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Code Yellow Code Yellow –– Infant AbductionInfant Abduction

Although not a common occurrence, infant 
abductions have occurred in Canada, and more 
specifically Ontario Hospitals; Windsor 2004, Humbe r 
2006, and Sudbury 2007.

In 2007 London Health Sciences Centre experienced 
an attempted abduction.

At 10:00 a.m. on Friday March 20, 2009 at London 
Health Sciences Centre a Mock Code Yellow – Infant 
Abduction exercise was conducted.
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BackgroundBackground

• Nurses, clinical staff and allied health profession als
are “surrogate parents” and the front line of defens e in
preventing infant abductions.

• The increase in social strain, violence and CAS
involvement with infants and children has been
significant and continues to grow.

• An abduction will significantly impact the image of  the
Hospital as a safe place for children and families.

• Infant abductions, attempted or successful, negativ ely
impact staff moral and performance.
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PurposePurpose

• Exercises allow us to test our emergency plans in
a safe and controlled manner.

• Ensure prompt investigation and early recovery in t he
instance of a missing infant or an infant abduction .

• The risk of infant abduction generally comes 
from one of two sources, by a family member or
estranged family member; or by a non-family
(stranger) offender.

• In the event of a missing infant or infant abductio n
time is critical – tick tock.
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PurposePurpose

• Emergency Planning is an investment that must be
made to mitigate or lessen the impact of an inciden t.
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ObjectivesObjectives

• Required through Accreditation Canada to conduct
exercises in high risk to consistently examine and
improve the quality of our services.

• Test and review LHSC’s emergency procedures in
responding to an Infant Abduction and to uncover an y
gaps in procedures and responses.

• Procedures reviewed in the exercise include those o f:
� Nursing Staff & Coordinator
� Security Dispatch & Guards
� Switchboard
� Corporate Communications
� Administrator-On-Call
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ObjectivesObjectives

• Equipment designed to protect and assist in the
response to an Infant Abduction was also tested,
these included:
� Infant Alarm System
� Door Alarms
� Communications

• Enable the Emergency Measures Steering Committee
and Exercise Leaders to conduct a SWOT analysis

(Strengths-Weaknesses-Opportunities-Threats).
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MethodsMethods

• Over a period of several months key stakeholders
were involved in planning the exercise.

• Unit staff were notified, but they were not provide d
with a date or any details.

• Participants included:
� Disaster Emergency Planning Specialist
� Security Team Leader
� Corporate Communications
� Clinical Educators and Clinical Leaders
� Mother (Actress)
� Abductor (Security Leader from another Institution)
� Observers: Internal & External
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PrePre--ExerciseExercise

Probing exercise was completed several days earlier .

• Abductor was disguised as pregnant and arrived on
the unit alone asking questions regarding unit
practice, security measures and staffing.

• Expected outcome was that the Abductor would be
reported by staff to Security.  

• Security was not advised that the Abductor was part  of
a pre-exercise event.



	

PrePre--ExerciseExercise

• The actual outcome was that the Abductor was able t o
gain information and was not challenged.

• A support staff member working on the unit advised
the Abductor there was a security system where
infants wear a bracelet and an alarm would go off
if the baby went past the security monitors.

• Despite probing the staff for information the Abduc tor
was not reported to Security.
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ResultsResults

• Mother (Actress) was brought up from the Emergency
Department by the Clinical Leader and was placed in  a
semi private room with the infant (baby doll).

• The abductor was staged in the Family Waiting Room.

• The infant had an Infant Protection Program system
bracelet applied.

• The Mother (Actress) used the washroom while the
Clinical Leader informed staff the mother and baby
were admitted.  
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ResultsResults

• Once the abductor saw the Clinical Leader leave she
moved into the patients semi private room.

• Abductor removed the infant from the bassinet,
removed the bracelet with scissors and concealed th e
infant in a tote style bag and then exited the floo r by
the closest stairwell and exited the hospital.

• This set off a “tamper” alarm which alerted the unit
staff.

• The mother (Actress) came out in the hall way
screaming “Where is my baby?”
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ResultsResults
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ResultsResults

What Didn’t Go Well:

• The abductor was able to get down the stairwell wit h
the infant (baby doll) and outside of the hospital in
2 minutes.

• Some hospital staff had a misconception of the Infa nt
Protection System, and assumed that staircase doors
would lock, alarms would sound and the abductor
would be stopped.
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ResultsResults

What Went Well:

• RN’s started checking the patients room then adjace nt
rooms quickly.

• Other wings on the same floor shut hall doors to be tter
keep track of who was coming and going.

• All staff were calm and had a sense of urgency to t he
situation.

• Switchboard was quickly given a good description of
the abductor, which was passed onto Security.
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ResultsResults

What Went Well:

• London Police Services 911 Dispatcher received a ca ll
and an accurate description of the abductor from
hospital Security.

• Hospital parking services were quickly notified to
lockdown gates.

• Staff helped the mother (Actress) stay calm and fee l
reassured.

• Once staff realized it was a mock exercise they
completed the drill as if it was real.
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ResultsResults

What Went Well:

• A through search of the entire patient floor was
completed.

• The Infant Protection Program system worked as
installed.

• A porter was stopped before getting on the elevator
and staff locked under the stretcher he was pushing  to
ensure there was no baby leaving the floor.

• Switchboard issued an Emergency Notification System
text page and was properly received.
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ResultsResults

What Went Well:

• Communications-On-Call, Administrator-On-Call and
the Emergency Measures Manager were all available
and could be quickly on scene to assist.

• The exercise was done safely, no one was harmed and
the Clinical Leader let the families on the floor k now
that they were doing an exercise.



��

OutcomesOutcomes

• Immediate debrief post exercise with impacted
hospital staff, observers, leadership and London
Police Services.

• A formal debrief was conducted, including a SWOT
analysis and an Action Plan was developed.

• A full report was completed with input from all
participants including comments, statistical
information and suggestions.

• The Emergency Notification System was reviewed and
updated.
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OutcomesOutcomes

• Recently released Code Amber – Missing Child / Child
Abduction emergency response code from the Ontario
Hospital Association was adopted.

• Clinical and Non Clinical staff including Security and
Risk Management participated in a North American
wide Teleconference, “Infant & Pediatric Abductions :
Strategies and Best Practices for Hospitals”.

• A more detailed action plan was prepared after the
SWOT Analysis and Teleconference.

• A prevention program boldly advertising the infant
security system and procedures is progress.
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OutcomesOutcomes

• Staff misunderstanding of capabilities and the reli ance
on technology showed an update of the Honeywell
Security System was needed.

• A full review and update of departmental procedures ,
including increased monitoring of who is on the uni t
was conducted.

• A name badge sticker for identifying staff who are
authorized to pick up babies is being developed.

• Corporate Policy review and updates were completed ,
including changing emergency code number called.
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OutcomesOutcomes

• A review of the Security Plan for the new building that
will house the Children’s Hospital was conducted.

• Continued monitoring of peer hospital best practice s
and procedures.

• A mock Code Amber – Missing Child / Child Abduction
is being planned prior to the end of 2009.
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ConclusionConclusion

• Emergency Planning is a continuos process and is an
investment that often is not realized until an inci dent
happens.

• Departments must work together to share skill sets.

• There is only one thing more difficult than plannin g for
an emergency – and that is having to explain why you
didn’t.


