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the emergency treatment of the sick and injured is a part of their normal opera- 
tions. The typical emergency patient most often becomes an input into the organi- 
zation through the emergency facility of the hospital (Stallings, 1970). While 
under ordinary conditions an emergency case can be handled rather routinely in the 
emergency facility of the hospital, during crisis or large-scale disaster situa- 
tions, the ongoing capability of the organization is likely to be inadequate to 
meet the sudden increase in demands it must now confront. When this situation 
occurs, the organization can be thought of as experiencing stress. 

Voluntary general hospitals may be viewed as emergency organizations in that 
- 

At this point, it might be well to consider the issue as to whether or not the 
emergency facility of a hospital constitutes an organization or if it is best viewed 
structurally as a subunit of the larger organization, the general hospital. 
this question is certainly not a moot one, from an analytical standpoint it might 
be somewhat irrelevant. 
beasmeaningfully applied to a selected portion or subsegment of a complex organi- 
zation. However, in reality, the extent to which the emergency facility of a gen- 
eral hospital is a relatively autonomous organizational entity is an empirical ques- 
tion. That is, the role of the emergency service in a general hospital varies from 
that of an emergency room which represents a rather minimum care emergency facility 
to an emergency department which tends to represent a high level of organized hos- 
pital emergency care; and these differences are evidenced in different staffing 
patterns, facilities, programs, and philosophies of medical care (Taubenhaus, 1971). 

While 

That is, a particular organizational model might very well 

Types of Emergency Facilities 

A threefold distinction has been made between existent emergency facilities; 
and these basic differences are often (though not always) implied by the name of 
the facility, that is whether it is an emergency room, emergency floor, or emergency 
service or department (Taubanhaus, 1971). As stated earlier, the emergency room 
represents the minimum-care facility usually consisting of a few rooms, often staffed 
by a single nurse with clerical support, and backed by the hospital attending staff 
who rotate on call often without regard to the fact that certain specialists, such 
as psychiatrists or dermatologists, might be relatively incompetent in handling ser- 
ious medical or surgical emergencies. It has been suggested (Taubenhaus, 1971) that, 
in terms of ongoing capabilities, this facility would more appropriately be thought 
of as a "first aid station," rather than a suitable facility for an actual medical 
or surgical emergency. 

The emergency floor tends to be a larger well eauipped facility. Staffing 
usually consists of a permanent nursing and supporting staff. 
ing physicians present on the premises, they tend to rotate on this assignment. 
However, in a teaching hospital, staffing usually consists of interns and residents 
who are relatively unsupervised. 
provides a more adequate facility for treatment of medical and surgical emergencies, 
but that this type of service still does not evidence a high priority to emergency 
care, for frequently patients are accused of misuse of the facility for non-urgent 
conditions (Taubenhaus, 1971). 

If staffed by attend- 

It has been suggested that this type of service 

The emergency service or department represents the more highly organized level 
of hospital care. 
what adequately "housed,'t but staffing typically includes full-time clerical, nurs- 
ing> and ancillary or supportive staff, such as X-ray, lab technicians, and some- 
times social workers. Medical staff usually consists of senior residents, well- 
supervised junior house staff, or full-time attending staff. It has been suggested, 
therefore, that this type of facility is not only usually more capable of providing 
the highest quality of medical and surgical emergency care, but that it reflects a 
higher priority to providing care to even those patients who present themselves 

Not only is the facility usually fairly well-equipped and some- 



with non-urgent problems (Taubenhaus, 1971). Since there has been a dramatic in- 
crease in the utilization of emergency facilities of hospitals as a major point of 
entry into the medical care system, the highly organized hospital emergency depart- 
ment tends to most nearly function as a modern general practioner, particularly to 
the urban population (Gibson, 1971; Taubenhaus, 1971, AHA 1962). 

The number of emergency department visits were reported to have increased by 
312 percent over the 15 year period from 1954-1969. In 1954 emergency department 
visits represented less than one-fifth of all outpatient visits; whereas in 1969, 
they represented over one-third. 
mission, while by 1969 this had increased to 1.4; and the hospital emergency depart- 
ment now accounts for about 3 percent nationwide of a11 physician visits by patients 
(Gibson, 1971). The growing number of patients treated for non-emergency medical 
problems is, likewise, docomented (Webb, 1969; Roth, 1967; Kirkpatrick and Tauben- 
haus, 1967). 

In 1954, there were 0.5 emergency visits per ad- 

Therefore, in order to utilize a capability-demand model to analyze the emer- 
gency facility of a general hospital and its response to organizational stress that 
might occur as a result of a large-scale disaster, the distinction between organi- 
zational capabilities is essential. If, as $7 seems evident, the effectiveness of 
an organization's response to crises demands depends upon its resources under ordin- 
ary conditions, it would be necessary to be aware of these Structural and functional 
differences that exist initially, 

The trend seems to be that of developing a full-scale emergency department or 
service to meet some of the current demands for recognition of the importance of 
care for the nonhurgent, non-accident patient, as well as for other reasons, such 
as patient financial considerations, the lack of a private physician, and a need 
for the emergency facility as a referral service, etc. (Kirkpatrick and Taubenhaus, 
1967; AHA, 1962, Gibson, 1971). The field work carried out under this study, how- 
ever, has revealed that even in relatively large metropolitan areas and large hos- 
pitals, emergency facilities are not consistently organized as autonomous depart- 
ment s. 

It is recognized that the treatment of even an emergency department as has been 
described above as a separate unit might potentially ignore the fact that major 
subunits of the department such as administration, various medical staff (surgery, 
medicine, etc.) nursing service, X-ray, lab technicians, clerks, maintenance, etc. 
are related in varying degrees of interdependence to their respective departments 
or areas in the larger hospital. Therefore, the relative autonomy of these sub- 
units in the other two types of facilities mentioned above is usually even less, as 
the relative autonomy of the overall emergency facility decreases. It would seem, 
however, that to consider the emergency facility (perhaps excluding the first-type) 
as a system in its own right, as a natural unit which consists of heterogeneous 
task roles, is justifiable (Stallings, 1970). Moreover, the variation among emer- 
gency facilities manifested in empirical reality (i.e., the above mentioned three- 
fold distinction) does seem to be a crucial one, both in terms of the organizations 
ongoing capabilities and its subsequent response to c"rises situations. 
certain basic differences in the focal point of activities in a disaster situation, 
even as prescribed by disaster plans, seem to rsflect this variation in organiza- 
tional capability depending upon the type of emergency facility a hospital has. 

In fact, 

Collection of Data 

Field work for this study was carried out within a six month period in 1972 by 
the author and one other research associate at the Disaster Research Center. The 
focus of the field work was on determining both the pre-disaster structural varia- 
tions among hospital emergency facilities, as well as obtaining information wtth 
regard to Organizational adaptations of emergency facilities to a disaster. Two 



sources of data were utilized. First, semi-structured interviews averaging about 
an hour and 45 minutes were conducted and tape-recorded with various levels of 
medical and administrative personnel both within the emergency facility and in the 
larger hospital. Cooperation was excellent among all those interviewed. The sec- 
ong major source of data consisted of supportive materials, such as organizational 
charts, disaster manuals, floor plans, and post-disaster critiques and evaluations. 

The emergency facilities of four hospitals were examined in three cities, 
varying significantly both in population and area of the country. 
moreover, that public and private (church and non-church) hospitals of varying 
sizes were selected for this pilot study. 

It will be noted, 

A Description of the Emergency Facilities 

Specifically, of the four hospitals examined in the field study, two were 
found which could be considered to have emergzxy departments and two which had 
what was earlier described as an emergency floor. The two hospitals which had 
facilities equivalent to the emergency floor pattern were, first, City Hospital A 
(which includes five interconnected hospitals under the same governing board and 
administration) and Church Hospital B, both located in a large metropolitan area 
Tn the South. Although there seemed to be a movement in both hospitals in the di- 
rection of granting full department status to the respective emergency facilities, 
at present the staffing pattern, facilities, programs, and philosophies of medical 
care were consistent with the emergency floor type of facility. 

At City Hospital A which is affiliated with the state university medical 
school, staffing consisted of rotating interns required to perform this function 
as a part of their education with rotating residents "on call". Nurses suggested 
that interns, however, tended to be relatively unsupervised by residents, and 
there has been no full-time director of the emergency facility for two years, since 
the last director (a physician) left. There is a full-time supervisor of nursing 
along with a nursing staff responsible to the director of nursing services in the 
hospital, as well as to the physician in charge of the emergency floor (when the 
position is filled). An emergency department committee which is chaired by a phy- 
sician and composed of physicians from other departments (e.g., surgery, medicine, 
etc.), a representative from the respective administrative area of the hospital, 
and the supervisor of nursing in the emergency department meets regularly with the 
current staff of the emergency floor; however, its main function seems to be that 
of making recommendations to the respective hospital administrator. 
ently no written procedural manual currently in use. Ancillary services, such as 
X-ray and laboratory have mini-stations located in the emergency area, but not on 
a 24-hour basis; they are, therefore, largely reliant upon the larger hospital's 
facilities. The bed-capacity of the hospital is between 700 and 800; the emergency 
facility handles about 200 patients per day in an extremely overcrowded, ill-equiped 
facility with a less than adequaze entrance (iocated on a dead-end traffic congested 
street) and waiting area. Patients are largely urban indigent with about 80 percent 
being non-urgent walk-ins with an informal triage performed basically by nurses. 
The only volunteers which are used are pre-med students from the state university 
medical school. 

There is appar- 

Church Hospital B, one of the largest private hospitals in the country, has a 
bed capacity of approximately 2,000 and has an emergency facility structured similar 
to the one just described with a few exceptions. 
is in charge of the emergency floor and, subsequently, supervises the rotating resi- 
dents and interns. He is also chairman of an emergency department committee composec 
of the director of nursing and physicians from the respective departments, (surgery, 
medicine, etc.), which is responsible for writing a procedure manual and making 

First, there is a physician who 



' policy recomendations to the hospital administration. 
services, except an X-ray machine located in the immediate area. 
handles about 105 to 150 patients per day which are largely pay patients with 
about 75 percent non-urgent walk-ins. 
a "treatment area" or s ourer: of admittance to the hospital by private physicians, 
as most patients who present themselves do not receive major medical or surgical 
treatment from the two attending residents on duty 24-hours a day. There is an 
informal agreement that the police and city ambulances transport all emergency 
cases to City Hospital A unless they are conscious and request a private hospital. 
Church Hospital D, likewise, transports indigent patients from within the city 
area to City Hospital A when they present themselves for treatment. There exists, 
however, no formal agreement regarding this type of transfer of patients, and it 
apparently creates some hostility between the two. 

There are no ancillary 
The facility 

There is frequent use of the facility as 

On the other hand, Private Hospital X which is located in one of the largest 
metropolitan areas in the country, as well as in the heart of a major business 
district (and is largely financed by these corporations and their heads) is a 
200-bed private general hospital which specializes in trauma and emergencies. It 
is the only hospital in the dormtown area; and the emergency facility, which han- 
dles 150 to 250 patients daily, can be consi6ered an emergency department in the 
sense described above. Private Hospital X has a new, well-designed and extremely 
adequately equipped emergency facility with separate entrances for ambulatory 
cases and more serious ambulance cases, a central control nursing station flanked 
by nine examination cubicles, holding areas {for the observation of patients who 
might later require admittance), conference rooms, press and police rooms, X-ray 
and cardiac rooms, a psychiatric "quiet room," etc, Staffing of the department 
consists of a full-time paid physician-administrator, a full-time supervisor of 
nursing and her staff, rotating clinical and surgical residents with attending 
physicians and specialists on call, The director of community health services, 
who is the full-time physician administrator in charge of the emergency depart- 
ment is both chairman of the emergency department committee and the disaster com- 
mittee. He, moreover, operates first-aid training programs for both hospital 
ambulance personnel (they operate four ambulances, their primary source of patient 
input along with police ambulances) and office personnel in the downtown business 
area. Con- 
trary to the typical pattern, and mainly due to its location, Private Hospital X 
is primarily a day-time facility due to the commuter population it serves. 
over, the emergency department seems to operate on the basis of the philosophy 
that both urgent and non-urgent (or non-emergency) cases should expect treatment 
from a hospital emergency facility. 
facilities and designed an acchitectural triaje for initial separation of serious 
cases requiring more immediate treatment from the less serious cases. 

The few vblunteers utilized are pre-med students at a nearby college. 

More- 

In fact, Private Hospital X has built dual 

Finally, City Hospital Y located in a Midwestern City of approximately 250,000 
only recently has received full department status. 
at City Hospital Y has more modest facilities than City Hospital X it is located 
near. ancillary services, such as surgery, X-ray, lab, etc. The department 'is 
staffed by three full-time paid physicians one of ~ h o m  is the director, a nursing 
supervisor and nursing staff, paid private rotating physicians "on call," as well 
as various specialists "on call." Since it is a city hospital, a fairly large 
portion of the approximately 50 patients per day are indigent. The emergency de- 
partment committee primarily consists of the full-time paid physicians and the 
emergency department nursing supervisor, with the physician who is the director of 
the department as chairman. 
responsible for a procedure manual and recommendations to the hospital administra- 
tion. 

While the emergency department 

The committee primarily functions informally and is 

Although the previous summary has been brief, hopefully it has provided at 

It seems that the distinctions between these types of emergency 
least an initial picture of the more general structural variations existent ih thc 
field studies. 
fzcilities suggest some possible implications for the nature and extent of the 



changes in structure acd functioning of the organizations in disaster situations 
which will later be discussed. E'erhaps the more limited facility, the emergency 
room, that one often finds in very small private hospitals might not be particu- 
larly relevant for the purposes of this study. However, it has been the case that? 
for examplep in the Indianapolis Coliiseurn ~xplosFon, similar facilities have 
been called on to respond. Likesise, it might be (and is frequently the case) 
that a. city-vide disaster plen would take thts into account when providing for dis- 
tribution or' patients according to the respective hospitsl's capabilities. 

-.. The Capability - Dernand IrPlodel 
5hile it has been suzgested that these iiEferent types of emergency facilities 

have varying organizational capabilities, it is assumed that under norrnal condi- 
tions, the capability 0;" an organization exists in a dynamic interrelationship with 
the demands upon it, such that its capzbility is equal to (i2 not greater than) the 
demands made upon it. Granted that the extent to iahich this dynamic equivalence 
between capability an? demands might be, in iact, an empirical question, and cer- 
tainly one that has become a growing concern with regard to emergency facilities, 
then this assumption foi even analytical purposes must not be unt7ittingly accepted 
withoit qualification. That is, the intent is not to essume the somewhat struc- 
tuzal - Zunctional posicion tbt rf.r? existent structu:re and Eunctioning 0," an ener- 
gency facility (e.g.? City Hospital A, which is gTossZy overcrosded, understzffed, 
2lnancFally desperate, and often apparently zelatively inefficient as a result of 
the above) is one oi an o?tifnurn capability - demanrl ratio nor is the intent to isn- 
ply organizational efEiciency, a rather elusive and subjective dinension. Instead, 
the ~"OCUS will be on s2eciEying changes in structure and Eunctioning as a result of 
a relative increase in oi-Zanizational stress as the ratio becomes more grossly at 
variance during rather large - scale disaste: or crisis situations. 

It is conceivable that a change in the environment (e.g.> a disaster) could 
either increase the demmds made on the esergency i'acility, or lessen its capabili- 
ties, of both. Thus, the capsbility-demand nodel will be used as a general per- 
spctive in providing cruci-a1 dimensions for describing the adaptations of an emer- 
gency facility which occur as a result 02 organizational stress in the current 
r'ield studies. Td'hile this moilel might be dilr'zicult to operationalize in terms of 
certairr organizations tihose internal subunits might experience radically uneven 
stress, this difficulty does not seem to be as evident: when applied to the emer- 
gency 2acility as a subunit, 2articularly sizce it is a Father standard input into 
the hospital, and, normally, the firsr. to ex?ez-ience stress (unless, 02 couyse, 
there is an internal disa3te:). Moreover, three possible sources of demands say 
be considered as potentially aXecting or contilbcting to st-cuctural end Eunctional 
changc in the enetgency ~001.1: the larger nos>ital, external demanls of the situa- 
tion (e.~., patients, the organizational set oE the emergency Lracility, which would 
include police, Eire, pLess, other hospitals, etc.) , and the self-imposed organiza- 
tional demands of the emergency facility itsel:. The capability-demand model would 
seemingly provide €or the incorporation and combination of these various sources or 
explanations 02 change. 

If organizational ca?abil:ty is considered broadly to refer to the lese1 of 
task ?erformznce with a specii'iad structural design, then three somewhat standard 
aspects 02 organizations mighz: be used as inaicators 02 caFability: personnel, re- 
souzces, and information, An organizations dynamic capability might include more 
tha, chat which is directly observed in "rioL"crla1.' times. Therefore, latent capabil- 
ities (those prescribed by a d.isaster plan, e.2.) an3 emergent capabilities (those 
tihich may be speciEically ~ h e  result of the dernanjs of the disaster or crisis situ- 
ation) should be taken into account. For example, it might be possible that, while 
the source of *'normal" and latent Capabilities are self-imposed by the organization 
or the hospical: the souzce of emergent capabiuies might be the result of external, 

* --~*nr?i'I rlnmnn,-Js. 



If orgenizational demends are considered 20 be requests or comnands for action 
(or output) fron the emergexy Zacility, they may vary along three axes: quanti- 
tacive (e.8. a la-rzer YLi-PAber of patients per unit or' time), qualitative (e.g.$ de- 
mands 2oz press releases rrot ozdinarily imposed OE the Eacility), and relative 
priorities (e.&., t ~ i a ~ c  or sorcins to provide treatment to those most likely to 
sczvlve). 

-- Findi:iss : _,3s;aen-i.zacional Adaptation in Disas tejr 

While only one of the hospizals studied hell cczctually implemented their disas- 
Isex- >Ian (?rtvate B o s ~ i t d  a general pattern seemed to emerge which distin- 
Lcishes the emergency room type 2acility from the more autonomous emergency depart- 
ment facilities. No cases were fosad to represent what ha3 been referred to as 
tbe "cmergeiicy room" type a2 kcility. 
facilf-cy, .the source 02 ec?diEional capabilities i-r, B crisis situatioi W E S  predom- 
inaatly the larger hospi~al ii?. the Zorm of d m o s t  i-e?lacirlg t b  emergency facility. 
That is, the disaster play. cells for the nouz-~ene of t:ie entire operation to a 
larger and more adequaLely quipped area of the hospital, rather than for expan- 
sion 05 emergency floor ?errsonnel and operatiuns. T h  hospital adainistrztor has 
primary resi3onsibility 20;. t3e implementation of the plan and conriming command 
over the hospital durinz the crisis as in normal times. The director of the emer- 
gency floor aids in triage., t7hile the administratocs and chief medical ofSicers of 
che departments maintnin Cheir respective positions and correspondent functions 
accorc2lnS to the plan. F!*nal'ip, the d.isaste:r plan is conceived as primerily appli- 
ca3le '20 citywide disaster, 2s Qersonnel diel cot senerally view the irnplenieilta tion 
02 tLe disaster plan as a;. emergent capability of the emergency facility to be 
utilized in increased denan2 situatiorrs otheL- t:lci; lazge-scale disasters (e.a., 8. 
car accident which ~i$it %ax ;he fclcility). In both cases, while the 2acilities 
'i.Lay,*e experienced a large tn2lux of patients at one time or another (a toznad.0 in a 
neerby t o m  and civFl disLuwbacces), the in-qlemez.tz.tion of the plar, did not occur, 
6.w to *L::e availability ob cdequate ernergeat :esoiii:ces. 
case khat, in reality, Che s'iracture and funccionin:: of the hospital as ie assumes 
the responsibility for the care of emergency victims under che disaster plan might 
emerge quite differeacly ililza prescribed by the i'ormal plan (whic'i seems rather 
likely accordiag to pas2 research); however, this could not be tested for lack of 
an empirical instance (i. e. implementation of the dis.aster plaa). 

In the trio having Yen emergency floor" 

Granted it mizht be the 

Some more General commects with regard 20 these two nospitals' capabilities 
nitht be in order, 'aov7ever. Bozb hospitals kave rather standard disaster plans 
which are not rehearsed re2:clarly and, When. ;l'.iey are, tend to be "paper drills" 
(althouCh City Hospital B is slightly more concerned about this recently). Revi- 
sion of plans terids to occcr simultaneous vith visirs recarding hospital accredita- 
tion. City-wide disaster planning has recently he to include, at least, City 
BoopiLal A; arid civil defense is making plans to fu.r,iisln a radio-telephone cornmuni- 
cai-ion ne2voiAc bettreeii hospitals. However, et pz-eser;t, there seems to be very 
liecle, if any, coo::&icj.a,tFon betueen hospitals s;s+.c?.e Zrom the appareutly automatic 
iramferri.ig 03 in.digect patients who prese::C f&nselves from private hospitals to 
::.Ae city ernersency facility (ai.: informal procedure d>.ic:; seems to precipitate some 
:iosfility between che CVO orzariizations) . T..e?e is a rather uiaique sitcaeior, in 
that almost all of t?e twer:.ty-six hospitals, several researc;l clinics a d  the med- 
ical, dental, and pharmacy schools of the s:a?e ariversicy are located. t.aiL'.-t_iri sev- 
eral blocks of one anozher f o i ~ m i n ~  orie of t k  larfest medical complexes ir! the 
country. Two faczars scad. olzt ic3. relatioil ko :his point. First? there are no 
formal agreesrrents 5e'cvJeen ?he hospitals wit:> rc:;ard to pacient care and distribc- 
:LOR 05 equipment a d  scpnlies. For example, t'he Sack that Church Hospital B had 
20 assme ahost sole respomi5ility Cor eine'c;;ewqr care during a strike of city 
employees 2or several seeks di? not even precipiiaix coordination. Second ~ t3ere 
has been relative iaat.Cention, aside frOri1 two small portable hospitals, to the 
?ossibility of a11 facilities 3einC wiped oci simultaneously in an area which is 
Po2ec22ially I;hreate:;ec! b 7  larse aircraft crashes possible tornadoes, etc. 



On the oc':er Liai.;.?; :?riva?e Hospital X, uLicL iias distirif,uished as ar: emergency 
rieparixme.it ir! .c:ie SeiiSC described earlier has FmpleneciLed tileir disas2er plan at 
least three rimes sirice :;:le G W  ener:;ency deparixen:: facility has been i!: opera- 
tior,. '?er>ags due fo t:.z%r a?parerit caL2abili:-.-- i .orma1 operations, ra2'ner than 
bein; re?laced b 7  t'ie faciLi:i.es of the lai-Ge: liospital, tLe ,"oca1 poirLt for treat- 
m:it of emergency disas i3er victims OCCCPS i-. 2.x emeryer,cy cleparcrnect as prescribed 
5y Zhe plan with, of co':i'sc, expa?-sion of personnel aL1.d faci1i;ies of tLie 1ar:er 
:iosSii-al as deemed i-iecessary, ;-Im~ever, what seems to coritrast witk t3e previous 
e;cer:;exy room ty?e oE EaciPiLy is tile :act ;:-..a; die ernerzency departme;zt is, in 
:act, :?le cornmacd ?os.: ?or acizivities in a dicaster siCuaLioa. The direcLor of 
commir.ity health services (the piysiciae W ~ C J  is director of Ehe emerge:..cy depart- 
::.eL;:) is the FersorL vho makes the recommenda:ions to implenient :he pla:; to the sen- 
io: adminis ixative officer 02 fhe hospital ir:. charce of oorirnedical operations; and 
?-e is ll!-;esri.se, t.;e me6LcaL C O C I I ' I O ~  officer iil c:;arSe Surin:; disaster Drocedcres 
alo,:-z !3it'2 the aforernecLtio:-e6 admiaistrator. T:le plaiis call for implementation in 
2mI.r s'za~es wit;?. 0r:I.y :':.z lac 5 s ?age requ?-ric:L -3isxp'iion of i~ospital-r7ide routine 
arJ.6 2;ie use of addi';lol:zl :iospital facilit ies, AlZitional personnZtl are provided 
vtLiiL: the co;:fines Q; ?'.le e:ser;ency depar,tr.rie:. t a.2 .the Frevious scazes. Even in 
L.:e fo:rrt'a s'iage, :ioaever, rr.li1e the c:~iefs 0% si?r:,ery arid medicine (as well as 
'eke .Lor;pical zursin:; si:.?e'i'visor, the se:iior adminis?rative supervisor, and seczrity 
director) locate in the emrzency departmea:, ;!le direczor of the depasrrrierii re- 
aaLris in c.:arC;e of medical operations; and a11 department heads are responsible to 
.lun as.d tyie ad.:nii-iistrative coctrol officer, Zepende>,t upor. the nature of t5e ques- 
Cioi:!. or decision (i.e. ned.ical or admiaistra2ive) . 

r.7. 

7- 



demands which they could not meet. 
the plan does not designate very radical alteration of the normal structure and 
functioning of the emergency department which would require considerable innova- 
tive behavior on the part of staff, Moreover2 the director seems convinced that 
persons t&o choose to staff emergency facilities tend to be more flexible and 
highly professional individuals who are accustomed to and quite capable of handling 
stress; however, this certainly is in itself, an empirical question untested in 
the current study. 

TWO explanations were offered for this: first, 

This is not to imply that there were no emergent capabilities as a result of 
new and greater demands; and, in fact, these are precisely the sources of the 
subsequent revisions of the plan. 
findings during an explosion in a downtown bar in which the disaster plan was im- 
plemented in Private Hospital X are presented below, 

A brief outline of some of the more salient 

I. Organizational Capabilities 

A. Personnel 

1. 

2, 

3. 

4. 

5. 

There were certainly adequate numbers of personnel 
available, since all three disasters (an explosion 
in a dormtctsn bsr, a subway fire, and a demonstra- 
tion downtown) occurred during the daytime hours. 
During the bar explosion convergence of mainly hos- 
pital medical staff reduced organizational effec- 
tiveness, but additional security was supplied by the 
city police who arrived unsolicited by the hospital. 
The plan was revised to specify ehese positions 
which should report to the emergency department. 

There was no use of additional volunteers aside 
from the few who are trained and ordinarily work in 
the department. 

The reallocation of personnel as prescribed by the 
plan occurred. 

The emergency department doors were locked, and 
other cases were referred to the outpatient clinic. 

A reserve pool of housekeeping personnel was set 
up in a passageway behind the department to pre- 
form a variety of duties, such as cleaning, secur- 
ity, and “~unning messages. * I  

B , Information 

1. Warning was received from police just after the 
first patient walked in (the explosion was a few 
blocks away). 

2. The disaster team sent out by a nearby larger hos- 
pital (as prescribed by the disaster pia) was un- 
able to supply information about the number and 
types of injuries, since it arrived after all patients 
had been taken to the hespftal 



3. There were the usual difficulties in obtain- 
ing needed background medical information on 
patienes due to a lack of detail on the dis- 
aster tag (which was since then revised). 

C. Resources 

1. Physical facilities were expanded through the 
use of the surgical recovery room and physi- 
cal medicine department as prescribed by the 
plan. 

2, Existing medical supplies were adequate in 
that the department obtained them from the 
hospital central supply. There was no impli- 
cation that this did not follow fairly rou- 
tine procedures. 

3. A two-way radio from the ambulances to the hos- 
pital vas available and utilized. 

D, Demands 

1. While the emergency facility routinely han- 
dles 150 to 200 patients daily, there was a 
quantitative increase in demands in that 53 
casualties presented themselves relatively 
simultaneously, 

2. Likewise there taere quantitative changes in that 
all of the casualties were somewhat homogeneous 
(smoke inhalation) which tended to require treat- 
ment from medical personnel in a single depart- 
ment (while in this particular case it was not as 
serious as it might be with other types of injur- 
ies, such as fractures). 

3. Qualitatively new demands emerged, such as the 
need for dissemination of information to families 
regarding patient conditions, as well as in- 
forming the press, fire department, and police, 
tasks which normally are not as high in priority as 
they were during the disaster situation, New struc- 
tures emerged to handle these demands. Social 
workers and non-medical personnel were assigned to 
tag patients and keep records current for distribu- 
tion to police and fire departments. The flood of 
telephone calls and convergence of visitors inquiring 
about injured were handled respectively by police 
relations personnel and tc~o surgeons who surveyed 
the recovery room and privately notified families 
about the condition of patients. The public rela- 
tions department took charge of a room adjacent 
to the emergency department where media crews were 
allowed to interwiew patients and staff, as  ell as 
scan the area with cameras. (The director of the 
emergency department felt this was essential, as 
publicity of this nature seems very important in 
recruiting patients.) 

4. There vas, likewise, a convergence of police and 
I I 



fire personnel who forced their may upon 
the floor to obtain information, which was 
handled respectively by the sargent from the 
precinct station (requested 3y the security 
director) and the fire marshall, 

Thus, having briefly reviewed the major findings with regard to Private 
Hospital X, it is suggested that in terms of organizational adaptation, the struc- 
ture changed more-or-less as was prescribed by the plan; however, additional new 
structures emerged as mentioned above (e*g., those medical personnel dealing with 
relatives) to handle the more unpredicted qualitatively different funtions. 
Moreover, existent structures performed old functions (e.g., public relations 
dealing with the press); and other existing structures performed new functions 
(e.,o., tagging and identification by social services). These emergent capabili- 
ties of the organization, therefore, as a result of the demands of the situation 
existed alongside those latent structural and functional changes prescribed by 
the plan. 

While it has been mentioned that the authority structure did not alter rad- 
ically, but that decision-making did tend to occur at lower levels of the organi- 
zational structure, one other structural feature emerged during the disaster. 
Tke interdependence of ancillary services or subunits of the department with their 
respective hospital departments, such as X-ray and laboratory, increased dramati- 
cally in order to provide needed additional capabilities. 

Conclusions - 
To summarize the overall findings, a few things that were not considered 

with previous expectations based on other disasters studied by the Disaster Re- 
search Center night be mentioned. First, the use of highly trained medical staff 
for tasks which could have been performed by less skilled personnel was not radi- 
cally evident. 
inconsistent with their onzoing responsibilities producing, therefore, a some- 
b7hat radical change in the auehority structure. Sone more general findings which 
had been anticipated and were substantiated t.7ere: first, the lack of legitimate 
city-vide disaster planning and the, subsequent, poor coordination of hospitals; 
and, second, the lack of regular and serious hospital disaster drills, in spite 
of the requirements for accrediation. Horeover, only limited findings have 
been reported with regard to inter-organizational relationships, that is, the 
relationship between the emergency facility and the police, fire department, am- 
bulance services, etc. 
agencies tend to distribute patients to hospitals in a disaster on the basis of 
the same criteria used in normal times or that there are different criteria 
(either formal, informal, or emergent) operating, additional data would be needed 
from the respective organizations. 

Second, nwses did not seem to perfo-rm key command functions 

If it were to be hypothesized that these various input 

Perhaps, at feast, a brief explanation of why these findings did not sub- 
stantiate some of the aforemention expected patterns might be the result of meth- 
odological considerations. On the other hand, it would seem fairly accurate to 
assume that Private Hospital X migkt be an atypical facility in terms of its 
apparent high capability. Unfortunately, there is no2 enough data available to 
compare the other emergency department type of facility (i.e.> City Hospital Y) 
with that of Private Hospital X, since City Hospital Y has not experienced a re- 
cent disaster. Noreover, aside from the previously mentioned need for additional 
data from relevant ouside organizations and the documentary, observational, and 
inre'rview data collected, it seems necessary that the next step to test the find- 
ings and analytical model set forth in this report would be to observe and inter- 
viet.7 emergency Eacilities, when possible , during the actual crisis situation. 

I I 
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