ourna,l of healthcare

PROTECTION

management

Volume 27, Number 2

Preventing violence
at work
Bonnie S. Michelman, CPP, CHPA

Workplace violence in
hospitals: safe havens

no more
Bryan Warren, CHPA

Workplace violence
prevention education
after JCSEA 45

Scott Buff

Critical issues on gun
violence in the hospital
workplace

James Sawyer, CPP, CHPA and
Caroline Ramsey-Hamilton

JAMA coverage of the
Johns Hopkins shootings:
a dissenting view

Dr. James Blair, DPA, MHA, FACHE, FABCHS

The IHSSF 2011 prisoner escape study
Victoria A. Mikow-Porto, PhD and Thomas A. Smith,
CHPA, CPP

Developing a strategic security plan
Anthony N. Potter, CHPA-F, CPP, FAAFS, FACHE

The strategy for winning support
and resources
Cindy M. Mangan, CHPA

Linking hospital security to
customer service: making the case
for ‘world class’ security

Scott A. Hill, MS, CPP, CHPA

For healthcare security professionals:
using crime analysis to solve problems
in 15 small steps

Karim H. Vellani, CPP, CSC

Making Headway Against
Healthcare Violence And Crime

The Lone Ranger, Superman, George
Hathaway, and successful leadership
Lisa B. Pryse, CHPA, CPP

Combating employee theft in the
healthcare industry
Christopher T. Marquet

Bio-preparedness in the health system
environment
Tzviel ‘BK’ Blankchtein

Responding to life safety needs in
behavioral healthcare
Mark Berger

Suicide and the parking garage
Isaiah Mouw, CAPP and Andy Troth, CAPP, CPP

Publication of the International Association for Healthcare

Security & Safety

Advancing Excellence in Healthcare Security and Safety Worldwide




38 JOURNAL OF HEALTHCARE PROTECTION MANAGEMENT

The IHSSF 2011 Prisoner Escape

Study

Victoria A. Mikow-Porto, PhD and Thomas A. Smith, CHPA, CPP

The 2011 Prisoner Escape
Study, funded by the Interna-
tional Healthcare Security and
Safety Foundation (IHSSF}, in-
vestigates 99 reported forensic
prisoner escapes from hospitals
which took place from April,
2010 to April, 2011. A cross-sec-
tional, exploratory study of pris-
oner escapes, the study follows
up findings from the 2010
THSSF Crime Study which indi-
cated that members were con-
cerned about the risks to
hospital campuses and health-
care facilities that are en-gaged
in the medical treatment of pris-
oner/forensics populations.

(Victoria A. Mikow-Porto. PhD, is Prin-
cipal of the consulting firm of Research
& Policy Analytics, Carrboro, NC.)

(Thomas A. Smith, CHPA, CPP, is Di-
rector of Hospitals Police and Trans-
portation at the University of North
Carolina Hospitals, Chapel Hill. He

1s a past president of [AHSS.)

INTRODUCTION

Everyone takes for granted
that healthcare treatment facilities
provide medical care for those
who need such services. What is
not widely known or understood
by the general public is that in re-
cent years, healthcare facilities
have also increasingly provided
services to forensic/prisoner pa-
tients. In the early 1970s, a class
action suit was filed on behalf of
prisoners who alleged that depriv-
ing them of necessary medical
treatment constituted “cruel and
unusual punishment”. In concur-
rence, the United States Supreme
Court, in an interpretation of the
Eight Amendment of the US con-
stitution, ruled in 1976 (Estelle v.
Gamble, 429 US 97) that correc-
tional facilities must provide nec-
essary medical care to all
incarcerated individuals. The
Supreme Court ruling was further
clarified by stating that “the delib-
erate indifference to serious
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medical need is prohibited.” In
effect, the Supreme Court recog-
nized an inmate’s constitutional
right to obtain health care during
incarceration. The Supreme Court
further determined that each state
was responsible for providing
adequate healthcare because the
inmate’s inability to secure inde-
pendent medical services was for-
feited upon incarceration.

The decision by the Supreme
Court caused dramatic changes in
the delivery of health care to the
prisoner population. Initially,
medical treatment facilities were
created to provide services in the
correctional setting. However,
over the decades following the
Court’s decision, due to state con-
cern over duplication of services
and tight state budgets, on-site
medical care at corrections facili-
ties gradually decreased or was
eliminated altogether, leaving
prisons and jails with little ability
to care for sick or injured prison-
ers beyond first aid. Corrections
and law enforcement began to
contract with hospitals and
healthcare facilities to provide
medical treatment. Currently, the
majority of all obligatory health
care is now administered by out-
side medical and other healthcare

facilities fully capable of deliver-
ing appropriate care.

At the same time, as numerous
research studies (e.g., Carroll, et
al, 2009; Glacki-Smith, et al,
2009; Kennedy, 2005; Jordan,
2011; Lavoie, et al, 2009; Leape
& Berwick, 2000) have shown
that healthcare facilities are be-
coming more violent. A Sentinel
Event Alert from the Joint com-
mission (June, 2010) noted a sig-
nificant increase in crime and acts
of violent aggression in health-
care settings. These conclusions
were further supported by a study
of crimes in hospitals and health-
care facilities (Mikow-Porto &
Smith, 2010), funded by the Inter-
national Healthcare Safety and
Security Foundation showing that
aggravated and simple assaults
had increased more than five-fold
over a period of four years. As a
result of such violence, media
coverage of violent incidents in
the healthcare setting has height-
ened the public’s sense of insecu-
rity and made the jobs of security
professionals more difficult.
Media attention, in turn, draws
the attention of regulatory agen-
cies, including the Joint Commis-
sion and the Centers for Medicare
and Medicaid Services when
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violent events occur. After such
events, these agencies often
scrutinize the actions of hospital
security professionals and the fa-
cilities to ensure compliance with
regulations.

Medical care of prisoners is a
high risk situation. Transfer of
prisoners is considered the most
risky procedure corrections and
law enforcement engage in.
When transfer of prisoners to
healthcare facilities 1s undertaken,
procedures and protocols, devel-
oped to reduce risk of violent inci-
dents, arc followed to provide
safety to corrections and health-
care security officers, treatment
providers, the general patient
population and visitors. Indeed,
transfer protocols require the use
of restraints that may include
handcufts, handcuffs and belly
chains, leg irons, black box secu-
rity devices or flex cuffs to secure
prisoners. Even so, hospital secu-
rity and corrections professionals
have expressed deep concern
about safety and security issues
associated with the medical treat-
ment of prisoners. And their con-
cerns are well-founded.

Over the last several years,
media reports of prisoner

violence and escapcs from health-
care facilities appear to have in-
creased. And while prisoner
escapes that involve the use of
weapons, including guns, are rel-
atively rare, healthcare security
professionals are concerned that
they are increasing in frequency.
A survey conducted by Campus
Safety (2011) reported that the
“most troubling statistic of the en-
tire ‘How Safe is Your Campus’
survey involves hospitals and
their inability to respond to active
shooters, bombers and prisoner
escapes.” According to the sur-
vey, “61 percent of the campuses
participating in the study reported
that their departments and institu-
tions would be unable to respond
effectively to a shooting or bomb-
ing.” (p. 12). Moreover, 41 per-
cent of respondents said that they
had insufficient staff to respond to
serious events involving the use
of wecapons. In other research,
Corcoran and Cawood (2005)
suggested that responding to a
rapidly escalating cvent is diffi-
cult to anticipate and prepare for;
it takes time to gather and deploy
security personnel and equip-
ment.
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CHARACTERISTICS
OF JAIL AND PRISON
POPULATIONS

Prison and jail populations,
consisting of individuals who
have been formally charged with
the commission of a crime and
are in the custody of correctional
systems in the United States, have
risen dramatically over the
decades. In 1990, an estimated
1.1 million individuals were in-
carcerated in federal and state
prisons or local jails. By 2009, the
total population of incarcerated
prisoners had risen to 2.3 million
(US Department of Justice,
2009). The United States now has
the largest prison population in
the industrialized world.

Consistent and well-established
findings (National Commission
on Correctional Health Care,
2002) indicate that the incarcer-
ated population has dispropor-
tionately high levels of acute and
chronic medical and mental dis-
orders, all of which are associated
with increased risk for infectious
diseases, serious illnesses, and
other medical and psychological
disorders that may worsen upon
incarceration. For example, the
National Commission (2002)

reported that infectious diseases,
such as tuberculosis, Hepatitis C,
and AIDS/HIV as well as other
sexually transmitted and commu-
nicable conditions, range from
five to ten times higher in prison-
ers than among the general popu-
lation. Wilper, et al., (2009)
analyzed data from the 2002
Survey of Inmates in Local Jails
and the 2004 Survey of Inmates
in State and Federal Correctional
Facilities and found that 49 per-
cent of all prisoners suffered from
chronic medical conditions. In ad-
dition to chronic or acute medical
and psychological disorders, the
health status of prisoners is fre-
quently compromised by inten-
tional and unintentional injuries
while in custody. Perhaps of
greatest concern to healthcare
providers and security personnel
is that prisoners are aging (Mitka,
M., 2004) and, as is true of the
general population, more likely to
develop acute or exacerbate
chronic health disorders as they
age.

As can be seen from the forego-
ing, provision of healthcare to
prisoners is likely to increase in
frequency and prisoners are likely
to be sicker. As noted previously,
there also appears to be an
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increasc of reports of adverse
events associated with the treat-
ment of prisoners in public hospi-
tal and healthcare settings.
Nevertheless, there is little infor-
mation available in scholarly re-
search regarding violent events
associated with the treatment of
prisoners or the extent to which
prisoncr escapes occur. Nor is
there any national system for col-
lecting information or tracking vi-
olent incidents or prisoner
escapes associated with medical
carc of forensic prisoners. Whilc
numerous reports of prisoner in-
cidents have appeared in the
media, at present it is difficult to
determine whether such reports
actually capturc the true preva-
lence and incidence of these
events. Moreover, when prisoner
escapes occur, it 1s not known
how often violence is involved
and to what extent injuries and
dcaths result beyond what 1s re-
ported by thc media. Prisoner es-
capes from healthcare facilities
pose a high risk of adverse
conse-quences to staff, patients
and visitors as well the general
public as anecdotal and media
reports events indicate.

An additional risk factor associ-
ated with prisoner treatment is

that state and federal policies
often require hospitals to use the
“lcast restrictive” means to con-
trol hospital patients, including
prisoners. Thus, standard correc-
tions and healthcare security pro-
cedurcs are somctimes at odds
with state and federal healthcare
requirement. The US Center for
Medicare and Medicaid Services,
which manages the federal
hcalthcare coverage programs,
states that it is inappropriate to use
any weapon to restrain a patient.
However, the CMS’s State Oper-
ations Manual includes excep-
tions in cases where a weapon is
used by or on a violent patient.
“We would expect the situation to
be handled as a criminal activity
and the perpetrator placed in the
custody of'local law enforcement.
And while in most states, it 1s a
felony to assault a doctor, nursc,
aide, paramedic of other health-
care worker on the job, it happens
frequently (see, for cxample,
Glicki-Smith, et al, 2009). In
some hospitals where violent
prisoner patient incidents have
taken place, the campuses have
taken the position that they will
only treat prisoners in cases of
cmergency.

The co-author of this study, Tom
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Smith, wrote in the International
Hospital Federation Reference
Book (2007/2008) that “Among
the thousands of prisoners or pris-
oner patients treated at health care
facilities around the world each
year, there are those who are
clever, desperate and strong
enough to defeat security meas-
ures or take advantage of compla-
cent prison staff or uninformed
clinical staff. “When prisoners es-
cape from custody while in a
HCF [Healthcare Facility], at
minimum, the public confidence
in the facility is affected and in the
worst case, injuries and fatalities
occur.” (p. 059)

The Santa Cruz incident:
injuries and terror

Arecent example of just such an
incident was reported in Santa
Cruz, California in November,
2010. A female corrections offi-
cer, approximately five feet three
inches tall, was overpowered by a
prisoner who was six feet seven
inches tall and weighs 275
pounds, while leading him
through a hospital after he had re-
ceived an MRI. He elbowed the
guard in the face and in the ensu-
ing struggle bit the officer’s hand.

She drew her Taser and the pris-
oner grabbed it from her and used
it against her, rendering her inca-
pable of corrective actions. He
then stole her gun and fired itata
woman who attempted to inter-
vene. Eventually the prisoner was
recaptured, but not before he ter-
rorized a preschool across the
street from the hospital where he
held the gun against a teacher.
The preschool had forty children
in attendance, ranging in age from
infancy to five years. He was fi-
nally captured, but not before
local officers, corrections official
and the healthcare facility were
lampooned in the media.

The need to understand the
conditions under which
prisoner escapes occur

Corrections professionals are
responsible for guarding prison-
ers. Their presence and the safety
measures they use have been cre-
ated to minimize risk and incon-
venience to hospital personnel,
patients, hospital security staff,
and the general public during
emergency clinical evaluation,
outpatient treatment or admission
to medical facilities. In most
cases, correctional officers are



44 JOURNAL OF HEALTHCARE PROTECTION MANAGEMENT

required to carry firearms at all
times and cannot surrender them
to anyone except a properly des-
ignated authority. Since the num-
bers of prisoners who need
medical treatment is escalating, it
is critical for health care industry
to understand the conditions
under which prisoner ecscapes
occur and learn more about what
can be done to prevent them.
Hospital escapes by female in-
mates do not occur very often in
comparison to the number of es-
capes attempted or completed by
male prisoners. There are, how-
cver, a number of escapes com-
pleted ecach ycar by female
prisoners. There has been consid-
erable debate in the media and in
state legislatures about the use of
restraints with female prisoners,
particularly with pregnant prison-
ers who must be scen for medical
treatment on a regular basis dur-
ing preg-nancy and delivery. An
article that appeared in the AELE
Law Enforcement monthly legal
briefs (2009) reported that State
Legislatures, Women’s Rights
groups, medical societies and
major newspapers have supported
the use of fewer restraints with fe-
male prisoners during medical
treatment cspecially in cases

where the female inmate is
pregnant. They argue that the
use of restraints qualifies as
“cruel and unusual punishment.”
A number of state legislatures
have legislation pending that
would allow female prisoners to
remain at least partially unshack-
led during medical treatment.
They contend that female in-
mates, particularly, pregnant pris-
oners, pose a less serious risk of
escape or danger to staff, patients
and security professionals. The
limited case law and lack of per-
tinent studies would suggest that
standard procedures for reducing
risk of escape in handling all pris-
oners sccking medical care
should not be relaxed.

In addition to the debate sur-
rounding the use of physical re-
straints with female inmates, it is
well-known that healthcare and
law enforcement/corrections poli-
cies and procedurcs may conflict
with internal and external policies
associated with Healthcare facili-
ties and the Centers for Medicare
and Medicaid Services, that call
for “least restrictive” approaches
to patient care. In the case of law
enforcement and corrections,
rules and regulations require the
use of restraints with all inmates
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while those who provide actual
medical care, doctors, nurses and
technicians, may decry the use of
restraints during treatment. These
procedural and philosophical
disagreements sometimes in-
crease the risk for escape of
prisoners. How often this happens
is unknown, though it has been
reported.

THE 2011 THSSF PRISONER
ESCAPE STUDY

As noted previously, there are
no data about prisoner escapes
from hospitals and healthcare fa-
cilities that are systematically col-
lected at the national level. To
understand more about prisoner
escapes, under the auspices of the
International Healthcare Security
and Safety Foundation, a study
was commissioned to explore
how many prisoners escape from
hospitals, what locations they
typically escape from, and the
conditions under which escapes
are attempted or succeed. The
study was developed as a direct
response to interest in and con-
cern about the prisoner/forensic
patient population under treat-
ment as identified by members in
the 2010 International Healthcare

Security and Safety Foundation
(IHSSF) Crime Study.

The purpose of the 2011 Pris-
oner Escape Study is study was as
follows:

* Identify and assess trends in
prisoner escapes reported through
the media for a period of one year
using prospective and retrospec-
tive data.

 Determine conditions under
which prisoner escapes occur

* Provide information for use by
members of the International As-
sociation for Healthcare Security
and Safety

» Make recommendations for im-
proving safety and security when
prisoners are being treated.

FINDINGS

In the following sections, find-
ings associated with the analysis
of data are presented. The data are
arranged by the categories associ-
ated with the interview questions.
In addition, actual facts from pris-
oner escape cases are reported.

Location of incident

All informants were asked to
identify where the escape took
place. The information is reported
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DATA COLLECTION PROCEDURES

The 2011 Prisoner Escape Study was a cross-sectional, exploratory study of]
prisoncr escapes. Based on findings from the 2010 International Healthcare Safety
and Security Foundation Crime Study (Mikow-Porto, V. and Smith, T., 2010),
results indicated that members were concerned about the risks to hospital campuses
and healthcare facilities that arc engaged in the medical treatment of prisoner/
forensics populations. The study, interview protocol and analytic procedures were
designed by the lead rescarcher, Dr. Mikow-Porto, with advice and input from the
leadership of the [HSS Foundation and the co-author, Tom Smith, who is respon-
sible for hospital police and security at a large public university hospital.

The study used a purposive sampling strategy to determine how many cscapes
from healthcare facilities by prisoners occurred during a one year study period.
Data were gathcred through news alert systems available in Google, Bing and
AlltheWeb as well as other scarch engines. All media-reported events of attempted
or completed prisoner escapes from hospitals were systematically collected using
a prospective and retrospective design. Also included in the study were any reports
of attempted or completed escapes while prisoners were being transported to and
from hospitals or other healthcare facilities for treatment. To avoid duplication of]
information collected, each report of an escape was systematically examined to
ensurc only single cases were identified since escapes were often reported by sev-
cral local media providers.

Data collection began in September, 2010 and continued prospectively through
April, 2011. Searches were conducted to gather all available information on pris-
oner escapcs over the previous five months from available media articles and
videos. Thus, data were collected to reflect the period of April 1, 2010 to April 30,
2011.

It should be noted that collecting data through media tracking has its limitations.
Stories reported through the media do not always have a long lifc in the virtual
world. For example, when attempting to collect data retrospectively, on numerous
occasions we encountered a “pages not found” message: the stories had not been
archived. Where that happened, the report was not included since it could not be
investigated. As a result, we know that the number of incidents reported in this
study represents an under-count of actual incidents. Nevertheless, a total of 99
non-duplicated reports that we could investigate further were obtained from on-
line sources.

For the next phase of the research, a script was developed for use in interviewing
individuals identified in the media-reported stories pertaining to prisoner cscapes.
A copy of the protocol is included in Appendix One. The newspaper or television
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DATA COLLECTION PROCEDURES (continued)

reporter who had written/reported the story was identified and contacted. If that
person was not available or no longer worked for the news agency, crime desks at
the newspapers or television offices were contacted. We also followed this proce-
dure when the reporter was not identified. Next, the corrections institutions that
had custody of the prisoner at the time of the escape were contacted. Lastly, the
press or security officers at the hospitals involved in the reported escapes were
contacted. The purpose for identifying these individuals was to set up an appoint-
ment for an interview about the incidents.

Whenever possible, all individuals associated with the reporting, custodial care,
or treatment center where prison escapes occurred, were interviewed using the in-
terview protocol established for the study. A total of 253 individuals were inter-
viewed. Analysis of interview data was completed using Atlas software for
qualitative data.

Data limitations

The nature of purposive sampling utilized for this study prevents the usc of sta-
tistical methods associated with random sampling procedures. While every effort
was made to obtain information on prisoner escapes from hospitals over a period
of one year, as noted previously, it is likely that the incidents studied represent an
under-count for two reasons:

1. Systematic data collection did not commence until September, 2010

2. Only retrospective data were collected for the period prior to September, 2010

Based on conversations with corrections and media officials, it is also highly
likely that there were a number of prisoner incidents associated with medical treat-
ment that were not reported or that had been expunged. Nevertheless, a total of 99
documented cases of hospital escapes by prisoners were identified for the period
covering April 1, 2010 and April 30, 2011. Of thosc, only 6 (6%) escapes were
made by female inmates. Of those 6 escapes, 4 were made by pregnant prisoners.

ferently in each hospital. Some
treatment areas are separated

in Table 1. As can be seen, es-
capes (39.4%) took place most

frequently in the clinical treat-
ment areas. In discussions with
interviewees, it was learned that
treatment areas are organized dif-

from the general patient popula-
tion and used only for prisoner
patient care while other health-
care facilities did not segregate
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prisoners from other paticents.
This is particularly true when
prisoners are seen first in emer-
gency departments. The use of
restraints among prisoner patients
undergoing treatment procedures
is frequently handled on a case-
by-case basis although most law
enforcement and corrections pro-
cedures require the use of re-
straints at all times, regardless of
type of treatment received.

The next most frequent location
of prisoner escapes took place in
restrooms (29.3%). The specific
location of the restroom was
not always identified, but in-
cluded restrooms in admissions,
emergency rooms and clinical
treatment areas. During the inter-
views, law enforcement, correc-
tions and hospital representatives
were asked about the circum-
stances of prisoner escapes from
restrooms. Interview data suggest
that in most restroom escapes,
custodial officers removed some
or all restraints.

Moreover, findings indicate that
prisoners who escaped from rest-
rooms were more likely to have
planned the escapes prior to hos-
pital trcatment or admission. An
example of a planned escape in-
volved three male inmates seek-

ing treatment in the designated
prisoner treatment ward of a
major hospital who had assistance
from accomplices outside prison.
The accomplices sawed through
a bar in a window lcading to the
courtyard outside the trcatment
arcas prior to the prisoners’ arrival
at the hospital. The three inmates
escaped through thc window
where the accomplices had a
waiting van. The corrections of-
ficer interviewed in this case
stated that, in his opinion, “the
hospital was responsible for the
escape since it had not prevented
the destruction of the bars on the
windows that allowed the prison-
ers to escape.” He went on to con-
clude that “there’s little we can do
to prevent something like this.”

It is estimated, based on the in-
terviews, that approximately one-
third to one-half of the escapes
involved the development of an
escape plan prior to transfer for
treatment in the healthcare set-
ting.

Custody

Securing treatment and main-
taining custody of prisoners is pri-
marily the responsibility of the
corrections system or local jails.
Some states have policies that
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allow prisoner-patient transfer to
hospital security professionals,
but in those cases, rigorous safety
protocols are expected to be in
place. (see, for example, IAHSS
guidelines on prisoner patient se-
curity, 2011). In addition, there
are local agreements with police
or sheriffs that allow for prisoner
transfer to the healthcare system.
A significant proportion of hospi-
tals have few security profession-
als with sworn police powers,
particularly public hospitals on
university campuses. And, not all
hospital security personnel carry
weapons; it varies widely from
state to state and hospital to hos-
pital. Healthcare security profes-
sionals who are contracted to
provide security may also have
limitations on use of weapons and
procedures followed in cases in-
volving prisoners. Thus, they may
be hampered in their attempts to
secure a fleeing prisoner patient
when an escape event occurs.
Some healthcare facilities pro-
hibit the use of weapons alto-
gether when prisoner patients are
in their custody. However, in most
cases involving treatment of pris-
oners, outside police, sheriffs or
correctional officers must accom-
pany prisoners at all times. Table

2. reports who had custody of the
prisoner(s) when an escape was
attempted or completed.

Table 2. Custody of Prisoner

Law Enforcement/ | Hospital
Corrections Security
78 21

Number of Law Enforcement/
Corrections and Healthcare
Security Officers Involved in
Incidents

The interview protocol was de-
signed to ask questions about the
actual number of law enforce-
ment/corrections officers and
healthcare security staff who were
involved in escapes from the
healthcare facility. In most cases
of prisoner escape, the inmate
was in the custody of law en-
forcement or corrections officers;
rarely was the patient in the
custody of a healthcare security
officer. Nevertheless, it was par-
ticularly difficult to ascertain how
many hospital security profes-
sionals were involved in the es-
cape and/or recapture of an
escaped prisoner because the
healthcare facilities were often re-
luctant to provide the information.
This 1s not the case with correc-
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~ Table 1. Location of Prisoner Escape Incident

Location -
Emergency | Outside the | Clinical Treatment Restrooms ’ Total
Room  Hospital (e.g.. " Arcas
hospital ‘
entrance,
parking lot,
i ele.) |
Number | 14 17 139 29 199
of (14.1%) (17.2%) 1 (39.4%) (29.3%) L (100%)
Incidents | i

Table 5. Injuries and Deaths
Dcaths

L Injuries
Healthcare security staft’ 11
Law 26
Enforcement/Corrections

Healthcare staff i 13
Paticnts i I
Visitors | 3

5

Others not on site 2
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tions and law enforcement as
such events are fully recorded in
incident reports and are publically
available.

As a result, we cannot say with
complete confidence that the data
reported below reflect the true ex-
tent of healthcare security in-
volvement, in any way, in the
actual incidents. The escapes
that included law enforcement/
corrections personnel are accurate
reports.

Table 3. Number of Law
Enforcement/Corrections and
Healthcare Security Officers

Law Enforcement/ 204

Corrections

Healthcare Security 107
Restraints

In the majority of cases (62%)
where prisoners have escaped,
their restraints were partially or
completely removed. For exam-
ple, in order for a prisoner to get
an MRI, metal restraints must be
removed. There are plastic re-
straints that may be used instead
of metal restraints, but in some

cases they were not used. Further-
more, restraints were sometimes
removed when a prisoner was
asked to change into a hospital
gown or requested to go to the
bathroom. Yet, prisoners are usu-
ally required to be accompanied
at all times by at least one armed
custodial officer who is required
to be near the prisoner at all times,
but out of reach and one unarmed
officer at the inmate’s side.

In order to determine how pris-
oners actually escaped custody
each agency involved in the inci-
dent was asked to describe the se-
quence of events, including when
and why restraints were removed.
Table 4. lists the number of times
restraints were removed from
prisoners who escaped.

Table 4. Restraints Removed

Restraints Removed
Yes 68

No 31

If restraints were removed,
why?

As previously noted, there were
a number of explanations offered
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for the reason for removing re-
straints. The threc most common
reasons given were: 1) to go to the
restroom; 2) to receive a medical
procedure; and, 3) when a pris-
oner needed to remove his/her
clothing to change into a hospital
gown. In addition, restraints were
sometimes removed because the
prisoner complained about wrist,
anklc or stomach pains.

In just such an incident, a male
inmate was sent to a major hospi-
tal associated with a university for
medical treatment of cancer. Six
other inmates were being treated
at the same time. Corrcctions of-
ficers removed the prisoner’s
ankle and leg restraints so that he
could change into a hospital
gown. He escaped custody of the
officers when he bent over to
untie his shoes and ran from
them. It is thought that he planned
the escape since he appeared to
know the layout of the hospital as
he escaped through a side door in
the bascment. Although hospital
security was immediatcly noti-
fied, he was still ablc to steal a ve-
hicle from a visitor in the parking
area in front of the hospital which
he did by pushing the female vis-
itor to the ground and taking the
keys to her car that were in her

hand. He then led officers on as
ten mile chase on a freeway going
in the wrong direction. Hc was
killed when he crashed the car,
though no one else was injured.
The corrections officers were
cited for failure to follow procc-
dures. This case was surprising
similar to onc reported at another
university hospital. In the inter-
view with corrections officials,
the spokesperson said that “We
made scveral mistakes. We had a
female corrcctions officer with
the patient when we should have
used a male officer because the
prisoner was a large male. We
made a mistake when the officers
removed all restraints when the
prisoner was changing into a hos-
pital gown. We have learned from
our expericnce and these kinds of
mistakes will not occur again. We
intend to provide more rigorous
training to all of our officers.”
There have also been escapes
made that are almost humorous
were it not for the potential harm
associated with an escape. In one
case that occurred at a hospital in
the midwest, a prisoner had his
wrist cuffs removed so that he
could put on a hospital gown. He
had alrcady removed his clothes
for medical treatment, but re-
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quested a restroom break before
putting on the hospital gown. In
the restroom, he removed a ceil-
ing tile and escaped through the
vent. He was entirely naked but
escaped the hospital and was
stopped by hospital security per-
sonnel immediately in front of the
entry way. Officers were suspi-
cious of a naked patient. When
interviewed, the hospital security
guard stated that when he saw the
patient, “I knew the situation was
suspicious because we don’t often
have patients outside the hospital
in their birthday suits.”

Injuries/Deaths

Far more serious are prisoner
escapes that involve injuries
or deaths. This study found
that injuries associated with
attempted or completed escapes
happen fairly frequently, but
are most likely to involve law
enforcement/corrections  staff.
Occasionally, a healthcare secu-
rity professional is also injured,
but these incidents are relatively
rare.

Deaths are also rare occurrences
in escapes, but they but they do
happen. Respondents were asked
for information about injuries/
deaths that were associated with

attempted or completed prisoner
escapes. This is probably an un-
dercount of actual injuries, be-
cause they are not always
reported or made public by either
healthcare facilities or law en-
forcement/corrections officials.
Table 5. lists the information
provided.

Most injuries that prisoners
cause were inflicted on law en-
forcement/corrections  officers,
followed by staff from healthcare
security. In the most unfortunate
circumstances murders occur. In
separate events, two women were
killed by escaped convicts before
they were captured. In one case, a
woman died after being assaulted
by a prisoner attempting to steal
her car. In another case, a woman
was killed when she was kid-
napped by an escaped prisoner. In
this study, five individuals from
the local community were injured
when assaulted. For example, one
female university student was as-
saulted and her car stolen during
a hospital escape by an inmate.
As can be seen from Table 5.,
prisoner escapes are often associ-
ated with injuries as well as in rare
cases, deaths.

In one interview with law en-
forcement officers in a case that
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involved a death, the officer in
charge stated that “by the time we
were in pursuit of the inmate, he
had already kidnapped a female
and forced her to accompany him
in her vehicle during the escape.
When she protested, he strangled
her.”

Weapons used during escape

The only weapons reportedly
uscd by prisoners during their es-
capes were the weapons of the
law enforcement/corrections offi-
cers or healthcare security staff or
the restraints placed on prisoners.
Most escape incidents that in-
volved injure occurred when pris-
oners were able to wrest officers’
guns, Tasers, pepper spray or ba-
tons from them. Also reported
were incidents where prisoners
used their restraints to disable of-
ficers by hitting them with metal
re-straints. There were a handful
of cases (4) in which accom-
plices brought guns into the hos-
pital to assist in prisoner escapes.

Additional Features of
Prisoner Escapes

Most prisoners were caught
within minutes of their escapes,
though some were able to escape

for a day or two before being re-
captured. In only one case was an
inmate able to elude law enforce-
ment officers for more than one
month.

The methods by which prison-
ers cscape, in the majority of
cases, involved assault of inmate
guards. But a number of prisoncrs
(12) just walked out of the hospi-
tal, sometimes only in their un-
derwear or a hospital gown. In
one case a prisoner was hand-
cuffed, but pushed a private secu-
rity guard outside the healthcare
facility to the ground and stole the
officer’s SUV to make his escape.
Five incidents of prisoner escape
(5%) occurred with the help of
accomplices who entered the
hospital or waited in cars/vans
outside the entrance. One maxi-
mum security prisoner escape
was facilitated by accomplices
who engaged in a shoot-out with
correctional officers at the hospi-
tal. The prisoner and his accom-
plices were able to cscape in a van
that had been parked ncar the
emergency entrance.

In another case where a felon
was taken to the emergency room
for treatment of possible seizures,
he was unshackled for a restroom
visit and escaped from the rest-
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room when his guard has fallen
asleep in a chair outside the rest-
room. Surveillance equipment
showed him walking away from
the hospital.

In another case, when an inmate
was taken to a hospital for treat-
ment, an unnamed hospital offi-
cial signed an admission form
stating that the hospital had taken
custody of the inmate and the
deputy who had transported the
inmate drove away, leaving the
prisoner inside the entrance to the
admissions area. The prisoner
simply walked out the door and
was at-large for several days be-
fore being captured. In an inter-
view with a spokesperson for the
hospital, he claimed that the hos-
pital was not responsible for the
escape because it was not a cus-
todial facility with sworn police
officers in its employ. Clearly,
there were mistakes made on both
sides, though following proce-
dures and policies should have
prevented the incident. Very
rarely, but not unknown, an in-
mate escape involves criminal be-
havior on the part of law
enforcement officers. In one case
an inmate bribed two local law
enforcement officers and he was
allowed to walk away from the

hospital. The officers were fired
from their jobs and charged with
criminal violations.

CONCLUSION AND
RECOMMENDATIONS

In interpreting the data that were
collected, it appears that prisoner
escapes most frequently occurred
when policies or procedures were
not followed according to regula-
tion and practice. Other cases of
escape occurred when correc-
tions/law enforcement or health-
care facility security staff
misinterpreted policies because
the language of the policy was not
clear, or there was confusion
about who was supposed to have
custody or control of a prisoner
patient.

In addition, delays in contacting
both hospital security and local
law enforcement added to condi-
tions that allowed prisoners to
escape and remain at large. In
some hospitals, for example, a
case-by-case decision is made
about whether to provide armed
guards to escort inmates while
recelving treatment.

Some prisoners escaped be-
causc the equipment used to re-
strain them was faulty. For
example, one prisoner escaped
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when his handcuffs failed to com-
pletely close. He was ablc to free
his hands and assault the custodial
officers and run out of the hospi-
tal. On occasion, Tasers did not
work. Another escape occurred
when security guards tried to use
pepper spray to subdue a 6°5” in-
mate. Both canisters failed and he
was able to escape by using an icc
pick and a hammer found in the
hospital to assault staff and law
enforcement officers.

In most cases identified in this
study, if appropriate procedures
and policies had been followed, it
would have significantly reduced
the incidence of prisoner escape.
All too often, corrections or law
enforcement officers partially or
completely removed restraints. As
noted previously, healthcare staff
sometimes pressured security
professionals to remove restraints.
The conflicting approaches to
medical treatment and to securing
prisoners is awkward, but to
safeguard the general public,
law enforcement, corrections and
healthcare security officers need
to follow security regulations and
guidelines to prcvent prisoner
escapes. It cannot be understated
that treating prisoners poscs great
risks, but following standard

operational procedures would do
much to reduce such risks. As
noted by the Joint Commission
(2009), “[healthcare] leaders must
recognize that all [adverse] events
involve a failure in the systems
and processcs which led to the
event.”

The following recommenda-
tions arc made to suggest ways to
reduce or climinate prisoncr es-
capes from healthcare facilitics.
*Develop and/or use standard
procedures and policies for man-
aging prisoner patients. If
necessary, increase training and/
or the frequency of training to law
enforcement/corrections officers
and appropriatc hospital staff
members.

*Encourage all HCFs to use the
IAHSS Basic Guideline for Pris-
oner Patients to compare existing
prisoncr (forensic) patient policies
to those recommended in the
IAHSS guidelines

*Encourage use by HFCs of the
IAHSS Basic Guideline for Pris-
oner Patients to develop and
maintain internal policies and
procedures

*Consider on-line training courses
for law enforcement and correc-
tions staff covering essential se-
curity clements required for
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providing security of prisoner pa-
tients. An excellent example of
on-line training is the State of
Florida’s program

*Provide adequate training for ap-
propriate healthcare staff, partic-
ularly those who work in
emergency departments and in
prisoner treatment clinics
*Provide training in prisoner se-
curity for healthcare staff who
contract with law enforcement
and corrections to provide med-
ical care to prisoners

*HFCs should consider review of
corrections custody protocols to
reasonably assure an appropriate
level of custody for prisoner pa-
tients

*HFCs caring for large volumes
of prisoners should evaluate the
risks posed and weigh the need
for additional security measures
*HFCs caring for large volumes
of prisoners should consider con-
ducting prisoner escape drills
+Utilize this study to review the
risks associated with caring for
prisoner patients with healthcare
staff responsible for contracting
for prisoner care

*Conduct further studies of pris-
oner escapes with prisoners to as-
certain reasons for escape and
utilize findings to enhance secu-

rity measures

*Lobby for the creation of a
“Clery Act” for reporting all crim-
inal incidents that occur in hospi-
tals while “holding harmless”
hospitals that report prisoner inci-
dents and other crimes
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