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Emergency Department-Based Disaster Response
System as a Social Welfare Resource

Tzong-LuenWang, MD, PhD*3; Chi-Ren Hung, MD?

Abstract

Asthecorrosion of asocieta safety net progressesintheeraof social welfarereform, therearefew
ingtitutionsthat can still guarantee ass stanceto thosein need. Emergency departments(EDs) inthe
hospitalsare perhapsthe only loca institution where professional help ismandated by law, with
guaranteed availability for dl persons, al thetime (including mass casualty incidents (M Cls) and
disasters), regardlessof theproblem. Althoughthe ED servesasatruesocia safety net, itspotential
asasociad wefareingtitution generally goesunderestimated, hampering itsfull development asan
effective societal resource. More disadvantages may go through the ED than through any other
community ingtitution, makingitlogically arolenot only for thetrestment of acuteillness, but dsofor
theidentification of basic social needs and the extension of existing community resources. Itis
especidly trueafter the public healthinsurance has been implemented in Taiwan. By aiding com-
pletely incorporatethe ED into thetota care system, emergency physicians can becomekey per-
sonsin the design and implementation of integrated sociomedical systemsof care. No matter what
kind of insurance system has been adopted, the government shoul d establish agood policy to back
up thework of ED at any time.(Ann Disaster Med. 2005; 3: 60-68)
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Introduction

Theglobd increasein human popul ationmakes
critica impact onnationa financeandsocia wel-
fare system. Asthe decay of asocieta safety
net progresses in the era of social welfare
reform, there arefew institutionsthat can still
guarantee assistance to those in need. Emer-
gency departments (EDs) inthe hospitalsare
perhapstheonly institutionwhereprofessiona
hel pismandated by law, with guaranteed avail-
abilityford| persons dl thetime(includingmass

casualty incidents (MCls) and disasters), re-
gardless of the problem. The ED holds a spe-
cid pogtioninasociety includingours. TheED
isalwayseasly accessible and 24-hour open,
and thus becomes one of the few institutions
availableto help any person at any timewith-
out reservation. Theguarantee of assstanceis
so essential that it hasbeen incorporated in our
national lawsrequiring EDstotreat everyone
seeking care.l2 Despite the immense social
power inherent in such an arrangement, most
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physicians and civic leaders seethe ED asa
purely medical entity, rather than avital social
institution. Such kind of viewpoint underesti-
matesthe potentia rolefor the ED in thetotal
caresystem, whichmay bemoreimportant than
the public or even policy-makersexpect.

ED Crowding Versus Social Welfare
Reform

Thereisaglobal trend of ED crowding.>®In
the United States, both Medicaid beneficiaries
and theuninsured areaready overrepresented
inthe ED,” even more of the country’s unin-
sured® may beforced to seek ED careas com-
munity clinicsfaceanincreasingly competitive
health care marketplace. The same phenom-
enon ismet in our society. After public health
insurance has been implemented, the ED be-
comebusier and crowding. Itisespecialy true
after global budget policy has been practiced
in 2004. Although the annual total visitswere
similar, the stasis of these care-seekers be-
comesmoreand more severe.® The same story
can befoundin Canada. Thelossof cross-sub-
sdization from government and privateinsur-
ancecompaniesfor many uninsured, thefailure
of primary/managed careto curb preferential
ED use among high-risk groups, and the con-
sistently high ED visit ratesall point to an ex-
panded role for the ED under health care
reform. The growing ED patients continue to
experiencedifficultiestoconvenient dternative
care.’

According to our laws, no ED may deny
coverage of emergency medical servicestoei-
therillega orlegd aiens. Increased dependence
ontheED for medical carenot only seemsin-
evitable under these circumstances, but actu-
ally appearsintended by framers of the law.
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AlthoughtheED isnot traditionaly thought to
beamajor socia welfareingtitution, it seems
more and more elucidated under our social
policy. TheED isthereinfigured out astheonly
component of themedical systemand, theonly
component of theentiresocia welfaresystem,
which iscovered by our socia policy for the
disadvantaged.

Socia welfareisto create acommunity
that is healthy, safe and agood placeto live,
work and play depends on the public and pri-
vateinfrastructure. Thisinterdependence, orthe
“in-between,” isthe common ground between
disparate organizationsand communities so-
cial and economicinfrastructure. Whenacom-
munity provides|eadership and accountability
by managing theinterrel ationsamong and be-
tweenitsvariousorganizationd infrastructural
assets, community helthand quality of lifecan
be markedly improved. For example, in the
United States, anindividual’ seducational level
correlatesto hisor her health status.™*

To besuccessful inthenext stage of their
evolution, ED andtheir 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 thevarious sectionsof society and also
willingnessto put asidethe*“expert’ smantel”.
Itiswiseto have comprehensivelistening, dia-
logue instead of debate, and getting the facts
together beforejumping to the pre-set solution.
12

Medica education hasprimarily focused
onwhat goesoninsdethewallsof thehospital.
Thisperspectiveneedsto beexpanded through
outcomes research in population health. EDs
canserveasmediatorsfor clinical, community,
and popul ation-based research. Thisrole can



be expanded to cover applied clinical research,
community-basedresearchonthedeterminants
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. EDsalso
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
mode sinwhichindividualsarecoveredrather
than thecommunity asawhole.

Advancesininformationsystemstechnol -
ogy can provide the infrastructure to help us
with the task of outcomes research and will
providethebasistoimprovequality, increase
accountability, and assist individualswith the
ability to provide self-carefor 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 havetorisk beingthestudent and
give up command and control and sharere-
sourcesto build anew accountability with the
community. If weengage the community suc-
cessfully inthisrelationship, building trustand
establishing new capability and capacity, such
ascommunity responsivecare, EDswill survive,
evolve, and continuetheir tradition of service.
Thecomplexity of their chalengeinthefuture
will not lessen, for that is the nature of
community.

Equality of ED Services
Though ED should be considered asalocation
where the disadvantaged can be reached,*®
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most of them may have not assumed responsi-
bility for the socid care. In the United States,
some community clinics had previously used
publicinsurance reimbursement to finance so-
cial and hedlth servicecoordinationfor thepoor,
but competitionfor managed carecontractswill
likely force many clinics to scale back such
assistance.*** The same situationisfound in
Tawan. Theheath maintenanceorganizations
such asthe Institute of National Health Insur-
ance do not include genera preventive socia
services and measures. A strong linkage be-
tween socioeconomic status and health has
been demongtratedinmultiplestudies’” not only
can poor health lead to disability and social
disarray, but social disadvantage can lead to
health problems.*% Eventhe ED actsasakind
of social service agency on holidays or
weekends,” but socia service resources are
commonly lacking here nowadays.** Someef-
fortsat social screening and intervention have
been successfully pilotedinthe ED,2 but vi-
tal servicesareoften unavail ablewhen needed
most.* Although some EDs do havefull-time
socia workers, many do not. Othershavere-
cently coped with dramatic cutbacksin their
professional staff dueto financial burden. In
addition, thereisstill no agreement onwhat an
adequate screen for social need in thissetting
iSZS

The Social Work of the Emergency
Department

What the ED can do for the social care of the
disadvantaged may be based upon acompre-
hensivesystemfor socid screening, evauation,
andcoordinationinconjunctionwithemergency
medical care. The ED could become a socia
triage center, to which ED patientsidentified
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withpressing socid needscould bereferredfor
screening eval uation and service coordination,
using preexisting community resources. The
social triage center would belocatedinthe ED
and staffed by social workers, and could be as
small asadesk or aslarge asan office center.
It would build on the current model of medical
social work and casemanagement, formaizing
and expanding the ED as outpost of thelocal
welfare office, and establishing it asan inte-
grated community resource. At present, socia
workersat EDsin Taiwan aways managethe
problems of child abuse, sexual assault and
some suicide cases more than the problems of
the disadvantaged. The upgrading of the con-
ceptsin socia care should be urged for both
emergency physiciansand socia workers.

However, the support for the socid care
isdecaying whereashedlth caresystemin gen-
eral including ED practitioners has only
expanded. Somehospital shavealready identi-
fied the ED encounter as avaluable opportu-
nity for expanded service coordination®*
wheremultidisciplinary ED dischargeplanning
has been proposed.®-* A comprehensive sys-
tem of coordinated sociomedical carefor all
high-risk ED patients remainsto be built up.
The concept of targeted socia interventionin
the ED has been devel oped with preliminary
benefits.>?

Some researches suggested all patients
presenting to the ED would be screened by a
short panel of questionsbuilt into the standard
triagehistory or registrationinterview, designed
to detect hidden social needs. The questions
would reflect basic material, economic, socidl,
and health factorsimportant to maintainamini-
mum standard of well-being.>*3** Theitemsto
be addressed are often never asked of themost
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disadvantaged and areusudly absent fromstan-
dard medical evaluations, and theanswerscan
profoundly reflect onoveral well-being. If any
major deprivationisidentified, thepatientwould
bereferredtothesocial triage center for amore
completesocid eva uationfor further socid care
and referral if needed. Thisprocesswould be
designed not to interferewith theformal medi-
cal encounter, and could occur inthe socid tri-
ageareajust beforeformal discharge.

When acommunity becamemoreaware
of ahospital-based social triage system, there
isaconcern that any referral system could be
quickly overwhelmed. Although such an out-
come could only betested by time, the social
deprivationsincludedinthescreeninginstrument
are of such fundamental importanceto basic
health that many communitieswould already
have the capacity to handle aid referrals by
means of acombination of public and private
resources. The charitable service systemisso
fragmentedinmany communities, however, that
the coordination of such servicescan bemore
of aproblem than the availability of the ser-
vices themselves. In Taiwan, there are not
enough charitableingtitutionsorganized by the
government. Thebasi c need for the disadvan-
taged isusually provided by non-government
organizations(NGO) instead of thegovernment.
337 The phenomenon is worse than Euro-
American countriesand may urgethe EDsto
find moresocia resourcesto providecomplete
adsfor thoseinneed. Thelinkagebetween ED
and socia resourcesmay betherein somewhat
different fromother countries.

Resourcesareusually limitedin any one
community, andnosystemcansatisty everyone.
Butrdatively smpleassstanceat acrucid time,
or akey referrd or eigibility determination, can



have important and long-lasting effects. A re-
centU.S. study suggested that poor familiesmay
chooseto* heat or eat” duringthewinter months,
noting lower body weights among inner-city
children during this period.®* If the ED isa
primary ingtitutiona contactfor many suchfami-
liesbut socia needsarenot formally addressed
here, then meaningful opportunitiesfor local
resourceusewill amost certainly belost.

Social Care as a Public Service and
Professional Responsibility
Some have suggested that intensive socia in-
terventioninthe ED can decrease hospital uti-
lization rates,***2 but evidence of cost savings
isfar from definitive. Theimpact of compre-
hensivesocia screening, referral, and service
coordination inabroad community population
remainsstill unproved. Few studiesaredesigned
to evaluate the cost-effectiveness of an ED-
based program for socia referrals,® and cost
savingsmay bedifficult to confirmin any pro-
gramthat generatesadditiona servicereferrals.
Emergency physicianswork daily at the
interface of medicine and society and havea
special obligation to expand their scope of
practice. Emergency physi ciansneed not com-
promisether primary missionto provideacute
medical care, nor need they personally screen
each patient for socia needs. When the pro-
fessional caregivers provide help for the
disadvantaged, emergency physicianssharea
respons bility toidentify the patient encounter
formaximal medical andsocia benefit. Although
vulnerable populations attract public and po-
litical attention, theassociation between emer-
gency physiciansandthedevel opment of hedlth
systemsfor thedisadvantaged hasnot beenfully
established here. Infact, usngtheir professona
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statusto advocatefor systemsthat addressthe
social needs of vulnerable populations, emer-
gency physi cianscan becomeleadersinthede-
sign and implementation of integrated socio-
medical systemsof care. Such systemscanlink
the fields of medicine, pubic health, disaster
medicine and social work into a single
enterprise. By hepingdesignandpilotintegrated
care systems, emergency physicianscan posi-
tionthemsd vestoeffectivelylobby government,
institutional, and community leadersfor long-
term support of successful programs. Although
amorerestrictive view of public assstanceis
now thelaw of theland, many Americansmight
support some additional measure of public
fundingfor programsdesignedtoamelioratese-
rioussocia need.* Proof of cost savingsisgen-
erdlyrequiredof dl newheathsyseminitiatives,
especidly thoseinvolving social issues,® but
individual hedlth careleadershavebeguntore-
evauatesystemgods, recently callingonmedi-
cal centers to help solve “major societal
problems.” * And although private charity is
perhapsrelatively smal inscale, it can contrib-
ute the resources necessary to coordinate dis-
parate parts of the local health and welfare
systems, hel ping to ensure maximum effectin
any onecommunity.*

Thesocid safety netisdecayed gradually
inan eraof social welfarereform, and few in-
stitutionsguarantee assistancetothosemostin
need. Thehospital ED isperhapstheonly local
ingtitution where professional assi stanceisob-
ligated by law, with guaranteed avail ability for
all personsfor al thetime. Although the ED
servesasatrue social safety net, its potential
asasocial welfareinstitutionisgenerally un-
derestimated More of the disadvantaged may
vigttheED than other community institutions.
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Itisthuslogical to establish ED asitenot only
for the treatment of acuteillness, but aso for
theidentification of basic social needsand the
provision of social resources. When thetradi-
tional system for identifying need and coordi-
nating social care hasweaned, the ED gather-
ing aprominent position driven by health care
should bewell-suited to help eval uate coordi-
nated social care as an integral part of total
community healthinour country.

Expanded Role of ED Disaster Re-
sponse in Social Welfare
Theorganization of available suppliesandthe
organization of donations are two main prob-
lemsregarded materials needed for adisaster
response. Theinitial 24 hours of any disaster
responseusudly rely ontheavail ableresources
withinthedisaster-stricken community. Anor-
ganized approach for sorting and distributing
suppliesto the disaster respondersisessential
to prevent either waste or want. Various strat-
egiesexist for accomplishingthistask, and they
shouldbeanintegra part of al disaster response
programs. Disastersa so result in massivedo-
nationprograms.Althoughfundingisusudly the
most critical need of adisaster area, massive
amountsof material sranging from blanketsto
medi cations usually arrive. The amount and
nature of these donations can be so significant
asto condtituteasecond disaster.*” Staffing and
resourcesmust beall ocated to managetheflow
of such materialsin an effort to organize and
use needed items and to prevent the waste of
thelessuseful materials. ED thusprovidesemer-
gency care and disaster responsewhichisone
of the critical components of social care or
welfareat theunusual times.

DMAT isanimportant component of di-
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saster response. DMATS are categorized ac-
cording to their ability to respond. A Level-1
DMAT can beready to deploy within 8 hours
of notificationandthenremainsdf-sufficientfor
72 hourswith enough food, water, shelter and
medical suppliestotreat about 250 patientsper
day. Level-2 DM ATslack enough equipment
to makethem self-sufficient but areableto de-
ploy and replace aL evel-1 team utilizing and
supplementing their equipment whichislefton
ste. Level-3DMATscons st of teamsin vari-
ousstagesof development. Someof theDMAT
functionsincludetriageof victimsat thedisas-
ter Site, providing medical carein austerecon-
ditionsand maintaining casuaty clearing. %4
DMATSs can aso provide care at areception
area when the patient evacuation team is
activated. They can receivevictimsof thedi-
saster in areas across the country that were
unaffected and thus can handle thelarge quan-
tity of injured people. After Chi-Chi earthquake,
our government has been engaged in the es-
tablishment of agood disaster response sys-
temincluding DMATssince July 2000.* Tai-
wan Society of Disaster Medicinehasalso set
up aregistry program in our website (http://
www.disaster.org.tw) for Disaster Response
HOspital and PErsonnel registry (Dr. Hope
registry)>* under partial grant fromthe Depart-
ment of Health since 2001. In general, the
DM ATsarecomposed of emergency physicians
andemergency medical techniciansandplay the
expanded roleof socia careinthesocia wel-
faresystem. Ontheother hand, theunevendis-
tribution of DMAT personnel and related re-
sources means need in recons deration of so-
cid welfarereform.®

Inconclusion, ED playsan essentia role
in both medical careand socia welfare, either



at the usual times or during disasters. Such a
positionneedsmultidisciplinesupportintheview
point of social care. No matter what kind of
insurance system has been adopted, the gov-
ernment should establishagood policy to back
up thework of ED at any time. By aiding com-
pletely incorporate the ED into thetotal care
system, emergency physi cianscanbecomekey
personsinthedesignandimplementationof in-
tegrated sociomedical systemsof care.
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