Table 20-1 Infants (under 6 Months) Abducted by Nonfamily Members from US Healthcare Facilities: from 1983 to June 2009 (Courtesy National Center for Missing and Exploited Children, Alexandria, Virginia)
	Abducted From
	Number
	Percent

	Mother’s room
	72
	57

	Nursery
	17
	14

	Pediatrics
	17
	14

	On premises
	20
	16

	TOTAL
	126
	100

	
	
	

	Outcome
	
	

	Recovered
	119
	94

	Still missing
	7
	6%

	TOTAL
	126
	100

	
	
	

	Violence to mother
	9
	7


Table 20-2 The Number of Infant Abductions from US Hospitals and Homes by State: from 1983 to June 2009
	State
	# Cases
	State
	# Cases

	Alabama
	3
	Montana
	1

	Arkansas
	3
	Nevada
	1

	Arizona
	4
	New Hampshire
	1

	California
	34
	New Jersey
	6

	Colorado
	6
	New Mexico
	4

	Connecticut
	2
	New York
	10

	District of Columbia
	6
	North Carolina
	4

	Delaware
	1
	Ohio
	10

	Florida
	20
	Oklahoma
	4

	Georgia
	9
	Oregon
	3

	Illinois
	16
	Pennsylvania
	8

	Indiana
	2
	Puerto Rico
	4

	Iowa
	1
	Rhode Island
	1

	Kansas
	3
	South Carolina
	5

	Kentucky
	3
	South Dakota
	1

	Maine
	1
	Tennessee
	5

	Maryland
	10
	Texas
	33

	Massachusetts
	2
	Utah
	2

	Michigan
	6
	Virginia
	8

	Minnesota
	1
	Washington
	4

	Mississippi
	3
	West Virginia
	1

	Missouri
	7
	Wisconsin
	2


Courtesy National Center for Missing and Exploited Children, Alexandria, Virginia.

Note: States that are not listed in this table have not reported an abduction by a nonfamily member from a hospital or the home during this time period (26 years).
Table 20-3 Staff Training Considerations on Infant Security
	Infant Security Training for Healthcare Staff

	· The profile of an infant abductor

· Commons methods of operation for the typical abductor

· Importance of being alert to unusual behavior

· Role in critical incident response plan (Code Pink)

· Guidelines for what parents need to know to include providing continuous parental education
· Restricting access to hospital materials (uniforms and other means of identification)

· Overview of prevention measures used (wearing unique form of identification, video surveillance, access control, infant tagging, etc.)

· Common diversionary techniques (fire alarms, disturbances in waiting areas, Code Blue activations, etc.)

· How to answer questions about infant security (in person and by telephone)

---------------------------------------------------------------------------------------------------------------------------------




Table 20-4 Video Surveillance Operating Philosophies in Infant Care Areas

	Infant Security Video Surveillance Strategies

	Full surveillance of each exit point from the unit to observe each entrance, exit, nursery entrance, hallway, stairwell, and elevator door on or near the infant care unit(s)

	Cameras may be “live” on a continuous basis or activated upon door use

	Position color monitors at nursing stations placed in locations so the public does not see the images

	All cameras are in color and recorded; a minimum 10-day library must be maintained

	Prominent signage stating that all persons are recorded for security purposes (remember the message being sent to a potential abductor if/when they shop your facility)


Table 20-5 Reduction Strategies for Infant Monitoring Systems
	Infant Monitoring Alarm Reduction Strategies

	· Creating a multidisciplinary task force charged with addressing this; involve representatives from the mother/baby unit, security, facilities, and the manufacturer’s representative.
· Develop a performance measurement and track each alarm; determine if the alarms are staff generated, parent generated, or system failures. Implement strategies based on analysis of the same.

· Closely review the placement and range of the “exciter fields”; incorporate shielding as appropriate.

· Denote the range of each exciter field in a visible and obvious manner (meeting all aesthetic requirements); this can be done with carpet, tile, etc. Incorporate this information into both unit staff and parental education. 
· Close all doors to the unit and adjust system functionality to secure doors if a tag enters an exciter field; the system should not alarm unless the door is open. This allows “mom” to walk around the unit without setting off an alarm.

---------------------------------------------------------------------------------------------------------------------------------




Table 20-6 Protection Strategies for the Risk of Family Child Abduction
	Family Abduction Protection Strategies

	· “Red Flagging” the child’s name in the system to indicate no information is to be released

· Admitting the child under an assumed name 

· Placing the child in an isolation room or in the intensive care unit

· Placing an assumed name on the child’s door

· Using wireless video surveillance with a monitor at the nurses’ station to closely watch the child
· Increasing frequency of observation in the patient’s area

· Posting a description of the potential abductor with security, nursing, and the front desk or reception area

· Posting a security officer at the patient’s room/floor/unit

---------------------------------------------------------------------------------------------------------------------------------




Courtesy National Center for Missing and Exploited Children, Alexandria, Virginia.
Table 20-7 Power Principle to Emergency Department Security Education
	Emergency Department Security Training

	P
	Prepare for your patient. Use all your resources to determine the emotional state of the patient. This may include the patient’s previous care history, information from the transporting EMS/police or precautionary notes from your co-workers. Remember to always give yourself permission to think personal safety first.

	O
	Own your work environment. Begin with everyday proactive safety plans that lead to a safer work environment. Know how the room and the equipment in the room work for or against creating a safe work environment. Have the confidence to proactively take charge of your place of work.

	W
	Work within your training. Be an active participant in the organization’s security plan. Know your training, what you are good at, and what you need help with. Understand the power of having a plan and working together as a team.

	E
	Expect the unexpected. Complacency can lead to mistakes and unfortunate surprises, especially when dealing with at-risk patients. Mentally working through your options may provide you with the crucial opening necessary to avoid a difficult situation.

	R
	Remember your resources. There always seem to be more resources for those who are prepared. One employee looks at the metal surgical tray in the patient room as a place to set instruments, while another sees it as a shield to use against an edged weapon. Resources are everywhere if you open your eyes to the possibilities: training, fellow staff members, family, room setup, having a plan, and most of all being an active participant in your own personal safety plan.


Courtesy of Alan Butler and HSS Inc.
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