extremely loud. The sound of gunshots going off trains their 
brains.  Even as an evaluator of the exercise, when those shots 
go off, my heart starts pounding.  I can see it in their faces-the 
adrenalin kicks in. It puts them in the right training mode.  I call it 
the sweet spot. They’re breathing heavy. I can see their glasses fog. 
We know active shooters are a viable threat in the U.S. and using 
all the special equipment and training we’ve invested in, we’re 
prepared for it.

Q. Do you think the threat to a hospital 
Gainesville, Georgia, equates with that of one in 
Baltimore?
A. We are in the health care environment, violence can occur 
no matter where you are located. I wasn’t on the job three 
weeks when the shootings took place in a hospital in Columbus, 
Georgia.  (Editor’s note: In March 2007, a man whose mother 

had died three years before at Doctor’s Hospital, Columbus, 
went up to the fifth floor of the hospital and shot and killed 
three employees. He was able to go to the parking lot where 
he shot and wounded a truck driver, before police were able 
to wound him and stop his rampage.) We have a mental health 
facility on our main campus. We have a number of different 
people that come into our facility from all walks of life including 
combative patients and aggressive visitors. We have gang violence 
in this community. For example, two weeks ago there was a gang 
shooting. The vehicle that was shot up drove right up to our 
doorstep with the victims inside. So we had the victims of a gang 
shooting and the subsequent follow up of visitors who were 
gang members. But because we have such a partnership with law 
enforcement, we had absolutely no problem. We handled the 
situation in a professional manner.

Q.  Most hospitals employ unarmed officers. Why 
does NGHS arm its security staff?
A. I’ve always wondered about the true effectiveness of 
unarmed security. I think many organizations look at arming their 
officers as more of a liability than it’s worth. I disagree. Health 
care is a pretty volatile environment. As long as you train your 
officers well and do a risk assessment of the community which 
you serve, armed officers are justified. Of course, it’s important 
that our officers have the skills to employ control techniques so 
that we are not hurting the person but are maintaining positive 
control especially when we are dealing with patients.  We want 
to prevent them from hurting themselves. We want to prevent 
them from hurting our officers. We always start with the lowest 
amount of force necessary. We use our mouths-employing our 
non-violent crisis intervention training tools. We teach our offi-
cers to try to de-escalate the situation, but we also have to go 
to the extremes to teach survival skills. They carry pepper spray 
and all of the non-lethal tools in the event they have to deal 
with a suspect of a crime.  When the Columbus hospital shoot-
ing took place, I started getting phone calls as an armed security 
service asking us what our policies were, things of that nature. It 
raised a lot questions. We have not, so far, had an incident where 
deadly force was used, but I can tell you we have had incidents 
when having a security officer with all the tools and training that 
a police officer has, has been a deterrent in preventing incidents 
from happening.

Q. Should an active shooter incident occur, your 
program would have Security confront the shoot-
er. Isn’t it true that that in most hospitals the role 
of security officers would be to call the police to 
confront the shooter and concentrate on getting 
patients, visitors, and staff out of harm’s way.?
A. The new response plan that law enforcement and security 
are using is to find the threat and try to stop it as quickly as pos-
sible. Our building is so big with so many twists and turns, there’s 
no way an officer will find the shooter in a logical manner. By 

continued on next page
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having the ability to immediately communicate with each other, 
we can get them to where we are and hopefully by the time 
they get here, the threat will be over. We work together by train-
ing together. That’s the meat and potatoes 

Q. What has been the reaction of clinical staff and 
other employees to having armed security?  Are 
they comfortable with it? 
A. Our employees are very responsive. They like taking owner-
ship in it. They support what our officers do. The hospital com-
munity that we have, I believe, likes having trained, professional 
security officers constantly around-with police officers as part of 
their program adding validity to it. It makes them feel comfort-
able and safe about coming to work. 

Part of our security management program is to engage the 
employees that work for the health system. I spend a lot of my 
time developing programs to empower the people who work 
here to have information about security threats that are going on 
in our facilities, so they can make good decisions about their daily 
routine to try to avoid becoming a victim of a crime. For exam-
ple, if we have a number of thefts going on-purses and wallets 
and so on being left in certain areas, I will put out a SAP alert 
BOLO security information program giving them information that 
this is happening, putting out surveillance pictures and so forth. 
We’ve solved crimes in our community based on information we 
put out through this SAP program.

I want to add that outside of the training we do for the officers, 
have a workshop that we do for our general staff. We take the 
approach that awareness plus action equals prevention. We 
give them awareness tools. For example, I do a presentation on 
Characteristics of an Armed Person where we talk about look-
ing at somebody who walks in the door and try to determine 
whether this person is carrying a weapon. I show them pictures 
and we do practicals so that knowing what the reporting options 
are, we can take actions to prevent an incident from happening. 
It’s important for us to train our 37 officers, but on the other 
side of the house we have 4000 staff members that are working 
in our system who have skills to recognize an armed person.  We 
have thousands who have a well trained sense of security aware-
ness who can call us before it ends up in a flashpoint of violence.

FOR FURTHER INFORMATION, CONTACT:
Andrew F. Corsaro, Director  Security & Emergency  
Preparedness,  Northeast Georgia Health System,743 Spring 
Street, Gainesville, GA 30501. Phone: 770-219-6052, 
Email: andrew.corsaro@nghs.com/
Information on Masada Tactical is available 
at www.masadatactical. 
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Upcoming Events
One Day Seminars – 
Each seminar features: Introduction to MOAB, NCMEC Update on 2009 Guide, 
and Computer Security for the Road Warrior. Full details will be available on the 
website in July.

October 6th, 2009 .................Cincinnati, Ohio
October 27th, 2009 ...............Chicago, Illinois
November 10th, 2009 ...........Tysons Corner, Virginia
December 8th, 2009 ..............Dallas, Texas

2010 AGM
May 2-5, 2010 Kingston Plantation, Myrtle Beach SC

Advanced Manual 
Is Available!
The IAHSS is proud to provide 
this resource for our security 
professionals. This manual is the 
second step in the progressive 
certification program. 

Visit www.iahss.org

$48.95 each

International Association for Healthcare Security & Safety
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IAHSS Risk Assessment
Toolkit

www.iahss.org

Your hospital may be a large inner city
institution or a small rural facility.
Healthcare security professionals, regardless
of hospital size or location, should conduct
an initial and annual assessment of risk 
relative to their facility. 

Risk assessments can include identification
of threats, vulnerabilities, and based on
both, an analysis of problem areas and the
steps required to reduce or mitigate loss.
Determining the process and what steps or
controls are required to protect critical and
sensitive assets adequately, and in a cost
effective manner, is the challenge we all face.

Determining how critical the asset is to the
facility and the value of that asset to an
adversary is a basis for how likely it is for 
a loss to occur and what the potential
impact of that loss might be to the institution.

Have you 
ordered your 
copy?

Risk Assessment 
Toolkit

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

$49.95 available 
on CD only

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

Total 

IAHSS Risk 
Assessment 
Toolkit CD

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

Ship to: (Please print clearly) 

Name

Title

Facility

Address

City/Province

State

Zip/Postal Code

Telephone

E-mail

888-353-0990 
Fax 630-529-4139 
ww.iahss.org

IHSSF Recognition Program
Submission Deadline: 
January 1, 2010

Lindberg Bell Outstanding Facility 
Presented to an institution/facility which has 
established and administers an outstanding healthcare 
security and/or safety program.

Distinguished IAHSS Chapter 
Presented to the IAHSS Chapter demonstrating 
the greatest initiative and/or innovation in promoting 
the healthcare security and safety profession as well 
as IAHSS.

Russell L. Colling Literary 
Achievement Medal 
Presented to an individual who, through his/her 
literary abilities, has made a significant contribution 
to the healthcare security, safety, and/or risk 
management professions.

Philip A. Gaffney Faculty Chair 
Presented for best exemplifying advancement of the 
purpose and aims of IHSSF through demonstrated, 
exceptional, lasting achievement in healthcare 
security, safety, and/or risk management.

Medal of Valor 
Presented to an individual for a selfless or courageous 
act taken at the risk of his/her own life with full 
awareness of the danger involved.

Medal of Merit 
Presented to an individual who distinguishes 
himself/herself 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/her own life.

Medal of Distinction 
Presented to an individual who, through individual 
action or initiative, has made a significant and lasting 
contribution to the healthcare security, safety, and/or 
risk management professions.

Distinguished LifeworX Medal 
Presented to an individual who has distinguished 
himself/herself through a fulfilled professional career 
devoted to the furtherance of the purpose, aims, 
goals, and objectives of IHSSF/IAHSS.

For further information go to 
http://www.iahss.org/Awards/Default.asp
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Available October 1st

Basic Training Manual for Healthcare 
Security Officers – Canadian Version

ISBN #978-0-9742334-7-5
Manual and certification exam available only 
electronically, must be purchased as a package.

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

www.iahss.org

IAHSS Offers New 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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BOURBONNAIS, IL 60914

healthcareconsultants.com

Independent Consultations:        Training Programs:
•	 Facility	Reviews
•	 System	Reviews
•	 Contract	to	Proprietary
•	 Contract	Specifications
•	 Transition	Management
•	 Management	Coaching
•	 Expert	Witness	Services

•	 “Best	Practices”	Workshop
•	 Terrorism	and	Healthcare
•	 Infant	Security
•	 Violence	in	Healthcare
•	 Risk	ID	&		Mitigation
•	 Customized	Programs

Healthcare Security Consultants, Inc.
Fred Roll, MA, CHPA-F, CPP, President/Principal Consultant

Associate Consultants
Bill Farnsworth MA, CHPA, Tom Smith, CHPA, CPP

Jon Lobaczewski, CHPA, Tom Griffin, CHPA
3535	Cottonwood	Circle,	Frederick,	CO	80504
Phone:		(303)	250-1479		Fax:		(303)	651-9481
Email:		FredRoll@RollEnterprises.com		

Web:		www.HealthcareSecurityConsultants.com

Healthcare Security Consultation/Training

Return Service Requested


