Ambulance Service
and Medical Supplies

Operators
See us al the

American Ambulance Association Convention
FRANKLEN COMPUTER SYSTEMS,
INC. offers the Ambulance Service In-
dustry a DEC Business Computer and a
TOTAL COMPUTER SYSTEM to im-
prove management control and perform
all accounting operations, including:

* BILLING
*Private Pay, Medicare, Medi-Cal,
and County Contracts.
*Other Billing Procedures are
available.
* ACCOUNTS RECEIVABLE
* ACCOUNTS PAYABLE
* PAYROLL
* GENERAL LEDGER
* AUTOMATIC COMPUTER
ACCOUNTING FOR RE-
RENTALS AND INVENTORY
CONTROL AND ANALYSIS
* COMPUTER TRACKING OF
OXYGEN TANKS TO AND
FROM CUSTOMERS
* COLLECTIONS

The computer system also assists man-
agement in dynamically administering
all aspects of the ambulance business.
The system tracks statistics vital to the
supervision and planning of an ambu-
lance service. Complete control is pro-
vided from call received to service pay-
ment.

Data Entry through CRT terminals is
fast and accurate. Inquiry of computer
patient files is immediate. The computer
system provides management with in-
stantaneous information to supervise
ambulance operations.

Digital Equipment Corporation (DEC),
the world’s largest manufacturer of mini-
computers, provides nationwide service.
Criterion for Cost/Justification is 400
calls per month. For complete informa-
tion and demonstration of the FRANK-
LEN COMPUTER SYSTEM for AMBU-
LANCE AND MEDICAL SUPPLIES OP-
ERATORS CONTACT:

Mr. Robert Bernard (213)441-3123
FRANKLEN COMPUTER

SYSTEMS, INC.

715 Fremont Avenue

South Pasadena, California 91030

NAME
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personally. Even so, we continue to
support the separation of the body
transfer business from the ALS
ambulance business, and we were
pleased that the body transfer work
that night was handled by a scparate
firm, leaving ASI and the mutual aid
providers to concentrale entirely
upon the living.

The final area of organizational
consideration was the problem of
communications at the disaster site
itself. The best method of communi-
cations at the disaster site was Jim
Taylor’s megaphone. The second
best method was to run and tell
somebody something. In other
words, there was no good way for
Jim Taylor and Joe Waeckerle to
communicate with Bill Robinson in
the inside triage area, or for Bill
Robinson to communicate with
Allen Askren in the outside triage
area, or for communications officer
Steve Thomas to communicate with
Bill Robinson, etc., etc., etc. And,
the problem was compounded by the
fact that there was no field supply
officer to talk to, even if you could
have communicated. On-site
communications were dismal.

As of the writing, plans are under-
way to correct this problem in the
future. We know that a powerful and
effective public address system
should be established almost
immediately at the disaster site. In
this case, it should probably have
been controlled by the person
occupying Jim Taylor’s position. A
communications officer should be
established at each of the areas (i.e.,
extrication site, triage areas,
ambulance loading site, traffic
control and security site, and field
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supply depot). Each of these com-
munications officers should maintain
contact with the others via handy-
talkie on a controlled channel
designated exclusively for the pur-
posc ol on-site inter-arca communi-
cations. We made do with what we
had, and we did very well. But we
can do better.

Conclusion

We wish this was the conclusion,
but it isn’t. The psychological impact
upon this entire city is enormous—
greater than we could ever have
imagined. Somchow there is some-
thing different about this kind of
disaster. Danger goes with riding in
cars, flying in airplanes, participating
in sports, fighting a war. . .but a (ca
dance? Inside a plush new hotel? We
are reminded of our frailty, our
mortality, the uncertainty of our
existence. We have seen an incredible
thing. We are all changed and we
don’t know to what extent.

On re-reading this report, it seems
accurate enough, considering that at
this writing it’s been only two weeks
since the disaster took place. Kansas
City Health Director, Dr. Richard
Biery, has appointed a task force of
well-qualified people to review the
EMS system’s performance and to
recommend improvements for the
future. No doubt, we will learn a
great deal more from that inquiry —
things that this early report may only
hint at, or even overlook entirely.

But, there is something else wrong
with this report. It’s accurate
enough, but its focus still seems
wrong. It is true that the progress we
have made in Kansas City EMS over
the recent months probably con-




tributed to our performance at the
Hyatt. And, it’s true that recent
disaster planning efforts probably
also helped. But it wasn’t the Public
Utility Model, our administrative
cfforts, or any disaster procedure
that delivered the goods at the Hyatt
disaster. It was just pcople.

And this is the point we would
most like to make: a smoothly func-
tioning, high-performance organiza-
tion was developed on the spot.
Leaders emerged, and were recog-
nized and allowed to lead because
they were capable, willing, and
because it was necessary. Many of
the 11 functional areas discussed
toward the end of this article could
well be viewed as ““departments’’ of
an ongoing organization. People,
mostly all by themselves, formed an
organization, almost departmen-
talized, evolved managers, assistant
managers, and a work force with the
intelligence and maturity to take
direction from those who could and
would lead. These ‘‘department
heads’" worked together almost as
though the organization had evolved
formally and over a period of years.
That’s what recally happened.

Now, we're all feeling the after-
shock. Our symptoms are diverse,
but it appears we all have them. At
the time, not everyone withstood the
strain, the test, with equal grace and
dignity. In a very few isolated
instances the strain overwhelmed,
tempers flared, and in a few un-
fortunate instances, individuals
attempted to exercise leadership by
virtue of their perceived authority.
That wasn’t necessary.

We supposed we could write a
disaster plan and include in it a
mandate that everyone will hold up,
no one shall lose his or her temper,
everyone shall respect the others,
and no one shall assume the role of
an ass. We could write it that way,
but it won’t work that way. We’ll do
better if we recognize that, with
hundreds of people injured and
hundreds ol others helping them, not
everyone will stand the stress equally
well. Not everyone will be star.

Under extreme stress, there is no
loss of honor in failing to perform
perfectly. Some individuals are
bound to lose control. Some will
attempt to mask their feelings of
helplessness by becoming over-
bearing, perhaps dictatorial,
seemingly in control. It’s bound to
happen. But success occurs when
those who can remain in control of

themselves are able to work around
those who can’t, without confronta-
tion, without animosity, and with the
same compassion and understanding
that we exhibit for the other victims
of the event.

We did very, very well. But many
of us are now confused by the power-
ful ripples of aftershock emotion.
Guilt, elation, fear, anger, disgust,
helplessness. . .all these feelings, for
some of us, come and go, sometimes
simultaneously, and we try to hide
them and go on about our business.
The disaster isn't over. We must
continue to help the victims who are
ourselves.

Epilogue

What does this mean about our
EMS system? For one thing, it means
Kansas City EMS may be getting
pretty good. Good enough to stop
improving? Hardly.

We are reminded of an analogy we
often use in comparing the evalua-
tion of an EMS system with the
evaluation of a marriage. We may be
willing to risk our lives for our mate
in a dramatic gesture of salvation.
But this does not prove our love, for
we are almost as likely to risk our-
selves to save a stranger. The
question isn’t whether 1 would risk
my life to save my wife; the question
is whether, on a Sunday morning,
sitting in my easy chair drinking
coffee and nursing a slight hang-
over, do | drink my coffeec more
slowly in hopes that she will get up
and bring me the next cup, or do I
toss down the last gulp so I can refill
our cups myself? It’s the little stuff,
the everyday stuff, that tests our
love.

In EMS, we must evaluate our-
selves on how we perform when the
adrenalin isn’t flowing. When the
drama isn’t present. Do we drop our
patients off and return to our units
quickly to be ready for the next call?
When dispatched, do we go en route
in 30 seconds, or do we take longer?
Do we read our trade journals faith-
fully so that we know what’s going
on in our industry? Our performance
must be judged in at least a hundred
not so dramatic ways.

So, back to work. Let’s see. ..we
left off trying to organize a new para-
medic assist program for fire depart-
ment personnel. ..and we've got to
in-service the dispatchers on the new
dispatch data system and the new
dispatch computer. . .and we’ve got
to redo our vehicle bid specs... [

Emergency Medical Equipment

The Bashaw
Cervical
Immobilizer
Device

is ready when
you are!!

Just simply snap the
CID to your Ortho-
Scoop, long or short
spine board, flex-cot, or
any other litter of about
the same size.

Complete head/neck immobiliz
ation — takes about 10 seconds
* Used with or without chinstrap
* X-ray permeable

* Washable

* Lightweight/unbreakable

MEDI-SPECS, INC.

(tormerly: Bashaw Cuslom Specialties)

4909-B Mobile Hwy. * Pensacola, FL 32506
904-455-7017

Patent Pending  Brochures on request
Dealer inguiries invited
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