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A Selective Literature Review of Disaster Medical Services

"Catastrophes have not been properly studied in a systematic fashion"
insofar as the organization and delivery of medical services are con-
cerned. This was reported in 1967 by the Task Force on Medical Disaster
SBurveys, National Academy of Sciences (1967: 3).

The next five years brought little change. Detailed research
sbout emergency medical services, such as the rather complete description
of emergency medical response in Chicago by Gibson et al, (1970), men-
tions disaster peripherally or as an extreme case of the normal emergency
room situation, if at all. (See Committee on Emergency Medical Services
1968, 1970; U.3. Department of Transportation 1969, 1970; Vogt and Braun,
1973.) The medical sociology literature offers little, whether in
work on hospitals (e.g., Georgopouleus, 1972; Freidson, 1963), emergency
medical services (e.g., Roth, 1972), or the medical care system (e.g.,
Arnold, Blankenship and Hess, 1971; White and Vlasak, 1972).

A substantial body of literature on disaster medical responses and
planning does exist in medical and professional journals, ranging from

small reglonal publications such as Texas Hospital, to national and inter-

national journals such as Hogpitals or International Surgery. (See ref-

erences: AMA Committee on Disaster Medical Care, 1966; Task Force on

Medical Disaster Surveys, 1967; Garb and Eng, 1969. See also Noble et al,,
1974: 141-149). However, most of this literature discusses the technical
and specifically medical problems surrounding particular disasters, such
as Whittaker's description of casualty types encountered in the Nicaragua
earthquake (1973). The remaining articles do focus on larger units of
medical responses to disasters, but do so primarily in individual case

studies of widely varying quality or in exhortations on planning., Although



undoubtedly useful in their ccntext, these articies conlain few generaliza-
tions of even a descriptive nature, few quantitative data, and little
comparative analysis to aid systematic examination of this important
policy area. This paper seeks to update earlier examinations of the
medicel and professional literature on the delivery of disaster emergency
medical services (FMS). It particularly focuses on the last five years
becauge increasing attention was paid to HiS during that perlod and a
parallel focus might have also occurred with respect to disaster EMS.
Articles for close examination and discussion were selected from

those listed in the 1970-1975 volume of Index Medicus and the Cum-

mulative Index of Hospital Literature; criteria included length and

judgement by tirle as to whether the article went bewond simple, third-
party description. In addition, all articles quoted in other articles
were examined and analyzed. The result was that about two dozem articles
were looked at in detail and are discussed in what follows.

ANALYTIC LEVEL

The most striking manifest characteristic of the articles examined
wag their brevity; the average length was four pages, and only two art-
icles extended beyond six pages. Few articles included many references
to other sources, and with the notable exception of Rutherford's survey
of British disaster medical literature (1973}, the references cited
usually seemed incidental to the article. The literature failed to
produce more than a few authoers of more thau one article ( see Rumage
1970a, 1970b; Savage, 1970, 1972: Bouzarth, 1974: Bouzarth and Mariano
1969; Holloway 1971la, 1971b). No outstanding major figure was apparent.
These characteristics were consistent with the overall contents and data
sourceé/of the articles, which seemed to fall into two categorles: descrip-
tlve accounts and policy recommendations.
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The first group of articles described, in widely varying styles,
Individual lnstances of disaster responses, disaster drills, or disaster
plans. Murphy's detailed outline of San Diego's Regional Plan, complete
with charts for classification of emergency facilities (1972), repre-

sents one pole; the Nursing Times article about a British bombing, which

began, "I had finished work at St, Luke's Hospital on the evenirg of
Saturday October 5, 1974..." (1974) represents the opposite pole. These
descriptions were even at their best primarily qualitative; the only
quantitative data, beyond occasional counts of casualtles or pleces of
equipment, were presented in Wilson's table of disasters, casualties

and hospital use in civil disturbances and disasters in Belfast (1974),
and Rutherford's more detailed breakdown of the same data for both Bel-
fast and the United Kingdom (1973), with essentially a descriptive an-
alysis in each case. Rutherford's article was also the only example of
a comparative study of disaster response at any level of analysis, the
others being restricted to a single organization or cluster of organiza-
tions.

A partial explanation of these limits in focus and data sources, is
that only a few articles were written by researchers as such. Most
articles were written by administrators involved in the incidents or
commanding the plans. Allenbaugh and his hospital had received awards
from the Hospital Council of Southern California whose radio system he
depicted (1972); Holloway was Director of Emergency Medical Services in
New York when he detailed its disaster plan (1971b). Thus, even when
descriptions extended beyond diary accounts, they were written primarily
by people within the situation described, people unlikely to research the

situation or to compare it to another situation.

“3a



At the other extrewus was a second group of articles advocating
varicus principles of disaster planning, or simply exhorting admin-
istrators to plan. With the exception of Curry's critique of hospital
response to Hurricane Camille (1969), most of these policy-recommendations
articles used an 'averybody knows..." tone, which required neither illus~-
trative examples nor proof that the recommendations were valid, and so
ranalued comfortably vague on the details of implementing the proposals.
Both quantitative and qualitative data were almost completely lacking.

The authors, when not health service administrators, were national fig-
ures in health services; they included Rumage, Chairman of the AMA Com-
mittee on Disaster Medical Care (1970a, 1970b), and Huntley, Chief of the
Division of Health Mobilization for the U.S. Public Health Service (1967).
Their articles were primarily transcripts of speeches, which came no
closer to comparative analysis and systematic examination than did the
case studies discussed above,

In sum, these articles ranged from particularistic case studies to
abstract discussions of principles, from descriptive quantitative data and
excellent journalism to qualitative descriptions and diary-style accounts.
The articles were usually brief, with little support from secondary re-
ferences. And their authors were usually not researchers but involved
aduwinlstrators, further illuminating the tendency toward extremes of
case history without context and recommendations without supporting detail.

CONTEXT: DISASTER AGENT AND PLAN DISCUSSION

Beyond the analytic level, the images and ideas presented in these
articles were further bounded by the characteristics of the disaster
agents and by the context in which any plans were discussed. The initial

consideration in the presentation of disaster agents would seem to be the
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definition of medical disaster itself, a concept of obvious practical re-
levance to activation of e disaster plan and yet one rarely mentioned.
Among the authors who treated the matter at all, Wilson's (1974) and
Rutherford's (1973) conceptualizations approximated Jackson's description:

From a medical point of view, a disaster is any

gituation which produces morbidity or threats to

health on such a scale that a significant over-

load is placed on existing medical care and pub-

lic health facilities., (1968: 3)
Feirly (1969) suggested a more detailed and pragmatic definition:
live casualties estimated above 50 or 60, one or more medical teams
needed at the scene, and/for involvment of more than one accident hos-
pital.1 The remaining articles contained neither a conceptual nor an
operatlonal, actlvating definition, but their contents implicitly sug-
gested that the needs versus capabilities idea within the Jackson defin~
ition was more relevant than a specific body count, since casualty numbers
(when numbers wers mentioned at all) varied from twenty or thirty to
hundreds.

Related to the number of casualties as were other disaster agent

characteristics: cause (man-made or natural), physical scope (focalized
or diffuse), and duration. (See Dynes, 1969: 62-66). Most of the articles
discussing specific regponses to disasters discussed those of limited
scope and duration, principally man-made disasters and simulation ex-
ercises; a few of the policy articles also limited their discussions to
thesc general type of incidents. The smaller number of articles describ-
ing natural disaster agents diffuse in space and less limited in time in-
cluded accounts of responses to earthquakes, tornadoes, and hurricanes, as

well as some general policy discussion. The predominance of localized



disasters may be attributed to the number of articles on British bomb
incidents and to the almost exclusive concentration on urban settings;
Rutherford (1973) noted that most British disasters are man-made and
limited in time and space, and Holloway observed.

The majority of mass urban injurles are the result

of transportation accidents, explosions, building

collapses, fires, and weather incidents. It is the

planning for these that should receive top priority.

(1971a: 592)
However, Holloway added that even an urban plan must define the type of
disaster agent it will cover, and must make special plans if diffuse
disasters (floods, earthquakes) are probable; in contrast, only two
other articles explicitly recognized the potential range of disasters
or the limits of their particular plans. (Curry, 1969; Murphy, 1972)
Other authors, assuming that electricity and telephone would be inopera-
tive, seemed to expect diffuse disasters even though their articles were
about urban settings, in which focused disasters would be more probable,

A final contextual factor essential to interpreting the articles is

their treatment of the medical disaster plan. BEach article examined did
discuss a plan, if only briefly; approximately equal numbers dealt with
simulation test of a plan, disaster test of a plan, and particular
plan/planning principles in isolation. Articles in the first two cat-
egories tended te focus more on the actual event than on the plan itself,
or to critique the plan when the reported events varied from it; con-
sequently, expected distinction, such as one between the institutions
planned for inclusion and those actually participating, were seldom made
1f they did occur. Cverall, the general aspects of the plans not directly

involved in the incident under discussion were ignored, in both simulation
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and disaster agent responses. Treatment of plans in the abstract, the

third article category mentioned above, seldom was comprehensive or
quantitative, and tended especially to omit discussion of processes

over time: the planning process, revision of plans with the passage of
time, simulations and test provisions. The brevity of the articles and
their journalistic style undoubtedly contributed to these gaps; it could

be expected also that the proximity of the authors, primarily administrators,
to the plans discussed might have obscured issues of interest to a more
distant observer,

It was impossible to determine which gaps in the articles reflected
gaps in knowledge ard which reflected limits of the analysis in the lit-
erature itself. In either case, these were the images of disaster per-
ceived by planners and administrators reading the articles. Disaster it-
self apparently seldom needed to be defined since people recognized it
when it occurred. Recognition of the limits of a given plan to certain
disaster agent types or geographical situations and planning for variation
in disaster agent and numbers of casualties were rare. The range of dis-
aster agents actually mentioned was narrow, not reflecting the variations
presented Iin reality and making this last gap in recognition less ap-
parent. Reader separation of plan from spontaneous reaction was often
made difficult by a focus on response alone in case history accounts;
plans discuscsed in isolation ignored processual elements and were pre-

dominantly snapshots of plan outlines blurred by the authors proximity.

PLANNING
Within the urban focus of most articles, planning and disaster/sim-
ulation reaction occurred at varying organizational levels, through various

means of coordination, and with the involvement of a2 wide range of
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orranizations. Also cxamtned were the process of planning itself and a
single content area of the plans discussed.

The jurisdictional levels discussed in the articles fell primarily
into intraorganizationa! and community groupings, with a few discussions
of regional planning as well. The intraorganizational articles exclusive-
ly discussed hospitals, eithar in case histories -- as in the Hospital
Progress article "How St. Mary's Hospital Athens, Georgia, Handled a
Recent Tornado Disaster' (1973) and in Savage's account (1972) of a
British hospital's disaster drill -- or more rarely in policy discussions
such as the Medical Association of Georgia Committee on Emergency Med-
ical Services recommendations (1971). Articles like these focused
primarily on administrative, staffing, communication and supply problems
within the hospital and (particularly fn the British articles) with the
medical team at a disaster site. In the American articles little dis-
cussion of coordination with other emergency organizations -- police, fire,
ambulance ~- occurred; nor were other hospitals mentioned., Gibson's
1968 survey of 71 Cook County hospitals found that of hespitals making
at least one trial run of a disaster plan, 24 peccent involved ambulances,
25 percent police, and only 6 percent additional hospitals. (1970)2.

The plans discussed may have been implemented within some higher level
community plan, but it was never mentioned., The small number of policy
discussions may be related to the Joint Commission on Accreditation re-
quirement for hospital design and bilannual testing of a disaster plan,
making the concept presumably a familiar one unnecessary to belabor.
However, Gibson's 1968 survey found that almost one half of the 71 Cook

County hospitals studied performed fewer than those two drills, a study



not duplicated in other areas or more recently to determine if the
apparent complacency expressed in the literature on this subject is
warranted (1970).

Accounts of disaster planning and response at community and regional
levels were more often policy recommendations or descriptions of plans
and simulationa; case history accounts of actual disaster responses were
few, limited to diffuse disaster types and, as mentioned earlier, focused
on occurrence rather than on problems associated with plans or their im-
plementation. (Curry, 1969; Alter, 1970)

At the Interorganizational levels there are no external constraiats,
comparable to the accreditation requirement for hospitals, which would
encourage planning or drills. Although the U.S. Public Health Service's
Division of Emerpgency Health Services has made recommendations, they do
not carry sanctions. Perhaps the lack of constraints accountsfor the many
articles dealing with designs for plans and exhortations to plan rather
than implementation of plana,

Within each perception of the appropriate physical scope for dis-
aster planning further variation in the type of coordination appropriate
waa found in the literature. The actions of each organization involved
in the task of medical responses to disasters affect not only its own
particular task of medical assistance, but the task actions of other
organizations as well; other organizations' responses will in turn af-
fect the focal organization's new actions. Thus, this task area is one
that strengthens certain existing interorganizational relationships and
creates still others for a specific time or incident, in which any ac-
tion influences others' actions in a way distinct from everyday sit-

uations. Here, then,is the potential existence of a system defined
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by Buckley as:

a complex of elements or components directly

or indirectly related in a causal network,

such that at least some of the components are

related to some others in a more or less stable

way at any one time., (1968)

For the purposes of this literature review, "system' will refer
to such systems with interorganizational elements, recognized as such
by participants or authors by explicit use of the word, by explicit recog-
nition of the unity of effort required from the various organizations, or
by implicit recognition through establishment of a central control of some
sort. System here, then, will not be used as a continuum along which
interorganizational relationships are arranged by some measure of unity
or systematization, but more narrowly, as a specific case of a recognized
system that performs,or is supposed to perform,in a systematized,and to
some degree,centralized fashion. Attempts at coordination extending beyond
a single organization or pair of organizations, yet falling short of
this system concept in recognition, number of relevant organizations
perceived, or failure to coordinate, will here be termed "networks.“3
Recognition of a system in the disaster medical care area was pre-

sent at least in rhetoric, reflected 2 growing conscicusness 1n the
health services field generally of the system concept. However, use of
the term in the literature was varied, and its precise meaning was often
unclear. Henry Huntley, when Chief of Public Health Service's Division
of Health Mob{lization (now Division of Emergency Health Services), ad-
vised surgeons, that

To be realistic, the disaster plan must utilize the

on-pgoing systems of the entire community. In both the
hospital and the community, the plan for meeting an
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energency 1s not a separate service, but a
means of extending normal services to meet
extreme needs. {(1967: 300)

Taking a different tack, William Rumage, Chairman of the Committez on

Disaster Medical Care of the American Medical Association, some years

later noted:

You must have the same kind of system which
was organized to eradicate smallpox and polio-
myelitis, and which you are using to overcome
cancer and heart disease--a total community
challenge involving medical health and govern-
mental organizations....You improve upon the
existing system for greater efficiency at the
time of disaster., {1970b)

Though both men seemed to agree that a system is involved here somewhere
and that interrelationships do demand joint action, Rumage comnceptualized
the system as a separate entity,whereas Huntley saw it as an outgrouth

of undelineated "on-going systems.” The situvation that led most community
scope articles to treat disaster medical care as a separare area, as wall
as the interdependencies that encouraged a system perspective, were per-

haps most clearly stated with no mention of the word "system" at all:

The term disaster medicine includes not only the
medical profession iteself, but the allied health
professions, the hospitals, the health departments,
all governmental or community agencies, organiza-
tions, and services which directly or indirectly
contribute to all phases of health care for sur-
vivors in a disaster. Therefore, such services
as communications, transportation, and police
security are vital for medical, as well as non-
medical, action during recovery from a disaster.
These services are considered an integral part

of disaster medicine since experience has shown
that without them effective emergency medical

and health functions are not possible and chaocs
frequently results, (Jackson, 1968: 7)

In Jackson's discussion and in policy articles by Holloway (1971) and
Hollis and Sapp (1972), the implicit use of the system concept seemed

to confirm Rumage's idea of a separate entity rather than Huntley's
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suggestion of sn entity bar~ly distinguishable from somes oth=r lar-
gar gystams. The unique srt o’ interrzlationships found in this task
area w2ra furthav confirmed by the reng~ of organizations includad in
it, as imnliel by Jeckson above. Crganizations of potential in-

volvement included:

Polica Mortuary Civil Defense
Fire and R-scue Professional Public Health
Ambulance Qrranizations Public Works
Hospital Volunteer Units Water and Power
Blood Benks Red Cross Public Welfare
Maas Media

(Adapted from Brictson, 1968: Figure 5)

Naturally, few of the plans discussed in the articles cap-
tured a large part of the range of the organizations delimited a-
bove. Most often omitted were such health organizations as mor-
tuaries and blood banks, and public organizations of public
health, water and power, public works, and public welfare. The
communities of Cambridge (Massachusetts), London (Ontario, Canada),
Baltimore, and New York City, as well as the reglons surrounding
Philadelphia and San Diego each had plans that included a range
of hospital, ambulance, and health organizations; normal emergency
organizations (fire, police); disaster emergency organizations
(Red Cross, Civil Defense); and varied examples of the other or~
ganizations listed above. (Kowal and White, 1969; Sutherland, 1975;
Fishel, 1974; Holloway, 1971b; Bouzarth and Mariano, 1969; Murphy,
1972) These articles took a systems perspective in indicating the
necessity of a coordinating center, The other articles that discussed
digsaster at a community level either completely omitted the disaster
emergency organizations as well as the public organizations from

discussion (Fairley, 1969; Model for Multi-Hospltal Preparedneas,
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1972), or simply discussed a group of similar organizatlons in iso-
lation (Alter, 1970; Allenbaugh, 1972; Curry, 1969). These articles
described networks with either toosmall a range of organizations to
encompass the task area as a system, or with toolitcle emphasis on
interdepeundence to merit use of that holistic term. Those systems-
approach articles were limited to descriptions of plans or simulation ex-
ercises, with no case histories of actual responses appearing in the
time periods examined; however, some of the network articles did in-
clide actual responses, together with plans and simulations. (Curry,
1969; Allenbaugh, 1972; Alter, 1970)

In addition to the conception of the coordination exhibited or needed
in planning, some peripheral attention was devoted to the process of
planning itself. Recognition of the need for planning was mentioned
as rising from experiences with urban riots, or from the success of
a nearby city's plan. If any plans emerged from past experiences with
disasters, they were not mentioned. The ages or the origindates of the
plans were seldom noted; the earliest noted was 1966 (Kowal, and White,
1969). The initiating organizations were varied, including government
disaster agencies, hospitals, and professional associations. Despite
occasional ascriptions of this initiating authority to the medical
profession (Rumage, 1970b) or to government (Jackson, 1968: 4l), no
clear consensus on the bearer of such responsibility was evident,
Within hospitals a Disaster Committee of undefined membership per-
formed the actual planning, whereas in most lnterorganizatienal cases
the actual planners were administrators of the organizations involved
in activation (with the additional representation of professional

asgociations in some instances). Cf the articles that discussed the
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formation of a permanent coordinating body, all but one discussed a

body separate from other medical coordinating bodies; the exception was
the Canadian case (Sutherland, 1975). The incidence of such planning/
coordinating bodies seemed to occur independently of network or system
conceptualizations. Cnly in San Diego was integration into the emergency
medical care system a prominent focus (Murphy, 1972), although a few
other authors mentioned the impact of hospital categorization or alter-
native disaster communications on daily emergency operations. (Allenbaugh,
1972; Holloway, 1971a) In no case were the interorganizational dynamics
of planning and cooperation described, beyond a mention of a resistance
to hospital categorization; nor were the criteria for choosing relevant
organizations or defining the physical domain of the plan more than
hinted at. Finally, as described in the articles, few of the plans in~
cluded even a vague mention of the need for periodic revision or future
testing.

The part of the plan characteristically chosen for evaluation was
the means of implementation. Several community-scope articles mentioned the
use of a twenty-four hour operations center as the site of implementa-
tion and later coordination, usually an ambulance dispatcher, however,
in other cases events simply "'started" after a call to police or a
member hospital; it was chiefly the hospital-intrasorganizational art-
icles that mentioned implementation as a problem at all. The technolegy
of implementation was of some concern; phone use in implementation was
wcst common both intraorganizationally and interorganizationally, but
some community network and system plans did f{nclude emergency phone
networks, constant-use radios, or special-use radiocs. (Wilson, 1974;
Allenbaugh, 1972; Fairley, 1969; Bouzarth and Mariano, 1969) Here again fo-
cus on particular incidents obscured the general outlines of the plans

involved.
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These articles generally treated region, community or a single or-
ganization as the scope of interest in planning. This choice was in-
fluenced by often unexpressed conceptualizations of the disaster medical
services task area as a network or system, a choice further affecting
the range of organizations included. No trends over time were exhibited
in these conceptualizations. However since no case history of a aystem
plan use was recorded, this perspective may be rarer than that of net-
work. Slim accounts of the planning process indicated that disasters
were a separate task area but offered little information about inter-
organizational processes or the assignment of responsibility for imple-
menting plens. Plan implementation, a content area chosen for examina-
tion, reflected a fascination for technologies with surprisingly little
emphasis on coordination.

PROBLEM ARFAS

Despite the admitted inadequacy of most medical disaster plans,
relatively little detailed discussion of specific problems was evident.
Policy articles tended to dwell on such areas, whereas specific accousnts
touched them more lightly, perhaps reflecting the close attachment of
many authors of the latter articles to the plans discussed. Both
coordination and various task areas earned at least some critical at-
tention. The chief problem in coordination at the actual incident or
simulation seemed to be allocation of patients and resources to various
hospitals, and parallel coerdination of disaster-site activitias with
hospital activities. Many articles within che systems concept recom-
mended central control centers to facilitate these processes. Cne
author noted that simulations often wentwell due to relative predict-

ability that permitted automatic meshing of plans, these circumstances
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would be so unlikely in an actual disaster that the need for central
coordination should be evident. (Sutherland, 1975) Other coordination
concerns included the decision to send a surgical team to a disaster site,
the selection of a coordinator from the various emergency organizations rep-
resented at a site, and the coordination of resupply efforts. Coordina-
tion in the planning process received as little attention as the plan-
ning process itself, though hospital emergency facility categorization and
hospital division of injuries by type or area were mentioned briefly as
difficulties. 1In the task area transportation was a potential problen
barely touched upon, beyond some expressed concern for helipads and land-
ing areas., Holloway was unusual in that he discussed urban emergency re-
sponse routes and some alternative to anmbulances (1971b). Communication
was a prominent focus, with radio systems of some type most frequently
recommended to supplement or replace the telephones generally used; use
of radic vehicles and walkie-talkies for on-site communication, radio
frequency choice, and an Inquiry Bureau for media contacts were ad-
ditional concerns. Problems in treating patients were the most frequent-
ly discussed, and were generally agreed to be primarily adequate triage
training and procedure, rapid adequate documentation, and identification
of physiclans to police crowd control around hospitals and disaster sites.
Cther problems cited included development of an emergency mortuary, over-
whelming numbers of volunteers, and waste disposal. But any policy-maker
would need to read a large portion of the published litcrature to gain
any conception of even these potential problems,
CONCLUSI.OM

Cverall, these articles reflected the analytic limitations to be
expected of non-research literature: brevity, lack of comparative

analysis, lack of secondary sources, lack of quantitative data. The
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administrative proximity of many authors to the events described was an
additional limiting Ffactor. General policy recommendations and particular-
istic case histories were the type of articles most commonly found.

Although focused on urban settings, the literature reflected little
awareness of urban-rural or disaster typas differentials as potential
variables in planning. (perational or conceptual definitions of med-
ical disaster were a rare concern.

Plans were invariably discussed in the articles, though actual events,
when included, became the primary focus. A conceptualization of disaster
medical services as a distinct system was implicit in several articles,
and was discussed more openly but less clearly in a few others. Cther
articles discussed less holistic networks of interorganizational or intra-
organizational coordination. No trends in time or numbers of these types
of conceptualizations were apparent. The planning process itself re-
ceived brief mention., Planning usually was performed interorganizationally
by the organizations involved, and no distinet agent of responsibility for
implementation was agreed upon; maintenance and periodic revision were
seldom concerns. Implementation of plans was treated principally as
a technological rather than a coordination problem.

The problem areas most often discussed were coordination after
impact, communication, and medical treatment and records. The range of
problems discussed in a single article was usually small,

It 1s impossible to determine here which of the gaps in knowledge and
practice mentioned above reflect limitations of the literature itself and
which reflect problems in the reality it attempts to describe; similarly
unknown is the correspondence between conceptualizations in the literature

of the disaster medical services task area and the conceptualizations of
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most administrators. These very doubts, beyond the limits of the litera-

ture itself, suggest that planners are not receiving the sort of systema-

tic treatment and applied knowledge of this policy area that would be most

useful to them,
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Footnotes

Their particular concern with defining ‘'disaster" probably arose
from the British Isles' principal experiences with disasters in-
volving explosions and disruptions in transportation; such incidents
may make disaster-non-disaster boundaries problematic. (See
Rutherford, 1973: 1930).

Unlike most American discussions British articles on hospital
plans explicitly described involvment of police and ambulance
services and focused attention on coordination with these organi-
zations.

Networks included both the community and the individual organization-

al scopes, whereas systems were of necesgity restricted to community
and regional scopes.
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