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Abstract

As the corrosion of a societal safety net progresses in the era of social welfare reform, there are few

institutions that can still guarantee assistance to those in need. Emergency departments (EDs) in the

hospitals are perhaps the only local institution where professional help is mandated by law, with

guaranteed availability for all persons, all the time (including mass casualty incidents (MCIs) and

disasters), regardless of the problem. Although the ED serves as a true social safety net, its potential

as a social welfare institution generally goes underestimated, hampering its full development as an

effective societal resource. More disadvantages may go through the ED than through any other

community institution, making it logically a role not only for the treatment of acute illness, but also for

the identification of basic social needs and the extension of existing community resources. It is

especially true after the public health insurance has been implemented in Taiwan. By aiding com-

pletely incorporate the ED into the total care system, emergency physicians can become key per-

sons in the design and implementation of integrated sociomedical systems of care. No matter what

kind of insurance system has been adopted, the government should establish a good policy to back

up the work of ED at any time.(Ann Disaster Med. 2005;3:60-68)
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Introduction

The global increase in human population makes

critical impact on national finance and social wel-

fare system. As the decay of a societal safety

net progresses in the era of social welfare

reform, there are few institutions that can still

guarantee assistance to those in need. Emer-

gency departments (EDs) in the hospitals are

perhaps the only institution where professional

help is mandated by law, with guaranteed avail-

ability for all persons, all the time (including mass

casualty incidents (MCIs) and disasters), re-

gardless of the problem. The ED holds a spe-

cial position in a society including ours. The ED

is always easily accessible and 24-hour open,

and thus becomes one of the few institutions

available to help any person at any time with-

out reservation. The guarantee of assistance is

so essential that it has been incorporated in our

national laws requiring EDs to treat everyone

seeking care.1,2 Despite the immense social

power inherent in such an arrangement, most
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physicians and civic leaders see the ED as a

purely medical entity, rather than a vital social

institution. Such kind of viewpoint underesti-

mates the potential role for the ED in the total

care system, which may be more important than

the public or even policy-makers expect.

ED Crowding Versus Social Welfare

Reform

There is a global trend of ED crowding.3-6 In

the United States, both Medicaid beneficiaries

and the uninsured are already overrepresented

in the ED,7 even more of the country’s unin-

sured8 may be forced to seek ED care as com-

munity clinics face an increasingly competitive

health care marketplace. The same phenom-

enon is met in our society. After public health

insurance has been implemented, the ED be-

come busier and crowding. It is especially true

after global budget policy has been practiced

in 2004. Although the annual total visits were

similar, the stasis of these care-seekers be-

comes more and more severe.9 The same story

can be found in Canada. The loss of cross-sub-

sidization from government and private insur-

ance companies for many uninsured, the failure

of primary/managed care to curb preferential

ED use among high-risk groups, and the con-

sistently high ED visit rates all point to an ex-

panded role for the ED under health care

reform. The growing ED patients continue to

experience difficulties to convenient alternative

care.10

According to our laws, no ED may deny

coverage of emergency medical services to ei-

ther illegal or legal aliens. Increased dependence

on the ED for medical care not only seems in-

evitable under these circumstances, but actu-

ally appears intended by framers of the law.

Although the ED is not traditionally thought to

be a major social welfare institution, it seems

more and more elucidated under our social

policy. The ED is therein figured out as the only

component of the medical system and, the only

component of the entire social welfare system,

which is covered by our social policy for the

disadvantaged.

Social welfare is to create a community

that is healthy, safe and a good place to live,

work and play depends on the public and pri-

vate infrastructure. This interdependence, or the

“in-between,” is the common ground between

disparate organizations and communities’ so-

cial and economic infrastructure. When a com-

munity provides leadership and accountability

by managing the interrelations among and be-

tween its various organizational infrastructural

assets, community health and quality of life can

be markedly improved. For example, in the

United States, an individual’s educational level

correlates to his or her health status.11

To be successful in the next stage of their

evolution, ED and their back-ups, either in-hos-

pital or inter-hospital, need to learn to manage

the inter-agency or inter-department

relationship. This requires communication

among the various sections of society and also

willingness to put aside the “expert’s mantel”.

It is wise to have comprehensive listening, dia-

logue instead of debate, and getting the facts

together before jumping to the pre-set solution.
12

Medical education has primarily focused

on what goes on inside the walls of the hospital.

This perspective needs to be expanded through

outcomes research in population health. EDs

can serve as mediators for clinical, community,

and population-based research. This role can
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be expanded to cover applied clinical research,

community-based research on the determinants

of health, health disparities, health policy,

chronic disease management, outcomes

research, and preventive medicine. EDs have

better understand the interrelationship of

education, public safety, and health. EDs also

see the need to look at denominator issues

(populations) as well as numerator issues

(enrollees), and as such are better community

laboratories than health maintenance

organizations, one of the numerator-driven

models in which individuals are covered rather

than the community as a whole.

Advances in information systems technol-

ogy can provide the infrastructure to help us

with the task of outcomes research and will

provide the basis to improve quality, increase

accountability, and assist individuals with the

ability to provide self-care for chronic disease

management. Institutions that have often

achieved excellence in medicine, medical

education, and research now need to enter into

the community where they are no longer the

experts. They have to risk being the student and

give up command and control and share re-

sources to build a new accountability with the

community. If we engage the community suc-

cessfully in this relationship, building trust and

establishing new capability and capacity, such

as community responsive care, EDs will survive,

evolve, and continue their tradition of service.

The complexity of their challenge in the future

will not lessen, for that is the nature of

community.

Equality of ED Services

Though ED should be considered as a location

where the disadvantaged can be reached,13

most of them may have not assumed responsi-

bility for the social care. In the United States,

some community clinics had previously used

public insurance reimbursement to finance so-

cial and health service coordination for the poor,

but competition for managed care contracts will

likely force many clinics to scale back such

assistance.14-16 The same situation is found in

Taiwan. The health maintenance organizations

such as the Institute of National Health Insur-

ance do not include general preventive social

services and measures. A strong linkage be-

tween socioeconomic status and health has

been demonstrated in multiple studies17 not only

can poor health lead to disability and social

disarray, but social disadvantage can lead to

health problems.18-22 Even the ED acts as a kind

of social service agency on holidays or

weekends,23 but social service resources are

commonly lacking here nowadays.24 Some ef-

forts at social screening and intervention have

been successfully piloted in the ED,25-27 but vi-

tal services are often unavailable when needed

most.24 Although some EDs do have full-time

social workers, many do not. Others have re-

cently coped with dramatic cutbacks in their

professional staff due to financial burden. In

addition, there is still no agreement on what an

adequate screen for social need in this setting

is.28

The Social Work of the Emergency

Department

What the ED can do for the social care of the

disadvantaged may be based upon a compre-

hensive system for social screening, evaluation,

and coordination in conjunction with emergency

medical care. The ED could become a social

triage center, to which ED patients identified
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with pressing social needs could be referred for

screening evaluation and service coordination,

using preexisting community resources. The

social triage center would be located in the ED

and staffed by social workers, and could be as

small as a desk or as large as an office center.

It would build on the current model of medical

social work and case management, formalizing

and expanding the ED as outpost of the local

welfare office, and establishing it as an inte-

grated community resource. At present, social

workers at EDs in Taiwan always manage the

problems of child abuse, sexual assault and

some suicide cases more than the problems of

the disadvantaged. The upgrading of the con-

cepts in social care should be urged for both

emergency physicians and social workers.

However, the support for the social care

is decaying whereas health care system in gen-

eral including ED practitioners has only

expanded. Some hospitals have already identi-

fied the ED encounter as a valuable opportu-

nity for expanded service coordination29,30

where multidisciplinary ED discharge planning

has been proposed.31,32 A comprehensive sys-

tem of coordinated sociomedical care for all

high-risk ED patients remains to be built up.

The concept of targeted social intervention in

the ED has been developed with preliminary

benefits.25-27

Some researches suggested all patients

presenting to the ED would be screened by a

short panel of questions built into the standard

triage history or registration interview, designed

to detect hidden social needs. The questions

would reflect basic material, economic, social,

and health factors important to maintain a mini-

mum standard of well-being.33-34 The items to

be addressed are often never asked of the most

disadvantaged and are usually absent from stan-

dard medical evaluations, and the answers can

profoundly reflect on overall well-being. If any

major deprivation is identified, the patient would

be referred to the social triage center for a more

complete social evaluation for further social care

and referral if needed. This process would be

designed not to interfere with the formal medi-

cal encounter, and could occur in the social tri-

age area just before formal discharge.

When a community became more aware

of a hospital-based social triage system, there

is a concern that any referral system could be

quickly overwhelmed. Although such an out-

come could only be tested by time, the social

deprivations included in the screening instrument

are of such fundamental importance to basic

health that many communities would already

have the capacity to handle aid referrals by

means of a combination of public and private

resources. The charitable service system is so

fragmented in many communities, however, that

the coordination of such services can be more

of a problem than the availability of the ser-

vices themselves. In Taiwan, there are not

enough charitable institutions organized by the

government. The basic need for the disadvan-

taged is usually provided by non-government

organizations (NGO) instead of the government.
35-37 The phenomenon is worse than Euro-

American countries and may urge the EDs to

find more social resources to provide complete

aids for those in need. The linkage between ED

and social resources may be therein somewhat

different from other countries.

Resources are usually limited in any one

community, and no system can satisfy everyone.

But relatively simple assistance at a crucial time,

or a key referral or eligibility determination, can
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have important and long-lasting effects. A re-

cent U.S. study suggested that poor families may

choose to “heat or eat” during the winter months,

noting lower body weights among inner-city

children during this period.38,39 If the ED is a

primary institutional contact for many such fami-

lies but social needs are not formally addressed

here, then meaningful opportunities for local

resource use will almost certainly be lost.

Social Care as a Public Service and

Professional Responsibility

Some have suggested that intensive social in-

tervention in the ED can decrease hospital uti-

lization rates,40-42 but evidence of cost savings

is far from definitive. The impact of compre-

hensive social screening, referral, and service

coordination in a broad community population

remains still unproved. Few studies are designed

to evaluate the cost-effectiveness of an ED-

based program for social referrals,43 and cost

savings may be difficult to confirm in any pro-

gram that generates additional service referrals.

Emergency physicians work daily at the

interface of medicine and society and have a

special obligation to expand their scope of

practice. Emergency physicians need not com-

promise their primary mission to provide acute

medical care, nor need they personally screen

each patient for social needs. When the pro-

fessional caregivers provide help for the

disadvantaged, emergency physicians share a

responsibility to identify the patient encounter

for maximal medical and social benefit. Although

vulnerable populations attract public and po-

litical attention, the association between emer-

gency physicians and the development of health

systems for the disadvantaged has not been fully

established here. In fact, using their professional

status to advocate for systems that address the

social needs of vulnerable populations, emer-

gency physicians can become leaders in the de-

sign and implementation of integrated socio-

medical systems of care. Such systems can link

the fields of medicine, pubic health, disaster

medicine and social work into a single

enterprise. By helping design and pilot integrated

care systems, emergency physicians can posi-

tion themselves to effectively lobby government,

institutional, and community leaders for long-

term support of successful programs. Although

a more restrictive view of public assistance is

now the law of the land, many Americans might

support some additional measure of public

funding for programs designed to ameliorate se-

rious social need.44 Proof of cost savings is gen-

erally required of all new health system initiatives,

especially those involving social issues,40 but

individual health care leaders have begun to re-

evaluate system goals, recently calling on medi-

cal centers to help solve “major societal

problems.” 45 And although private charity is

perhaps relatively small in scale, it can contrib-

ute the resources necessary to coordinate dis-

parate parts of the local health and welfare

systems, helping to ensure maximum effect in

any one community.46

The social safety net is decayed gradually

in an era of social welfare reform, and few in-

stitutions guarantee assistance to those most in

need. The hospital ED is perhaps the only local

institution where professional assistance is ob-

ligated by law, with guaranteed availability for

all persons for all the time. Although the ED

serves as a true social safety net, its potential

as a social welfare institution is generally un-

derestimated More of the disadvantaged may

visit the ED than other community institutions.
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It is thus logical to establish ED a site not only

for the treatment of acute illness, but also for

the identification of basic social needs and the

provision of social resources. When the tradi-

tional system for identifying need and coordi-

nating social care has weaned, the ED gather-

ing a prominent position driven by health care

should be well-suited to help evaluate coordi-

nated social care as an integral part of total

community health in our country.

Expanded Role of ED Disaster Re-

sponse in Social Welfare

The organization of available supplies and the

organization of donations are two main prob-

lems regarded materials needed for a disaster

response. The initial 24 hours of any disaster

response usually rely on the available resources

within the disaster-stricken community. An or-

ganized approach for sorting and distributing

supplies to the disaster responders is essential

to prevent either waste or want. Various strat-

egies exist for accomplishing this task, and they

should be an integral part of all disaster response

programs. Disasters also result in massive do-

nation programs. Although funding is usually the

most critical need of a disaster area, massive

amounts of materials ranging from blankets to

medications usually arrive. The amount and

nature of these donations can be so significant

as to constitute a second disaster.47 Staffing and

resources must be allocated to manage the flow

of such materials in an effort to organize and

use needed items and to prevent the waste of

the less useful materials. ED thus provides emer-

gency care and disaster response which is one

of the critical components of social care or

welfare at the unusual times.

DMAT is an important component of di-

saster response. DMATs are categorized ac-

cording to their ability to respond. A Level-1

DMAT can be ready to deploy within 8 hours

of notification and then remain self-sufficient for

72 hours with enough food, water, shelter and

medical supplies to treat about 250 patients per

day. Level-2 DMATs lack enough equipment

to make them self-sufficient but are able to de-

ploy and replace a Level-1 team utilizing and

supplementing their equipment which is left on

site. Level-3 DMATs consist of teams in vari-

ous stages of development. Some of the DMAT

functions include triage of victims at the disas-

ter site, providing medical care in austere con-

ditions and maintaining casualty clearing. 48,49

DMATs can also provide care at a reception

area when the patient evacuation team is

activated. They can receive victims of the di-

saster in areas across the country that were

unaffected and thus can handle the large quan-

tity of injured people. After Chi-Chi earthquake,

our government has been engaged in the es-

tablishment of a good disaster response sys-

tem including DMATs since July 2000.50 Tai-

wan Society of Disaster Medicine has also set

up a registry program in our website (http://

www.disaster.org.tw) for Disaster Response

HOspital and PErsonnel registry (Dr. Hope

registry)51 under partial grant from the Depart-

ment of Health since 2001. In general, the

DMATs are composed of emergency physicians

and emergency medical technicians and play the

expanded role of social care in the social wel-

fare system. On the other hand, the uneven dis-

tribution of DMAT personnel and related re-

sources means need in reconsideration of so-

cial welfare reform.52

In conclusion, ED plays an essential role

in both medical care and social welfare, either
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at the usual times or during disasters. Such a

position needs multidiscipline support in the view

point of social care. No matter what kind of

insurance system has been adopted, the gov-

ernment should establish a good policy to back

up the work of ED at any time. By aiding com-

pletely incorporate the ED into the total care

system, emergency physicians can become key

persons in the design and implementation of in-

tegrated sociomedical systems of care.

References
1. Medical Law. Republic of China. Incor-

porated in 1986.

2. Emergency Medical Law. Republic of

China. Modified and incorporated in 2005.

3. McCaig LF, Stussman BJ. National Hos-

pital Ambulatory Medical Care Survey:

1996 emergency department summary.

Advance Data: Vital And Health Statistics

of the CDC/National Center For Health

Statistics, Dec 17, 1997; No. 293.

4. Fortin G: Health Information Division,

Policy, Planning and Information Branch,

Health and Welfare, Ottawa, Canada,

1992; cited in Weil T: Clinton’s health re-

form and emergency department volumes:

a return visit [editorial]. Ann Emerg Med

1993;22:852-4

5. Sisk JE, Gorman SA, Reisinger AL, et al.

Evaluation of Medicaid managed care:

Satisfaction, access, and use. JAMA 1996;

276:50-5

6. St Peter RF, Newacheck PW, Halfon N.

Access to care for poor children: Separate

and unequal? JAMA 1992;267:2760-4

7. US General Accounting Office: Emergency

Departments: Unevenly Affected by

Growth and Change in Patient Use. Re-

port to the Chairman, Subcommittee on

Health for Families and the Uninsured,

Committee on Finance, US Senate. Wash-

ington DC: US General Accounting Office

publication GAO/HRD-93-4, January

1993

8. US Census Bureau. Current Population

Survey, March 1997.

9. Report from Executive Yuan for Institute of

National Health Insurance. www.cy.gov.

tw/XMLPost/xml_di/attach/0942200008-

1.DOC

10. Young GP, Wagner MB, Kellermann AL,

et al. Ambulatory visits to hospital

emergency departments: Patterns and

reasons for use. JAMA 1996;276:460-5

11. Marmot MG. Improvement of social envi-

ronment to improve health. Geoffrey Rose

memorial lecture. Lancet. 1998;351:57–60

12. Gladwell M. The Tipping Point: How Little

Things Can Make a Big Difference. Boston:

Little Brown and Company, 2002

13. Bernstein E, Goldfrank L, Kellerman A, et

al. A public health approach to emergency

medicine: Preparing for the twenty-first

century. Acad Emerg Med 1994;1:277-86

14. Currie J. Welfare and the well-being of

children, in Welch F (ed): Fundamentals of

Pure and Applied Economics, vol 59.

Singapore: Harwood Academic Publishers,

1995

15. Buescher PA, Roth MS, Williams D, et al.

An evaluation of the impact of maternity

care coordination on Medicaid birth out-

comes in North Carolina. Am J Public

Health 1991;81:1625-9

16. Schlesinger M. Paying the price: Medical

care, minorities, and the newly competitive

health care system. Milbank Q 1987;65



Ann Disaster Med Vol 3 No 2 2005

67   ED Response and Welfare

(suppl 2):270-96

17. Kenkel PJ. Legislation extends SHMOs

through ’97. Modern Healthcare 1993;23:

8

18. Bunker JP, Gomby DS, Kehrer BH (eds).

Pathways to Health: The Role of Social

Factors. Menlo Park, CA: Henry J Kaiser

Family Foundation, 1989

19. James SA, Strogatz DS, Wing SB, et al.

Socioeconomic status, John Henryism, and

hypertension in blacks and whites. Am J

Epidemiol 1987;126:664-73

20. Geronimus A. The weathering hypothesis

and the health of African-American women

and infants, in Sen G, Snow RC (eds):

Power and Decision: The Social control of

Reproduction. Cambridge: Harvard Uni-

versity Press, 1994:77-100

21. Wise PH, Kotelchuch M, Wilson ML, et

al. Racial and socioeconomic disparities in

childhood mortality in Boston. N Engl J

Med 1985;313:360-6

22. Newacheck P. Poverty and childhood

chronic illness. Arch Pediatr Adolesc Med

1994;148:1143-9

23. Weinberger M, Oddone EZ, Henderson

WG. Does increased access to primary care

reduce hospital admissions? N Engl J Med

1996;334:1441-7

24. Soskis CW. The emergency room on

weekends: The only game in town. Health

Soc Work 1980;5:37-43

25. Birnbaum A, Calderon Y, Gennis P, et al.

Domestic violence: Diurnal mismatch

between need and availability of services.

Acad Emerg Med 1996;3:246-51

26. Ling LJ, Cooke JS, Kornfeld E. New mod-

els for emergency and ambulatory care at

academic health centers-Part I: New York

City. Acad Emerg Med 1995;2:836-43

27. Gerson LW, Rousseau EW, Hogan TM,

et al. Multicenter study of case finding in

elderly emergency department patients.

Acad Emerg Med 1995;2:729-34

28. Bernstein E, Bernstein J, Levenson S.

Project ASSERT: An ED-based interven-

tion to increase access to primary care, pre-

ventive services, and the substance abuse

treatment system. Ann Emerg Med 1997;

30:181-9

29. Dove HG, Schneider K, Gitelson D. Iden-

tifying patients who need social work

services: An interdisciplinary analysis. Soc

Work 1985;30:214-8

30. Hart RG, Ghidorzi AJ, VanRooyen MJ, et

al. Discharge information for emergency

department patients [letter]. Ann Emerg

Med 1996;27:392

31. Jerome GV, Hedges JR, Mann NC. A

structured approach to developing a com-

munity organization database [letter]. Acad

Emerg Med 1996;3:984-7.

32. Goldberg RM, Bernstein E, Anglin D, et

al. Health promotion and disease preven-

tion in the emergency department, in

Bernstein E, Bernstein J (eds): Case Stud-

ies in Emergency Medicine and the Health

of the Public. Sudbury, MA: Jones &

Bartlett, 1996:316-28

33. Weissert WG. Seven reasons why it is so

difficult to make community-based long-

term care cost effective. Health Serv Re-

search 1985;20:423-33

34. Mayer S, Jencks C. Poverty and the dis-

tribution of material hardship. J Human Re-

sources 1989;24:88-114

35. Charity support. Buddhist Compassion

Relief Tzu Chi Foundation. http://www2.



Ann Disaster Med Vol 3 No 2 2005

ED Response and Welfare   68

tzuchi.org.tw/

36. Charity support. Taiwan Root Medical

Peace Corps. http://www.taiwanroot.org/

cindex.html

37. Charity support. Eden Social Welfare

Foundation. http://www.eden.org.tw/

38. Blank R, Rugles P. When do women use

AFDC and food stamps? The dynamics of

eligibility and participation. National Bureau

of Economic Research Working Paper No.

4429, August 1993; cited in Currie J: Wel-

fare and the Well-Being of Children.

Singapore: Harwood Academic Publishers,

1995:36

39. Frank DA, Roos N, Meyers A, et al.

Seasonal variation in weight-for-age in a

pediatric emergency room. Public Health

Rep 1996;111:366-71

40. DeParle J. Slamming the door: The low

wage jobs of the new economy cannot pay

the rent. New York Times Magazine Oc-

tober 20, 1996, p. 52-57, 68, 94, 105

41. Wrenn K, Rice N. Social-work services in

an emergency department: An integral part

of the health care safety net (including “Fur-

ther thoughts from the reviewers”). Acad

Emerg Med 1994;1:247-53

42. Keehn DS, Roglitz C, Bowden ML. Im-

pact of social work on recidivism and non-

medical complaints in the emergency

department. Soc Work Health Care 1994;

20:65-75

43. Boyack V, Bucknum AE. The quick re-

sponse team: A pilot project. Soc Work

Health Care 1991;16:55-68

44. Bernstein E, Bernstein JA, Hayes VD, et

al. Emergency department substance abuse

intervention reduces overall hospital

charges and utilization [abstract no. 386].

Acad Emerg Med 1997;4:468

45. Bernstein E. AAMC Highlights, Newslet-

ter of the Society for Academic Medicine

December 1995;VII(10):6 [paraphrase of

J Cohen’s presidential address to the As-

sociation of American Medical Colleges

Annual Meeting 1995]

46. Blank RM. It Takes a Nation: A New

Agenda for Fighting Poverty. Princeton, NJ:

Princeton University Press, 1997

47. Quarantelli EL. Delivery of emergency

medical services in disasters: assumptions

and realities. New York: Irvington, 1985

48. Report from National Disaster Medical

System (NDMS), Office of the Emergency

Preparedness, USA. Available at http://

ndms. dhhs.gov/NDMA/ndms.html

49. Schultz CH, Koenig KL, Noji EK. A

medical disaster response to reduce

immediate mortality after an earthquake. N

Engl J Med 1996;334:438-44

50. Liang NJ, Shih YT, Shih FY, et al. Disaster

Epidemiology and Medical Response in the

Chi-Chi Earthquake in Taiwan. Ann Emerg

Med 2001;38:549-55

51. Report from Taiwan Society of Disaster

Medicine. Available at http://www.disaster.

org.tw

52 .Wang TL, Chen WJ, Chang H.

Misdistribution of disaster medical as-

sistance team: preliminary analysis of

DR. HOPE registration. Ann Disaster

Med 2002;1:1-10


