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Summary

This is a study of twelve emergency organizations heavily in-
volved in the community response to the Indianapolis Coliseum explo-
sion on October 31, 1963 when 81 persons were killed and nearly 400
injured, It was the worst disaster in the history of Indiana,

A description and analysis of the structure, disaster activity,
and operational problems of each of the following organizations is
presented: Indianapolis Police Department, Indianapolis Fire Depart-
ment, Indianapolis and Marion County Civil Defense, Indianapolis Area
Chapter of the American Red Cross, Indiana State Police, Marion
County Coroner's Office, Indlm; Salvation Army, and five Indianapolis
hospitals, Organizational problems ranged from insignificant to serious,

Major inter- and intra-organizational changes occurring in the
year after the disaster are also discussed. In the main, few changes in
the structure or functioning of organizations occurred,

The monograph concludes with a more general discussion about
organizational environment, mobilizati on, communication, coordina-
tion and contmol, as they pertain.to disaster responses, These are related

to problems of pre-planning for community disasters,
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PREFACE

This is one of a series of sociological monographs on disaster
behavior issued by the Disaster Research Center (DRC) of The
Ohio State University. The monographs will range from detailed
case studies of specific organizations in a particular disaster to
theoretical analyses of abstract variables involved in all extreme
stress situations. This monograph is primarily a case study of the
responses of the major emergency organizations in Indianapolis
to the Coliseum explosion.

Although the first systematic account of a disaster by a social
scientist appeared as early as 1920 in Prince’s depiction of the Halifax
explosion,' there are few scholarly reports available even today.’
There are, of course, innumerable journalistic descriptions of dis-
asters. However, the vast majority simply serve to reinforce my-
thological beliefs about disaster behavior and give the illusion
that we know, at least at the descriptive level, the range of human
and group responses to large-scale emergencies.’ The simple fact
is that our verified knowledge of social reactions to disasters is
quite limited. The present monograph, case study though it is,
therefore contributes to the small body of factual description we
currently have about disaster behavior.*

Furthermore, there is very little in the disaster literature about
the activation, mobilization, and responses of organizations in dis-
asters. Most accounts depict the reactions of individuals rather
than complex groups.® This monograph is almost exclusively fo-

! Samuel Henry Prince, Catatrosphe and Social Change (New York: Columbia Uni-
versity, 1920),

2 The limited numbcr of studics available can be scen by examining Disaster Research
Group, Field Studies of Disaster Behcvior: An Inventory, No. 14, (Washington, D.C.:
National Academy of Sciences—National Research Council, 1961).

3 For a discussion of some of the myths see E. 7. Quarantelli, “Images of Withdrawal
Bechavior in Disasters: Some Basic Misconceptions.  “ocal Problems, 8 (Summer, 1960),
pp. 68-79.

¢ The best single summary is by Charles E. Fritz, “Disaster,” Contemporary Social
Problems, Robert Mcrton and Robert A, Nisbet (eds.), (New York: Harcourt, Brace and
World), 1961), pp. 651-696.

5This is noted in William Form, Charles Loomis ez al., “The Persistence and
Emergence of Social and Cultural Systems in Disaster,” .4merican Sociological Review,

21 (1956), pp. 180-185.
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viii DISASTER IN AISLE 13

cused on the latter aspect. It does not pretend to deal with all
aspects of the disaster. There is very little in the monograph, for
instance, about the specifically medical aspects as such, including
treatment and care of the injured, although other hospital activities
are discussed. Likewise, the actions of volunteers are examined
only to the extent that they affected in some way organizational
functioning. Similarly, the psychological reaction of spectators at
the Coliseum is only alluded to in passing as part of the environ-
mental context of organizational operation. In short, this is a study
only of organizational responses and not of all activities which
resulted from the disaster.

Naturally, not all organizations involved in the disaster are
discussed, and of those examined, some are considered in more
detail than others. Singled out for attention are the 12 organiza-
tions which appeared to be most active in the emergency activities.
They represent the kinds of complex groups inevitably involved
in community response to a large-scale disaster in a metropolitan
arca. The differential attention paid to various organizations in
this monograph is in part a reflection of their degree of involve-
ment in post-disaster activities, as well as the fact that some
groups scemed to provide more insight into the operations of
organizations in di.asters than did others.

The materials upon which this monograph is based were col-
lected in various ways in three different visits by DRC teams to
Indianapolis.” Data were obtained through tape recorded interviews
with organizational officials, tapes of communication transmissions,
agency logs, post-disaster group critiques, field observations, ad-
ministrative documents, disaster plans, and mass communication
accounts. Some material was obtained with the understanding that
it could be used only for background purposes and nowhere iden-
tified or even directly alluded to in the monograph. The confiden-
tiality of such data has been strictly maintained even though this
has sometimes required a limited discussion of a few topics. We
have also changed the names of almost all nongovernmental or-

8 The first visit to Indianapolis, the morning after the explosion, was used by the DRC
primarily as a training trip for new members of the staff. Consequently, this study was not
as systematic nor did it involve as many interviews as have later field studies.
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ganizations as well as the names, addresses, and telephone numbers
which appear in various transcribed logs.

In any study of this kind there will be discrepancies in reports
of participants regarding the same incidents or situations. Indian-
apolis was no exception to this problem. Much of the variation of
this kind can be attributed to different vantage points for obser-
vation, different values placed on the activities engaged in, and
different interpretations of perceived behavior. Some of the dif-
ferences in account are simply the result of faulty memory; in
very rare instances, of a possible desire to conceal some specific
item or other.

The author has made the best effort possible to reconcile dis-
crepancies. In general, he presents the overall version of the event
which is most in harmony with all the available data. In two
or three instances it was impossible to reconcile different accounts
or reports. In those few cases the seemingly most reliable version
has teen used.

In no sense is this monograph a criticism of the activities of
any group or person. What is contained here is not in any way
an “investigation” to assign blame. Such a search is a frequent
reaction after a “man-made” disaster’ and did occur in Indian-
apolis. However, for rescarch purposes the concept of blame is
useless. Blame is, in fact, a phenomenon that has to be studied,
rather than a conceptual tool which can be used for analytical
purposes.” This monograph attempts to understand what happened
in the organized response to this particular disaster. In secking
this understanding the author had the full luxury of hindsight
and the advantage of reflection, and this is undoubtedly reflected
in the descriptive account set forth. Descriptions, of course, can
be read in different ways. If any read the descriptive accounts
as assigning blame, however, we believe it indicates more about
the values the reader is bringing to the account than it does about
the intent of the author in setting forth the description.

7 See Rue Bucher, “Blame and Hostility in Disaster,” American Journal of Sociology,
62 (1957), pp. 467-475.

8 See Thomas E. Drabek and Enrico L. Quarantelli, “Scapegoats, Villains, and Dis-
asters,” Transaction, 4 (1967), pp. 12-17.
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Finally, it should be noted that this monograph is actually the
first of the series of case studies to be issued by the Disaster Re-
search Center. As such, the author, Dr. Drabek, now a member
of the Sociology Department at the University of Denver, has
had a much more difficult task than the writers who will follow
oim. Later studies will have the advantage of building upon this
one which clearly represents a step in the direction of developing
not only knowledge about the functioning of organizations under
stress, but in helping to contribute to an eventual sociology of
complex organizations.

E. L. QUARANTELLI
Co-Director,
Disaster Research Center
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INTRODUCTION

On October 31, 1963, a violent explosion suddenly ended the
performance of the “Holiday On Ice” show which was being pre-
sented in the State Fairgrounds Coliscum at Indianapolis, Indiana.
Fifty-four persons were killed immediately, either from the charring
burst of flames or from the tons of concrete which, after being
thrown high into the air, fell with crushing impact. Nearly 400
others were injured.' Twenty-seven of the injured later died raising
the final death count to 81, the highest single death toll ever to occur
in an Indiana disaster.?

Indianapolis, with a population of 476,288, is the capital of
Indiana and is geographically situated almost directly in the center
of the state.” The Indiana State Fairgrounds is located approximately
four miles north of the downtown area. The grounds are bounded
on two sides by highways number 36 (38th Street) and 37 (Fall
Creck Parkway) ; these roads intersect near the main entrance of the
Fairgrounds. (See Diagram 1.) The Coliseum, located about 200
yards from the main entrance, has an oval shape with a dome-like
roof. The building is 358 feet long and 251 feet wide; the arena arca
is 270 by 120 feet with a reported total seating capacity of 7,839.°

It was raining very hard in Indianapolis the night of October 31,
1963. Several hundred extra-duty and auxiliary police were active
throughout the city to prevent Halloween vandalism. It was Shrine
Night at the Coliseum where 4,327 spectators were enjoying the
final minutes of the “Holiday On Ice” show. The show had started

1 There are minor discrepancies in casualty figures given in different reports parricularly
as to the number of injured. For purposes of consistency, only the injured figures obtained
from the Indianapolis Area Chapter of the American Red Cross are used in this report.
See Table 1.

2 The highest previous disaster death toll in Indiana was recorded on October 1, 1869,
when a boiler exploded at the Indiana State Fairgrounds. UPI News Release, November 1,
1963.

3These population figures are from the 1960 census; population at the time of the
disaster was somewhat higher.

¢ Wilbur L. Walls, “Indianapolis Coliseum Explosion,” Quarterly of The National
Fire Protection Association, 57 (April, 1964), pp. 392-398.

il
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DIAGRAM 1—Location of Indianapolis Emergency Organizations

Indiana State
Fairground
—

Three Moich Rd.

§ n

LEGEND

) Indionapolis Fire Dept.

2. Indianapolis Police Dept.
Marion County Coroner

3. Indiana Stote Pclice

4, Salvation Army
5. Red Cross Chapter House

6. Civil Defense
7-11. Hospital

about 10 or 15 minutes late and the last act was ending. Most of the
skaters were preparing to enter the rink for the grand finale.

At 11:06 p.m., an explosion rocked the Coliseum. It uplifted
about 700 square feet of floor at the cast end of the building, throw-
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INTRODUCTION 3

ing spectators, concrete, and seats upward and outward toward the
ice rink. A supporting wall under the permanent stands also dis-
lodged at the top causing another 500 squarc feet of floor to cave in.’
Although a few spectators seated at a distance initially appeared to
have thought that the noise was part of the show (since there had
been small “explosions” of flash powder in some of the comic acts),
most persons quickly recognized something serious had happened.

Fortunately the lights remained on and the small band continued
to play. Though one or two cases of slight panic flight were reported,
most people immediately moved toward exits in an orderly manner.
A second explosion of much lesser intensity occurred minutes after
the first.® It was accompanied by a fireball which flared 40 feet high.
(See Plate 1.) Fear of additional explosions probably encouraged
many of the persons still milling around to leave as quickly as
possible. Assisted by Coliseum personnel and Shriners, the audience
was well-behaved in evacuating the building.

The focus of activity of persons remaining in the building was
the pit more than 50 feet wide that had been created by the initial
explosion which occurred directly below the box scats along Aisle
13. In a tangled pile there were a mass of rubble, pieces of masonry,
splintered wood, twisted girders, and human bodies. After the
second explosion, a small fire also burned in the crater.

Dead and injured victims lay beneath pieces of concrete ranging
from the size of a fist to slabs weighing 5 to 10 tons. Burns were
suffered by many; some bodies were so charred that later identifica-
tion could only be confirmed through indirect methods such as
dental records. Burns occasioned about one-fourth of the deaths
on the scene. Aside from burns, the other casualties were primarily
caused by the massive chunks of concrete. Head injuries appeared
to have been responsible for perhaps half of the total killed.

Within a minute after the explosion, the incident was reported
to Indianapolis Fire Headquarters, which precipitated a mobilization
of community groups and agencies to cope with the crisis. In the

5 The footage figures are from Walls, op. cit., p. 394. For a discussion of the physical
cause of the cxplosion scc Appendix 2.

6 Time estimates of from threc to cight minutes after the first explosion are given by
different sources. The shorter time span is probably more accurate but no definite evidence
is available.

R LRI . S e T
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INTRODUCTION 5

following chapter is presented a description of the immediate organi-
zational response to the emergency.

In Chapter III, specific organizational analyses are presented
of 12 of the organizations most heavily involved in the immediate
response. Each organization is analyzed with regards to structure,
disaster activity, and operational problems incurred in the emergency.
Chapter IV presents an overview of major disaster-linked events
that occurred in the subsequent year. Both the community response
and organizational changes taking place through sut the year follow-
ing the explosion are discussed. Following those chapters, in which
a social history of the disaster is presented, so to speak, observations
of a more sociological nature are presented. Two appendixes contain-
ing supplemental information conclude the report.

A
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THE COMMUNITY EMERGENCY RESPONSES

This chapter presents a global reconstruction of the activities of
those organizations which compose the emergency social system’
of the Indianapolis community. The sequence of events is sketched
from the time of the explosion until 17 hours later (at 4:00 p.m.
Friday) when the Coliseum was vacated and placed under Indiana
State Police security. A detailed description of the activities of each
separate organization is presented in the following chapter; this
broad overview is offered first so that the specific analyses might
be more easily placed into a larger context.

THE INITIAL RESPONSE

News of the explosion reached almost all the major crisis or-
ganizations® in the community very rapidly. Alerted, these groups
began immediately to mobilize their personnel and resources. Most
followed standard operating procedures or emergency plans. There
was little delay in either initial notification or mobilization (except
in the case of some hospitals).

For example, within a minute after the explosion, an off-duty
fireman who was in the audience telephoned the dispatcher at
Fire Headquarters. He stated only that a large explosion had oc-
curred. This report started the first emergency equipment to the
scene and also alerted the Indianapolis Police radio dispatcher of
the event. (Police and fire radio dispatchers monitor each other’s

1 The term is from Barton, See Allen H. Barton, Social Organization under Stress: A
Sociological Review of Disaster Studies (Washington, D.C.: National Academy of Sciences—
National Research Council, 1963) and Allen H. Barton, “The Emergency Social System,”
Man and Society in Disaster, George W. Baker and Dwight W. Chapman (eds.), (New
York: Basic Books, Inc., 1962), pp. 222-267.

2By the term “major crisis organizations” we refer to those wbhich have major
components or plans for the total organization which are activated in community disasters.
Both the activities of these components and the orientation of these plans are toward mini-
mizing community damage and disruption. The intent is toward the maintenance of the
community system rather than the maintenance of the operating organization, e.g., Police and
Fire Departments, Civil Defense, Red Cross, The Salvation Army, general hospitals, and
public health departments (in the case of disasters involving health hazards such as
epidemics).

7
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8 DISASTER IN AISLE 13

calls.) Seconds later another off-duty fireman, who was also in the
audience, telephoned Fire Headqia-ters. He too was brief but
did state: “I don’t know how bad 1t is, | imagine we need some
ambulances t00.™ A fire department dispatcher then called Sa-
maritan Hospital and requested that all three of their ambulances
be sent to the scene. One of the dispatchers also checked with
Police Headquarters to ensure that they were aware of the disaster.
This was at 11:11 p.m.

Two minutes before, the radio dispatcher ai the Indianapolis
Police Headquarters had already requested information as to how
soon radio cars 404 and 405 could leave the small fire with which
they were then occupied. An officer with Unit 404 replizd that
he would check and notify the dispatcher immediately. Car 50,
overhearing the exchange, called in to say that it was near the
Coliseum and would report on the situation there, momentarily.
Unit 404 then notified the dispatcher that it would be occupied
for some time at the local fire scene. At 11:15 p.m., Car 50 pro-
vided the first police report from the explosion site: “There’s quite
a few iiijured people up here and there is quite a bit of bedlam.
We could use whatever assistance you have.” No more than 10 min-
utes after thc explosion additional police cars were dispatched to
the scene.

However, before these police units arrived, firemen on Engine
28, housed near the main entrance to che Fairgrounds, were moving
in through the massive exodus of spectators. The fire in the blast
arca was quickly attacked. Rescue efforts were immediately ini-
tiated.

The first fire departnent report from the scene was from a
fireman on Engine 28. He requested ambulances and the gas
company emergency squad. When asked how many were hurt,
the fircman replied: “Oh Hell! I imagine around 50. 75, maybe
100!”

The fire dispatching office immediately radioed the Indianapolis
Fire Chief, the Assistant Chief, the Fire Prevention Chief, and

3 The Indianapolis Police and Fire Departinents tape-record most official radio and
telephone conversations. Quoted passages in this repoi: were extracted from such tapes with
only names, addresses, telephone numbers, and other personal information being changed.
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also sent another engine and a rescue squad to th= Coliseum. Police
Headquarters was again contacted and given this information.
Using the Civil Defense “call list,” fire dispatchers notified local
CD ofhcials of the explosion. Almost immediately after his arrival,
the District Chief (No. 5) who responded to the initial alarm
called back from the scene. He emphasized that additional man-
power, not fire fighting equipment, was needed. He also requested
that all hospitals be alerted. A fire squad and wo trucks were
dispatched.

Whi'e driving his own sound and communications truck in
downtown Indianapolis, a Civil Defense staff officer heard the
police and fire radio reports and immediately started for the
Coliseum. En route, he radioed the dispatchers of three major crisis
organizations, as well as other persons, to notify them of the dis-
aster and to let them know he was en route. Other staff members
of the local CD unit, alerted :t home, went directly to the local
Headquarters.

Since the Coliseum is located on State property, custodial police
cn duty at the buiiding followed prior instructions on emergency
procedure and telephoned the Indiana State Police. Three State
Policemen were scat to the scene.

Both the Red Cross and The Salvation Army initially learned
of the disaster through information coming co the attention of a
volunteer in each of the organizations. Each volunteer, upon learn-
ing of the explosion, contacted an official in his own group who
in turn mobilized his agency. Mobilization partly involved the
immediate sending of some organizational personnel to the dis-
aster site.

Inside the Coliseum, it became apparent that first aid supplies,
blankets, and transportation for the injured were badly needed.
Many victims were also trapped under the heavy concrete :ubble.

See Plate II.) Electric hack saws were tried but proved too slow
in cutting through the heavy slabs reinforced with steel rods. The
District Fire Chief thereupon called for heavy equipment.
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CONVERGENCE AT THE FAIRGROUNDS

Organizational mobilization resulted in rapid personnel and
material convergence at the disaster scene. Since it was Halloween
night, extra City Police, Sheriff’s Deputies, and CD Police were on
duty. Upon learning of the explosion, large numbers of such persons
began to converge at the Fairgrounds. In addition, many volunteers
with station wagons, buses, and heavy equipment started to arrive
at the Coliseum. A massive ring of traffic congestion soon surrounded
the Fairgrounds which hindered removal of the injured and other
emergency operations of organizations.

After the first report from Car 50, the Indianapolis Police Depart-
ment dispatcher began dispatching several police units to the scene.
At 11:23 p.m. a police car issued the first request for equipment.
The police radio dispatcher immediately sent all available police
wreckers. Other police cars continued to be sent in at varying times
for different purposes.

Civil Defense officials telephoned both the Indianapolis Police
and Fire Headquarters to let them know that the CD office was
open and to find out what was needed at the disaster scerie. Fire
Headquarters indicated that some type of lift was needed. Using the
CD inventory of emergency equipment, a lift was quickly located
and directed to the Coliseum. In response to the call from CD, the
officer at Police Headquarters who was stationed at the complaint
telephone replied, “We need everything we can get.” Individuals
with house jacks, acetylene torches, large wrecking bars, etc. were
located by CD officials and sent to the scene. The County CD
Director issued orders that the boxes of burn dressings stored at the
Red Cross Chapter House be brought to the Coliseum. Seeing that
his staff was well organized, the Director loaded his station wagon
with medical supplies and drove to the Fairgrounds.

The CD communications staff officer who had heard the initial
fire and police radio calls while driving in the downtown area
arrived at the Coliseum about 11:20 p.m. He parked his truck where
the cattle barn joins the Coliseum so that he could see activities in
both areas. (The cattle barn, contrary to what its name might imply,
is a large, open, and clean arca about 50 yards west of the Coliseum.)
At this time much of the emergency equipment was beginning to
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arrive. However, as individuals drove up, they would stop, jump out,
and run directly into the Coliscum leaving their vehicles in the
strect. Within a short period of time cars and trucks completely
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blocked the road in front of the building. Car 50, the first police
unit on the scene, had upon arrival requested that police cars follow-
ing it block off the main gate of the Fairgrounds to “Keep as
many people out of here as possible,” but its plea had not been im-
mediately heeded.

About 11:25 p.m. the CD communications staff officer “took
things into his own hands.” Utilizing the PA system on his truck,
he requested that the Indianapolis Police officers and State Fair-
grounds Traffic Division personnel work on control of traffic in
and around the north side of the cattle barn. With his PA system and
radio, he instructed all ambulance drivers to come in the north
entrance of the cattle barn, load the injured, then exit through
the west entrance. (See Diagram 2.)

The cattle barn thus rather quickly became a sort of triage section
where victims were held until transportation arrived to take them
to the hospitals. One of the several cars relaying requests and in-
formation to the police radio dispatcher asked him to broadcast this
information to all police units which he did.

An appeal for station wagons was aired over police and fire
radios, and also over several commercial radio and TV stations,
some of which had sent mobile units to the Fairgrounds. These
appezls, of course, sent much additional traffic to the scene. Several
funeral homes contacted Police and Fire Headquarters and were
instructed to send all available ambulances to the Coliseum.

The Division Secretary of the Indiana Salvation Army unit
and the staff officer who had telephoned him arrived at the Coliseum
about 11:25 p.m. Upon seeing the size of the disaster, the Division
Secretary immediately telephoned all other staff officers in the
city. One staff officer (a Captain) called one of the local Salvation
Army missions where the mobile canteen was stored. He informed
them of the disaster and instructed them to start making coffee and
to get the canteen ready. He then left for the mission building.

The CD communications staff officer was able to get little in-
formation on hospital conditions but did get word from the Marion
County Sheriff’s Office that Fort Thompson Hospital (a nearby
military base) could take several patients. He directed some am-
bulance drivers to go to Fort Thompson, Indianapolis, and other
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such distant hospitals anticipating that they would take patients
only to the closest hospitals.

During this time officials at Indianapolis Police, Fire, and Civil
Defense Headquarters were continually dispatching wreckers, trucks,
buses, first aid equipment, acetylene torches, house jacks, large
wrecking bars, etc. to the Coliseum. Two fire trucks were ordered
to take all available blankets and sheets from their fire house. Two
police cars were sent to Samaritan E.uspital to get additional blankets.

The Red Cross field worker radioed back to the Chapter House
(where many committee chairmen vrere organizing their emergency
groups) that blankets, cots, stretchers, and plastic sheeting for
those bodies charred by the blast were needed. Motor Service person-
nel loaded several station wagons with such items and rushed
them to the scene

By the time the three Indiana State Police officers originally dis-
patched had arrived, it was apparent to them that the explosion
was larger than first reported. They called back to the dispatcher
at State Police Headquarters who telephoned the Superintendent
of the Indiana State Police, and an identification expert. The troopers
had initially reported that there were 12 to 15 dead. Subsequent
reports kept adding to the total number of known casualties so
that additional State Police were continually being sent to the scene.

The County CD Director arrived at the Coliseum about 11:35
pm. He checked with his communications officer, urged him to
continue his coordination efforts, and assigned a doctor to assist him
in directing ambulances. Word came from inside the Coliseum that
a mobile crane was needed. The CD communications officer radioed
the County Sheriff dispatcher and asked him to contact the police
at Speedway, a suburb of Indianapolis. The Speedway Police were
requested to contact the owner of the Midwest Heavy Equipment
Company and borrow one of their mobile cranes. In a few minutes
the dispatcher radioed back that the crane was on its way with a
police escort.

During this time the Indianapolis Fire and Police radio dis-
patchers were also attempting to locate a crane. Numerous telephone
calls were received concerning the need for ¢ crane, and all callers
were instructed to send cranes to the Coliseum.
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At 11:40 p.m. the Executive Director of the local Red Cross
chapter received a telephone call from the Eastern Area Field Repre-
sentative for Central Indiana, who had just heard of the explosion
on her radio. She asked if she was needed; the Executive Director
suggested that she come directly to Indianapolis. However. before
leaving her home in Lebanon, Indiana, she telephoned the Disaster
Duty Officer for the Eastern Area and informed him of the event.

Upon hearing of the disaster, the Colonel in charge of the hos-
pital at Fort Thompson telephoned the Indianapolis Police De-
partment to find out if assistance was needed. After being told
of the urgency of the situation, he contacted his superior, request-
ing authorization to send Army ambulances and to open the Fort
Thompson Hospital for civilian use. Army ambulances were im-
mediately sent to the scene.

When finai word was received from Fort Thompson that the
hospital had been opened, the police officer at the complaint tele-
phone checked with the radio dispatcher to see if the hospital
facilities were still needed. The radio dispatcher relayed the infor-
mation he had just received from the scene. The officer at the
complaint telephone then requested that the Fort Thompson off-
ciai dispatch the medical unit directly to the Coliscum. Almost
simultaneously, however, a call was received at Fort Thompson
from the County Sheriff's Office stating that patients were on
their way to the base hospital. As a result, only part of the medical
unit was ever sent to the Coliseum.

The Marion County Coroner was notified of the disaster by
the Doctors’ Exchange. He went directly to the Coliseum and ar-
rived there at 11:45 p.m. Since the Coroner was one of the first
physicians to arrive, his immediate concern was with the living
injured still trapped under the rubble. These victims could not
be removed until heavy equipment arrived, so he obtained icenti-
fication from several of them and ad.ninistered injections of
morphine.

More and more groups arrived. The Midwest Pharmaceutical
Company, a large drug manufacturer, released doctors and nurses
from their regular schedules to assist at the Coliscum. They also
sent 7 trucks, 2 buses, as well as drugs. Emergency crews from
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the local gas company, called by the Fire Department dispatchers,
inspected their facilities in the Coliseum. Supervisory personnel
from the telephone company arrived to restrict some phone lines
to outgoing calls only. Several dozen ambulances came and went.
In addition, individual volunteers of all kinds poured into the area.

The police had by now established some security restrictions
about four blocks from the main entrance as well as at all gates
leading into the Fairgrounds. Thus, a little after 11:46 p.m., the
Chief of Police, en route to the Coliseum, came upon the first police
units four blocks from the Fairgrounds. However, the officers
were slowly losing their attempts to keep the main roads open
for ambulances, buses, station wagons, and other rescue vehicles
that were taking victims to hospitals. Traffic was matted almost
into a solid ring around the disaster area.

ESTABLISHMENT OF THE COMMAND POST

Gradually, the center of the ring of congestion surrounding the
Fairgrounds began to fill up, greatly constricting movement within
the Coliseum and the immediate outside area. In an effort to halt
this increasing “choking effect,” the Indianapolis Chief of Police
assumed overall command, established police security at all en-
trances to the Fairgrounds, and finally issued orders to “shut off
everything coming in.” This was done.

When the Chief of Police and his Deputy had first reached
the Coliscum about 11:50 p.m., they were almost immediately
confronted by the County CD Director who suggested that a
command post be established. Secing the extremely unorganized
conditions within the building and having just fought his way
through the congested traffic outside the Fairgrounds, the Chief
of Police decided that such a post should be established at the
Administration Building across the street from the Coliseum. This
post, in operation by midnight, was controlled by five officials:
the Indianapolis Chief of Police, the Director of Civil Defense,
the County Sheriff, a representative of the Indiana State Police,
and the County Coroner. The Chief ordered that portable radio
equipment located at Police Headquarters be set up at this com-
mand post.
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By this time, most of the injured had been removed except
for those trapped beneath rubble. One Deputy Police Chief (Opera-
tions Division), utilizing police portable loudspeakers and the
Coliscum public address system, attempted to coordinate the con-
tinuing rescue efforts. He was assisted by the Indianapolis Fire
Chief. There was an attempt to use wreckers, but they were of
little value since the rubble had to be lifted, not dragged.

A large mobile crane from the Midwest Heavy Equipment
Company arrived about 12:50 a.m., and gradually began to lift
pieces of rubble and place them out of the way. For obvious rea-
sons, all rescue personnel were instructed by the Deputy Police
Chief to move out of the damaged area of the Coliseum. Rescue
workers were closely directed by the Deputy Chief. Five LP gas
tanks were found in the rubble and taken to Indianapolis Fire
Department Headquarters.

In the meantime, the other Deputy Chief of Police established
police security at the entrance of the Coliseum. He then assisted
the County Coroner in the establishment of a temporary morgue.

Since the number of victims far exceeded first estimates and
since the ice could form a “natural” morgue, the coroner decided
that the dead should not be removed. The Deputy Chief instructed
police to rope off a section of the arena to serve as a morgue.
Bodies were separated by sex, and all percunal belongings removed
by Deputy Coroners. All items taken trom bodies were listed on
“Coroner’s slips,” typed by clerical help from the County Coroner’s
Office. The dead were laid on sections of plywood stored in the
arena; badly burned bodies were covered with plastic sheeting
supplied by the Red Cross. Identification” experts from State Police
and the Indianapolis Police assisted the Coroner throughout this
operation. (See Plate III.) )

Shortly after midnight the Superintendent of the Indiana State
Police arrived. After an appraisal of the situation, he immediately
ordered that portable radio equipment be brought to the Adminis-
tration Building. A State Police identification expert had agency
identification forms (i.c., missing persons reports) brought to the
scene.
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About 12:20 a.m. the Salvation Army canteen truck arrived. It
was parked outside the Coliseum, and the Salvation Army officers
immediately began to distribute hot coffee. Later, a grill inside
the Coliscum was also operated by personnel from this organi-
zation.

The Red Cross Motor Service personnel who previously had
been transporting first aid supplies, blankets, cots, stretchers, etc.
arrived with their canteen shortly thereafter. Red Cross nurses,
initially assembling at the local Chapter House, also began to reach
the scene soon afterwards.

By this time a massive amount of assistance was being dis-
patched to the Coliseum by the Indianapolis Fire and Police
Departments, Civil Defense, local radio and television stations,
and the numerous other groups responding to the emergency.
Literally hundreds of nurses, doctors, first aid volunteers, wreck-
ers, cranes, station wagons, etc. outside the Fairgrounds made
efforts to get inside the Coliscum. A mass of humanity and
equipment had converged and filled almost all the space within
and just outside the building.

Officers at the Indianapolis Police Headquarters alone received
numerous telephone calls from volunteers and sent to the scene
at least 16 station wagons, 14 wreckers or trucks, 5 buses, 6
ambulances from funeral homes, and 16 cars with nurses or first
aid personnel.’ In addition, many volunteers telephoned the Fire
Department, State Police, or Civil Defense, and were also sent
to the Colissum. Many others responded to radio or TV appeals
without first checking with any other source. All helped to
compound the congestion that completely surrounded the Fair-
grounds, and which now was greatly constricting movement
within the Coliseum itself.

Finally, at 1:47 a.m. the Chief of Police instructed the police
radio dispatcher to inform all police units to bar any further
traffic, including ambulances and first aid personnel, from enter-
ing the Fairground.

4 In many cases, organizational records made reference to more than one unit, such as
scveral trucks, but we counted these as one unit since a defirite figure could not be
ascertained. Therefore, the figures represent an cxtremely low estimate of the equipment
sent to the scene by the Police Department.
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AN ORGANIZATIONAL MEETING

Officials from the major emergency organizations represented
at the scene met at the Administration Building where the com-
mand post had been established. Procedures for identification
of the dead were outlined and questions of authority were re-
solved.

Prior to the meeting, however, contact was made by the
Chief of Police with a committee member of the State Fair
Board. This Board officia’ authorized organizational use of all
administrative offices, tciephones, and office equipment in the
Administration Building.

Shortly before 2:00 a.m. the Chief of Police had heads of
different organizations informed that a general meeting was
to be held at the command post as soon as possible. The Chief
also ordered that notification of the meeting be given to both
Deputy Chiefs of Police. The meeting was held about 2:00 a.m.
A representative from the State Police, the Indianapolis Fire
Chief, the County Coroner, Sheriff, and Civil Defense Director
were also present at the meeting.

The Chief of Police, acting as “general coordinator,” stressed
the need for an orderly system for the identification of the dead.
The Coroner reported that immediate identification had been
possible in only 21 cases; of these the next of kin were to be
immediately contacted by chaplains (four local priests and min-
isters) afhliated with the Indianapolis Police Department.

The Chief of Police suggested that the following procedure
be instituted: All relatives wishing to make an identification
would first be escorted to the Administration Building, which
was to continue to serve as the command post. After preliminary
information was obtained on the “missing person or persons,” the
relatives would be escorted across the street to the Coliseum.
There they would be allowed to look at the bodies.

At this point the question of jurisdiction was raised by the
Superintendent of the Indiana State Police. Since the Fairgrounds
and the Coliseum were state property, it was noted that the
State Police should be in charge. Until this time, the Indianapolis
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Chief of Police had directed most coordination efforts, aside
from the actual rescue activity which was directed by the In-
dianapolis Fire Chief and his District Chief. The decision was
reached that the change in command should take place, but
that it would be done gradually.

HOSPITAL ACTIVITY

Most hospitals received no official notification of the disaster.
However, when they learned of it, either through victims coming
into the hospital or indirectly as a result of radio or television
broadcasts, emergency disaster plans were activated. Inability to
communicate with officials at the Colisceum prevented hospital
administrators from learning the extent of the disaster or the
possible number of victims they could anticipate receiving. One
consequence was an extremely uneven distribution of victims
in the different hospitals. At all institutions much time and
effort were spent in preparing additional bed space. It was early
Friday morning before most of the hospitals returned to normal
procedures.

Initially, when personnel at local hospitals received word of
the disaster, they immediately activated their disaster plans.
Physicians, nurses, and other members of the medical staff re-
ported to their institutions (in most cases without being called).
Off-duty non-health staff members such as dietary, housckeeping,
and maintenance personnel arrived at their hospitals almost as
soon as the first victims. No hospital reported any shortage of
personnel. In fact, one hospital reported that with staff members
and volunteer 1nedical personnel, it was able to staff shock areas
with a ratio of two or more nurses to each patient.

The uneven distribution of victims resulted from three fac-
tors. First, many ambulance drivers apparently ignored the in-
structions of the CD communications officer and took victims
only to nearby hospitals. Presbyterian Hospital, located near
the Coliseum, received 120 victims, whereas Samaritan Hospital,
the one best prepared to handle emergency cases, received only
27 patients. Second, officials at the Coliseum and elsewhere had
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little information as to actual involvement of the hospitals in
the emergency. For example, officers at Police Headquarters in-
formed several callers that most of the victims were being taken
to Samaritan Hospital. Third, many victims left the disaster
scene with friends or relatives who, in many cases, took them
immediately to the nearest hospitals. First word of the disaster
at St. Luke’s Hospital, closest to the Coliseum, was received
from victims who arrived in taxi cabs.

Some victims who arrived at the hospitals had only minor
lacerations and were released after treatment in emergency
rooms. Others had serious multiple injuries and were admitted.
The burden of diagnosis, treatment, and care fell primarily upon
five local hospitals: Presbyterian Hospital, St. Luke’s Hospital,
Indianapolis Hospital, Samaritan Hospital, and St. Anthony Hos-
pital. (See Table 1 for a detailed summary of hospital treat-
ment and admission statistics.) Some victims went to hospitals
outside the metropolitan area. In one or two instances, perscas
drove nearly 60 miles to their local hospitals. Geographical loca-
tions of nearby towns where disaster victims were treated and/or
hospitalized are presented in Diagram 3.

Not all hospitals in the Indianapolis metropolitan area re-
ceived patients. Williams University Medical Center, for example,
has no emergency facilities, so no patients were sent there.
However, the Medical Center functioned in a very impcetant
supporting role, supplying more than 70 pints of blood plus
many medical students and professional nurses. The Indiana
Hospital, where only one patient was admitted, performed a
similar function.

There was little communication between rescue workers at
the Coliscum and officials at the hospitals. Thus, hospital officials
could not learn the extent of the disaster and consequently did
not know whether to launch a full-scale disaster effort. Attempts
were made to obtain information from various disaster agencies,
such as the Indianapolis Police Department, as to how many
additional patients might be anticipated. These agencies had
little information and therefore could provide little guidance.

—_
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Personnel at several hospitals prepared extra beds in areas
not normally used for such purposes. At St. Anthony 30 cets
were set up in the auditorium. Staff members at Presbyter.an
Hospital moved a second bed into private rooms, set up beds
in the corridors of each nursing unit, installed beds in the post-
anesthesia recovery room, and filled the beds in the intensive
care unit. Corridors and similar space were used at St. Luke’s
to house patients, and at Indianapolis Hospital all 14 patients
admitted were temporarily kept in the recovery room.

A doctor at St. Luke’s Hospital (one of the hospitals that
was overloaded, receiving 87 patients) became greatly concerned

TABLE 1-—Summary of Hospital Statistics

Total Number of Number of
Hospital Disaster Victims Disaster Total Bed
P Treated (includes Victims Capacity®

those hospitalized) Hospitalized

Indianapolis Metropolitan Area

Highland Clinic 5 1 42
Indiana 1 1 727
Indianapolis 70 14 360
Presbyterian 120 65 816
St. Anthony 20 4 NFA®*
St. Luke's 87 43 265
Samaritan 27 15 611
Outside Metropolitan Arca

Elwood 8 2 70
Fort Thompson 7 5 50
Franklin 1 1 128
Lebanon 5 3 84
Noblesville 4 0 NFA
Tipton 4 4 79
Anderson 3 3 257
Columbus 2 1 180
Danville 2 2 NFA
Lafayette 1 0 338
Martinsville 3 3 75
Muncie 2 2 450
Shelbyville 2 1 110

|
|

Total 374 Total 170

*Source: Guide Issue, Journal of the American Hospital Association, August 1, 1962,
Chicago, lllinois.
** No Figures Available.

o T IR ——



24 DISASTER IN AISLE 13

DIAGRAM 3—Indianapolis and Nearby Towns
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about a possible blood shortage. He contacted the Executive Di-
rector of the local Red Cross chapter and urged that an appeal
for blood donors be made over radio and TV. To avoid addi-
tional congestion at the hospitals, donors were requested to go
to the Red Cross Chapter House. This announcement was aired
about 2:00 a.m. In a short time, over 200 would-be blood donors
had converged at the Chapter House. At most hospitals the re-
serve blood supply proved to be adequate. Also many donors
went directly to hospitals. As a result, the prospective donors
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assembled at the Chapter House were sent home after a short
wait without having donated any blood.

Numerous telephone calls were received at Police Headquar-
ters from individuals asking where to go to give blood, and
if any type of age limit existed. Unaware of the decision to send
them to the Red Cross Chapter House. police officers instructed
such volunteers to go directly to the nearest hospital. Many went,
although some who went to hospitals undoubtedly were persons
who had heard the appeal for blood donors over the mass media.

However, even prior to the radio and television announce-
ments, Red Cross personnel were telephoning potential blood
donors. The calls, using the chapter’s special files, were made
to known type “O” blood donors. Twenty persons, following
upon a request, were sent to Samaritan hospital.

Since there had been near full occupancy before the explosion,
steps were taken to free beds for the victims that remained in
the hospital. Surgery for the following day was cancelled and
physicians determined what patients could be discharged early.
However, it soon became apparent that these steps would not
be necessary. At Presbyterian Hospital, for example, all emer-
gency surgery was completed by 6:00 a.m. and all scheduled
operations, except tonsillectomies, were performed. Indianapolis
Hospital was ready for the Friday surgery scheduled by 7:00 a.m.
Samaritan Hospital, which received far fewer victims than it
could readily have handled, had no problem meeting its regular
schedule for the following day.

REMAINING CONCERNS: THE DEAD,
THE PRESS, AND THE CAUSE

Meanwhile, officials at the Coliseum were working on three
major problems. At the meeting of emergency organizational
heads, held at the command post established by the Chief of
Police, a procedure was established for processing the bodies
in the temporary morgue. Later a press conference was held
and questions were answered by officials from various organi-
zations operating in the disaster. Investigations into the cause

el
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of the blast were begun and were greatly intensified as the legal
implications became evident.

Immediately after the meeting at the command post, the
County Coroner and identification experts from the Indianapolis
Police Department and the Indiana State Police returned to the
Colissum to continue preparing the bodies for identification.
They were assisted by Red Cross nurses and doctors associated
with CD. Faces were cleaned, and mangled, twisted limbs were
straightened as much as possible. Rubber runners were laid on
the ice to facilitate walking and to cover pools of blood.

The CD communications staff officer moved his sound truck
into the Coliseum where it was used by the Coroner and others
engaged in identification of the dead. Through the use of this
radio equipment many messages related to casualty identifica-
tion were transmitted to the various emergency organizational
headquarters. Later, temporary telephones were installed in the
truck to facilitate communication efforts.

A few relatives who wished to attempt identification began
to arrive about 3:00 a.m. They were escorted to the Administra-
tion Building where police interviewers obtained the necessary
data describing the person being sought. This information was
obtained through the use of State Police identification forms.
The relatives were then escorted across the street to the tem-
porary morgue. Here they were met by an official from either
the Coroner’s Office, the State Police, the Sheriff's Office, or the
Indianapolis Police Department, who reviewed the information
in the written report. After asking a few additiona! questions,
this official took the relatives to view those bodies which best
fitted the description. As a body was identified, State Police tele-
phoned the funeral home designated by the relatives.

Several organizations attempted to construct casualty lists.
Indianapolis Police, State Police, and Red Cross nurses were all
independently sent (apparently without knowledge that other
personnel were making similar efforts) to each of the hospitals
to obtain lists of injured. However, the local Red Cross Chapter
House eventually became a clearing house for such information.
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After much cross checking, about 5:30 a.m. a complete cas-
ualty list was constructed, dittoed, and sent from the Chapter
House to the command post at the Fairgrounds. This list was
revised twice during the day.

Additional telephones, earlier requested by the Red Cross
Executive Director, were installed by the telephone company.
Radio and television announcements were broadcast which stated
that all inquiries about casualties should be made at the Red
Cross Headquarters. It was also announced that the Red Cross
switchboard would open in the morning. When opened at 6:00
a.m., the switchboard immediately “lighted up like a Christmas
tree” and remained that way until about noon.

At 6:30 a.m. the Indianapolis Police officially turned control
over to the Indiana State Police. Except for those assisting the
County Coroner, all remaining city police left the area. State
Police established security at all entrances to the Fairgrounds,
the Administration Building, and the Coliseum.

About 7:00 a.m. relatives desiring to make identifications
began to arrive in large numbers; by 7:30 a.m. so many had
arrived that lines started to form. However, no serious problems
resulted and by 3:00 p.m., Friday afternoon, all but two of the
bodies had been identified. Confirmations of several identifica-
tions were made through matching fingerprints appearing on
identification cards found in purses, dental x-rays, and in one
instance through the examination of scar tissue on muscle fibers
beneath the badly burned skin.

As ordered by the Chief of Police, a press conference was
held at 3:30 a.m. Heads of each emergency organization were
present. The Chief of Police first summarized the activities that
had taken place, gave an overall summary of the number of
dead and injured, and explained the procedures which were being
used to identify the dead. Questions were then permitted and
were answered by various organizational heads, whoever had
the most current information directly related to the question.

Investigation into the cause of the disaster was begun by the
State Fire Marshal, the Indianapolis Fire Prevention Chief, and
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the State Police soon after the injured were removed from the
Coliseum. As previously indicated, the five LP gas tanks found
in the rubble were immediately taken to Indianapolis Fire De-
partment Headquarters where they were placed under security
by the Indianapolis Police. The name stenciled on the tanks was
the Midwest Gas Corporation, a local LP distributor. Once it
became public knowledge that LP gas tanks were suspected
to have played a role in the explosion, the Fire Marshal was
put under pressure to answer several questions. The following

interview was typical:
Reporter:

State Fire Marshal:
Reporter:

State Fire Marshal:
Reporter:
State Fire Marshal:

Reporter:
State Fire Marshal:
Reporter:
State Fire Marshal:
Reporter:

State Fire Marshal:

Is it against the code to have liquid gas inside a pub-
lic building?

Yes, sir.

Then apparently there is some kind of violation here
somewhere?

I would think so; it indicates that at least.

Is this dependent upon a permit in any way?

They make an application to us when they want to
install any volatile liquids including gas and they
ask for a permit and we issue permits and then we
inspect to see that it is done properly or installed
properly.

Now, who is supposed to ask for this?

Anyone who wished to use it or install it.

Would this be a concessioner or soracthing like that?
I would think so.

My information from the Governor’s Office, sir, that
there were two checks made from that office and no
permit had been asked for or had been issued.

We made a hasty search of our records today and we
find no application on file for such permit nor no
permit having been issued. Mr. Wayne Boyd, the
structural engineer from the Indianapolis Building
Council, and I went out and made a hasty check of
the structure this afternoon. We went over the struc-
ture as near as possible and it is our finding that it
is not in immediate danger; however, when the
debris is all cleaned away, we plan on making an-
other more extensive investigation of the entire
structure.®

8 Extracted from a television news report presented on WISH-TV, Indianapolis, Indiana,

November 1, 1963, 9:30 p.m.
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About 3:30 p.m. Friday afternoon, the County Coroner or-
dered the two remaining unidentified bodies be taken to Samari-
tan Hospital. They were identified on Saturday. He also ordered
the Coliseum to be closed. An announcement to this effect was
broadcast by the CD communications officer over the loud
speaker system on his sound truck. Shortly after 4:00 p.m., nearly
everyone had left the Coliseum except the State Police stationed
at the entrance.

A summarized time sequence of major events from the time
of the explosion until the Coliseum was closed at 4:00 p.m. Fri-
day is presented in Table 2. More detailed descriptions of ac-
tivities of each group are a part of the specific organizational
analyses which appear in the following chapter. With this overall
description in mind, however, these separate analyses can more
readily be placed into context.

TABLE 2—Time Sequence of Major Events

Time Event

11:06 p.m. The explosion occurred.

11:06 Off-duty fireman telephoned Indianapolis Fire Department.
11:10 Indianapolis Fire Department District Chief arrived at Coliseum.
11:10 Executive Director of Red Cross notified of disaster.
11:15 First Indianapolis Police car reported from Coliscum.
11:20 Civil Defense office opened.
11:20 CD communications staff officer arrived at Fairgrounds.
11:30 Indiarapolis Fire Chief reached Coliscum.
11:35 Marion County CD Director arrived at Coliseum.
11:45 Marion County Coroner reached explosion site.
11:50 Indianapolis Chief of Police arrived at Coliseum,
11:55 Command post established at Administration Building.
12:05 a.m. Superintendent of State Police reached Coliseum.
12:20 The Salvation Army canteen arrived at disaster scene.
12:50 Crane from Midwest Heavy Equipment Company arrived at Coliscum,
1:47 All incoming traffic was shut off into Fairgrounds.
2:00 Meeting of organizational heads in Administration Building.
3:30 Press conference in Administration Building.
6:00 Red Cross switchboard opened.
6:30 Indianapolis Chief of Police turned control over to Superintendent of Indiana
' State Police.
7:30 Large numbers of relatives arrived to make identifications at temporary

morgue in Coliscum.

3:00 p.m. All but two bodies identified.

4:00 The two unidentified bodies were taken to Samaritan Hospital; the Coli-
scum was vacated and placed under State Police security.

e



ORGANIZATIONAL ANALYSES

Analyses of the 12 organizations most directly involved in the
Coliseum disaster are presented in this chapter. These include:
Indianapolis Police Department, Indianapolis Fire Department,
Indianapolis and Marion County Civil Defense Office, Indianapolis
Area Chapter of the American Red Cross, Marion County Coroner’s
Office, Indiana State Police, The Salvation Army and five hospitals:
Presbyterian, Samaritan, St. Luke’s, St. Anthony, and Indianapolis.
First, the pre-disaster structure of ecach organization is very briefly
outlined, followed by a more detailed description of its disaster
activities. Each final section presents a discussion of operational
problems incurred by that organization. This format is followed
for all organizations except the five hospitals which are analyzed
collectively rather than individually.

INDIANAPOLIS POLICE DEPARTMENT

The Police Department played an important role in the im-
mediate post-disaster period. Shortly after he arrived at the scene,
the Chief of Police established a command post and assumed over-
all command of the rescue effort. However, many operational
problems resulted from the inadequate information that Police
Headquarters was getting from the actual disaster scenc. Since
only limited communication facilities existed at the Fairgrounds,
the Headquarters was flooded with telephone inquiries requesting
information about the conditions at the Coliseum, as to needed
assistance, and about relatives and friends who were thought to have
been attending the ice show. The Indianapolis Police formally
relinquished overall control after most emergency tasks at the
explosion iite had been accomplished.

Pre-Disaster Structure
The Indianapolis Chief of Police is appointed by the Mayor of
the city. Two Deputy Chiefs assist the Chief in the direction of the
31
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other 909 men employed by the Police Department. Each Deputy
Chief directs one of the two major divisions, which together con-
tain over 80 per cent of the total work force of the organization.
Diagram 4 prcsents a structural overview of the Department as it
existed on the night of the explosion. The pattern of functions was
that typical of any large American police department.

In addition to paid personnel, the Department had, in conjunc-
tion with the Indianapolis and Marion County CD, developed a CD
Police Unit. The city is divided into regions and each region bas a
volunteer “captain” who Las direct charge over all of the voluatcers
in his region. In the event of an emergency, the Police Department
contacts the appropriate regional captains, and they in turn contact
those officials assigned to them. Many of these officers were on duty
throughout Indianapolis the night of the disaster, since it was
Halloween. Several went directly to the Coliseurn after hearing of
the disaster. A total of 250 such volunteers were estimated to have
participated in the activities around the Fairgrounds.

The “disaster plan” of the Indianapolis Police Department
was quite limited in scope but did include an inventory of special
materials that might be needed in an emergency, e.g., dump trucks,
cranes, etc. There seemed to be considerable uncertainty about the
currency of the plan at the time of the explosior: and alsg about the
details o* its specified emcrgency procedures (=.g., if and how the
police hierarchy was to be notified in a large-scale disaster). In
general, officials 1diceted that they regarded police activity in
disasters as routine and did not seem to pcrceive a distinction
between normal organizational activity and police fuictioning in
a community catastrophe.

Disaster Activities

The Police Departmciit communications system enables 1he ra-iio
dispatcher to monitor all radio calls of the Indianapolis Fire Cepart-
ment. (The fiie department dispatcher likewise moniory the
police radio, but the dispatchers cannot directly commuricate with
each other except by telephone.) The pelice radio dispatcher became
aware of the explosion when he heard the original Fire Department
radio calls concerning the explosion.
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As indicated earlier, Car 50 sped to the scene when the first units
contacted (404 and 405) indicated they were occupied. At almost
the same time Car 50 reported it was on the way to check the situa-
tion, another unit (Adam 3) radioed in, inquiring whether it should
go to the Coliseum. The dispatcher replied: “Go by there and see if
you are needed.”

At 11:11 p.m. a radio dispatcher from the Indianapolis Fire
Department telephoned Police Headquarters:

Fire Dispatcher: Listen! Box 2137, there’s been an explosion at the field
hcuse. We've got two rescue squads going on that box.

Police Officer:' At the field house?
Fire Dispatcher:  Yes! I don’t know how bad it is, but you'd better get
some cars up there.

Police Officer: You’ve got three rescue units on the way?

Fire Dispatcher: No! We hit a Yox on it and sent two squads other than
what the box called.

Police Officer: OK Partner.

Seconds later the fire department dispatcher called back. He
had just gotten a report from Engine 25, thic first emergenicy unit to
arrive. The fire department dispatcher stated, “We've got three
ambulances going and there’s over a hundred hurt out there, got
a couple, three doctors on the way—. The CD units, we're sending
them out there.” The officer at the complaint telephone phoned the
police radio dispatcher and gave him this information.

A few minutes lzter, after the first police report from the scene
by Car 50, additioral cars radioed the dispatcher asking permission
to proceed to the Coliseum. A little after 11:15 p.m., Car 50 radioed
a preliminary report that there were 10 to 15 dead. As additional
police cars arrived, each requested more aid such as ambulances,
to which the dispatcher could only reply, “I have ordered all avail-
able ambulances.” At 11:19 the dispatcher directed all reserve
mobile units to proceed to the Coliseum. Car 30 requested that all
available blankets be sent to the scene. Seconds later Car 19 asked
that all police wagons be sent, as there were insufficient ambulances;

1 This officer was located at onc of the “complaint’ telephones. Normally three men are
assigned to the three complaint positions (a fourth telephone 1s available but is used
infrequently). These officers are located in a room separate from the radio dispatcher but
can communicate with him by way of telephone.
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At 11:23 p.m., Car 33 radioed the first request for cranes. “There
are people trapped in the concrete and seats at the Coliseum. We
need wreckers, cranes or something.” The dispatcher replied that
he would send all available wreckers within the next half hour. No
attempt was made to ascertain which of the two different kinds of
equipment mentioned in the ambiguous message was most needed,
namely, cranes or wreckers.

Another car radioed in, requested information on the Coliscum,
and asked if they should go there. The dispatcher replied, “We're
not sure yet what the conditions are.” Immediately another Car
(Frank 6) contacted the dispatcher and suggested that the dispatcher
“set up one car as a command car and relay radio transmission
through him.” This suggestion was relayed to one of the cars at the
Coliscum; they were told to advise the dispatcher immediately
which car would serve as the command c.r. No answer was re-
ceived on this.

At 11:27, Car 50 notified the dispatcher that all ambulances,
wagons, and wreckers shoild come in at the rear of the Coliseum.
The dispatcher immediately aired this order. Seconds later, Car 50
again requested more first aid supplies. First Aid Unit 405 was
ordered sent to the scene. Two cars were ordered to Samaritan
Hospital to obtain blankets. Four additional cars were sent to the
scene. Car 50 requested that cars be sent to remove the many
children wandering throughout the area. All Juvenile Division cars
were ordered to the Coliseum. Almost without exception and with
very little questioning, the dispatcher was complying with all re-
quests radioed in from the disaster site.

About 11:30 p.m. the officer (Frank 6) who had originally
suggested the establishment of a single command car so as to reduce
the confused communications requested that his unit be sent to the
Coliscum. “May we have permission to go out there and set up
communications so we can stop some of this confusion?” Permission
was granted for this initiative undertaken by one of the cars in the
field.

The first request for information about conditions at a hospital
was made at 11:34 p.m. “Can you advise me if Samaritan’s filled up
yet?” A car at Samaritan Hospital, upon hearing this request for
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information, radioed back immediately that no patients had yet
arrived.

Several additional radio calls requested ambulances, oxygen,
buses, doctors, flares, permission to go to the Coliseum, and permis-
sion to leave the Coliseum with injured victims. Interspersed among
these calls was the announcement that the cattle barn had been set
up as a first aid station. Within minutes of each other, three units
specifically asked the dispatcher, “We've got a load here, can we
take them to Presbyterian?” Permission was granted as it had
been for practically every other request made.

The dispatcher sent motorcycle patrolmen (11:45 p.m.) to direct
traffic in the general vicinity of Samaritan Hospital; he had been
informed that the ambulances were being delayed by traffic.

At 11:46 p.m. the Chief of Police (Car 1) announced he was
en route to the Fairgrounds accompanied by his Deputy Chief (In-
vestigation Division). The Chief had telephoned his Deputy Chief
earlier (about 11:30 p.m.), told him of the disaster, and stated that
he would pick him up in a few minutes. Since reports at that time
indicated 14-15 dead, the Deputy Chief telephoned Police Head-
quarters from home. He issued instructions for them to telephone
his captain, an identification specialist, and also asked if Wagon 21
(a police identification truck) was in service. It was.

The Chief asked the dispatcher if all law enforcement agents
in the area had been notified; they had. He asked about Car 2, the
other Deputy Chief (Operations Division), whose home he had
not been able to reach by telephone. The dispatcher radioed a call
for Car 2 to contact Headquarters. Seconds later the reply came; Car
2 was on the way.

During this time numerous telephone calls were received
at the Indianapolis Police “complaint” telephones. Initially three
calls were received within seconds of each other about the Coliseum
explosion. Two of these came from the Fire Department, and a
third one was placed by an unidentified person at the Fairgrounds.
Almost immediately, calls requesting information on the disaster
began to come in. These were interspersed with numerous calls
concerning routine police activity, e.g.. prowlers, domestic problems,
and stolen cars. Each “complaint” officer replied to requests for
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police assistance that it would be delayed “because the Coliseum
just blew up.” Shortly after the blast occurred, one police officer
telephoned the complaint desk and suggested that Car 50 should be
designated as a central control point. The officer at the complaint
desk said he would relay the suggestion on to the radio dispatcher.
However, as indicated earlier another car eventually assumed this
function.

As word of the explosion spread throughout Indianapolis, offi-
cers answering police complaint telephones were flooded with calls.
Many callers, particularly representatives from radio stations and
newspapers, requested information about the explosion. Numerous
citizens, including several off-duty policemen, had heard requests
for station wagons aired over police and fire radios. These people
telephoned Police Headquarters to see if such vehicles were needed.
The standard police reply was that all the help that could be
obtained was needed.

These officers at Headquarters were continually asked questions
about what had happened, who was out at the Coliseum, and
whether additional help was needed. Since, at this time, they had
no current information, they could only reply that they did not
know. The following interchange was typical. Outside caller: “I
was wondering, could they use any private station wagons out at
the Fairgrounds?” Police complaint telephone officer: “Sir, I don’t
know; I couldn’t give you an honest answer. We don’t know any-
thing about it here. I don’t know what the circumstances are because
it 1s just a bedlam. Just do whatever you think is best.”

About 11:23 p.m., one ofhcer operating a complaint telephone
called the local Red Cross Chapter House to make sure they had
been notified. A very confused conversation took place; the call was
taken by a person with the telephone answering service utilized by
the Red Cross when the Chapter House is closed. She attempted to
check with someone and then said she would call back. During this -
critical time, one line was “tied up” for about 3 ininutes and 15
seconds.

At this point, call after call was coming to the police dispatcher.
The Coroner requested, via a police car that had been moved into the
Arena, a large closed truck to be used for storing valuables scattered
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throughout the Coliseum. Just as the radio dispatcher received this
message, he received a call on an attempted suicide elsewhere in the
city. The officer making the call asked for an ambulance and was
told by the dispatcher that he would try to send one. This was
followed by a request from the scene for loudspeakers that were
located in the property room at Police Headquarters. Cutting torches
were next asked for by another car at the scene. This was followed
by an announcement from the dispatcher (which he had just re-
ceived from one of the officers at a “complaint” phone) that Fort
Thompson was prepared to receive 40 patients. An officer at the
disaster scene replied, “We'll try and send all we can to Fort
Thompson, but it would be better if they could come out here.”
The dispatcher replied, “OK, they’re on the way.” (A later call
indicated that Fort Thompson officials had afterwards been advised
by the County Sheriff’s Department that victims were being trans-
ported to the base hospital, so part of the medical unit stayed at the
Fort.) A second call for cutting torches was made, followed by the
first specific request for a crane. “This stuff has to be lifted up.”
The hour was now 11:55 p.m.

The officer with the attempted suicide case called back to find
out where the ambulance was. The dispatcher replied that probably
it would be some time before the ambulance would get there. Later
the officer again called: “We have a man here with a truck that we
could put her in and take her to the hospital.” The dispatcher replied,
“Well that’s advisable. It would be some question of when we could
get over there for you.”

Numerous calls came in from several cars wanting to know,
where were the cranes? Where were the cutting torches? To what
hospital should they take injured victims? The dispatcher could only
reply he had no current information. Occasionally a car called in
about locating needed equipment. For example, at one point Unit
David 2 radioed in; they had a man with a portable cutting torch;
was he needed at the scene? The dispatcher replied, “Take him out.”

Realizing that the radio dispatcher was experiencing difficulty
in locating a crane, an officer at the scene notified the dispatcher
that he had a personal friend who drove a mobile derrick owned by
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Willard Transfer. He spelled out the name of this individual and
told the dispatcher to consult the telephone book. An officer in
another car, overhearing this conversation, stated, “We'll go get
Willard—we know where he lives.”

Shortly before midnight, the following report came from the
scene. “Sir, do you have a crane on the way out here? We're going
to need a crane badly here. The wreckers are here now—we’ve got
to have a crane out here—mobile crane if you can get one.” The dis-
patcher replied that one was en route. A request came about 10
minutes later for a police escort to pick up a mobile crane coming
from Fort Thompson. As the crane neared the Fairgrounds it hit
clectrical wires supporting a street light. The light was knocked out
of order and officers were sent to the intersection to direct traffic.

The Chief of Police and his Deputy arrived at the Coliseum
shortly before midnight. They found police officers attempting to
keep the main road outside the Fairgrounds open for the mass of
emergency vehicles that were converging on the scene. However,
the congestion was tremendous and traffic was almost at a standstill
despite the efforts of the police.

Shortly after he arrived, the Chief of Police had been met by the
County Civil Defense Director, who suggested that a command post
be established. The Chief agreed and decided that it should be
located in the Administration Building across the street from the
Coliseum. He contacted and obtained authorization from a com-
mittee member of the State Fair Board for use of all ofhces,
telephones, and office equipment in the building.

The two Deputy Chiefs of Police worked inside the Coliseum.
One Deputy Chief (Operations Division) utilized the police portable
loudspeakers and the Coliseum public address system. With the
assistance of District (5) Fire Chief and the Indianapolis Fire Chief,
he directed rescue operations which at this time were aimed at re-
moving those trapped beneath debris too large to be lifted except
with the crane.

The other Deputy Chief (Investigation Division) concentrated
on establishing security both at the entrance to the Coliseum and
inside the Arena. His major efforts were to assist the County




40 DISASTER IN AISLE 13

Coroner. This Deputy instructed police officers to rope off a section
of the Arena that served as a temporary morgue, as designated by the
Coroner.

The radio dispatcher continued to relay instructions (e.g.,
ambulance routes) and continued to send additional equipment to
the scene (e.g., flares). About 1:30 a.m. he began to tell inquirers
that additional aid was not needed. He received instructions at 1:47
a.m. from the Chief of Police to “notify all traffic units on all gates
around the Fairgrounds to cut off all incoming traffic. There will
be no more emergency vehicles even. They have ambulances in
abundance. They need no more first aid men. Shut off everything
coming in.”

Numerous inquiries as to the need for ambulances, doctors,
nurses, and first aid men continued to follow this announcement.
The dispatcher suggested that such assistance might be needed at
the hospitals. However, no direct communication had ever been
established with any of the arca hospitals.

A request was issued by the Chief for heads of certain emergency
organizations to report to the Administration Building. He tele-
phoned this request to Police Headquarters, where the officer
relayed it to the radio dispatcher, who announced it over the police
radio. The request also was relayed and aired over State Police and
County Sheriff radio communication systems. Various leaders of the
different organizations assembled and held a short conference at
about 2 a.m. The meeting was directed by the Chief of Police, who
stressed that a more orderly process for identifying the dead and
notifying the next-of-kin must be established before the news media
released any names. He suggested that the Administration Building
be used as a central command post, and that all who were to identify
bodies be initially assembled in that building. A conference with
police chaplains, the Salvation Army officials, and other clergy was
also held and they were informed of the identification procedure.

Police radio communications were established at the command
post. The Chief of Police contacted the Indiana Bell Telephone
Company and requested that additional telephones be installed in
the Administration Building. Four additional lines were fed into the
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building with company personnel helping to man them until the
following morning.

Gradually, since many police officers were about to go off-duty
when the explosion occurred, the Indianapolis Police Department
units at the Coliseum who had worked overtime were relieved. The
dispatcher began to order some cars out of the Fairgrounds, sent
replacements into the arca, and instructed others to return to their
usual patrol locations. Police cars were also dispatched to several
of the hospitals to obtain casualty lists.

At 6:30 a.m. the Chief of Police officially handed over control
to the Superintendent of the Indiana State Police. At that time,
the city police remaining at security positions were replaced by
State Police. Except for those assisting with the identification
of the dead, all city police then left the area.

Operational Problems?

The following discussion is divided into two major categories:
intra- and inter-organizational problems. Within each of these
divisions an examination is made of ccrtain operational prob-
lems associated with such matters as tne exercise of overall
control and coordination, the adequacy of the information avail-
able about the disaster, the communication® between different

21t should be noted that the extensive nature of the data available on the police
permits a more detailed analysis of operational problems of this organization than of the
other formal groups we studied. This more detailed analysis does not mean that the Police
Department was necessarily less effecuve than the other organizations, but in part only
reflects the greater amount of data obtained by the DRC teams. However, it is also probably
true that in one sense, the police were more heavily involved in the emergency than any of
the other groups studied in that they were the foci of much communication and assumed
gencral control at the disaster site.

3 As standard procedure, the police tape-record both telephone calls made  over
“complaint telephones” and cruiser radio communication. All material on these tapes
between the hours of 11:00 p.m., October 31, 1963, and 3:00 a.m., November 1, 1963, was
transcribed by the DRC. These recordings were extremely valuable in reconstructing the
events that occurred the night of the explosion since specific time references con:ld in almost
all instances be established.

Approximately 500 calls were recorded, i.c., came in or went out of Police Headquarters
over the phones to which all public “complaints” are channecled, About 50 of the calls,
because of inadequate recording, were too garbled to understand or transcnibe. Of the 450
intelligible calls, 35 were initiated by the complaint clerks and 109 dealt with routine police
matters. There were 14 auto accident reports and six family disputes. The other 89 calls
dealt with widely varying matters such as reports of vandalism, illness, stolen automobiles,
and so forth.

The remaining 306 calls precipitated by the disaster provided a unique opportunity
to analyze public response to the cvent as it happened, not as remembered. These calls
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groups, and the use of disaster plans. These are analytical rather
than empirical distinctions; in actuality, all problems were intri-
cately interwoven.

Intra-organizational problems:

1. An analysis of recorded police telephone calls shows that
none of the top police officials was notified immediately of the
disaster by communications officers on duty at Police Headquar-
ters. As a result, it was nearly an hour after the explosion oc-
curred before the Chief of Police and his two Deputy Chiefs
arrived on the disaster scene. Thus, those officers with the greatest
authority to assume overall control and establish coordination
were not personally present at the height of the emergency in
the immediate post-impact period.

This problem was explicitly recognized by the Indianapolis
Police. As will be noted later, steps were taken the following day
to ensure that in any comparable disaster thereafter, all top ofh-
cials would be immediately notified of the event. Communica-
tions personnel were ordered in the event of a future large-
scale emergency, to contact immediately all officers named on a
master “call list.” Such a procedure was in existence at the time
of the explosion, but the call list had been removed to be revised
and was never replaced. If such a call list had been available

were analyzed and coded into 14 categories. Each call was coded in only one category. The
following distributions were obtained; both number and per cent are listed. (Seeming in-
consistency with some figures cited in the text stem from the fact that a number of calls .
could be coded into more than one category. The tabulations below, for ease of reporting,
reflect only the major theme of each call.)
A. Caller offers assistance, accepted by police—85—27.8%,
1) Individual—52—17.0%,
2) Organization—18—5.99,
3) Off-duty police, firemen—15—4.9%,
B. Caller offers assistance, rejected by police—52—17.0%
1) Individual—36—11.89%,
2) Organization—16—5.2%,
C. Information requests—107—35.0%
1) General—51—16.7%,
2) Casualty—23—7.5%,
3) Blood Donor—15—4.99,
4) Wifc of Police officer—9—2.99
5) Police officer requesting information on disaster—9—2.9% |
Disaster notification—3—1.09%,
Request that a message be relayed—14—4.6%,
Requests for police assistance—10—3.3%,
Caller provides police with disaster information—35—11.4%,
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at the time of the explosion, the delay in the mobilization of
key organizational personnel would have been less.

2. A detailed analysis of recorded police conversation re-
vealed that a total of 17 different cars at the scene continually
made requests to the dispatcher, but seldom provided him with
details about what had been and was occurning. The two-way
communication system provided mostly a one-way information
flow. As a result, officers at Police Headquarters seldom had
current knowledge about the disaster scene and ongoing
operations.

Off-duty police officers who heard about the explosion tele-
phoned to see if they were needed, but officers at Police Head-
quarters could offer little guidance because of the lack of
information. The following conversation was typical:

Police Officer:  Police desk.

Outside Caller: Who is this?

P.O.: Wade.

O.C. Hey, Phil, this is Williams. What is that thing out there
at the Coliseum?

P.O.: An explosion.

O.C. What kind?

P.O.: That we don’t know! The last information we had there
were 20 dead and maybe a couple hundred injured.

O0C.: Twenty dead!

P.O.: That’s what they say.

O.C. God Damn. Who's helping, State Police?

P.O.: Well, everybody right now. And we’re sending everything
that calls in here and volunteers to go . . . we send them.
The Army just volunteered.

O.C.: Well, you want me to go?

P.O.: Well, I don’t know, I imagine they could use you. If you
do, the emergency first aid station is at the cattle barn.

O.C.: Well, I'll get dressed and go on up there.

P.O:: O.K.

Sixteen calls were received between 11:30 p.m. and 2:00 a.m.
from the wives of police officers. Their husbands had been
scheduled to go off duty at 11:30. Nearly all the wives had heard
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about the disaster via radio and TV and were checking to sce
if their husbands had remained on duty. Some were apparently
worried about the possibility of their husbands being injured or
killed by the blast. Officers answering the complaint telephones
had no news for them, except that everyone was needed and
that they did not have time to explain.

Hence, the absence of adequate information concerning dis-
aster operations prevented officers at Police Headquarters frem
being as effective as they might have been in releasing knowledge
about the cvent to organizational personnel or their wives.

3. The problems discussed above resulted from the initial
failure to centralize the information flow from the scene of the
explosion. There was much delay in establishing a single police
car as a communications center. After several cars had requested
emergency materials (at the suggestion of an officer not at the
scene), the dispatcher issued orders to one car to act as the
command car in relaying information from the disaster site.
These orders were not followed and finally the officer in the unit
who made the original suggestion to the dispatcher requested
and obtained permission to use his own car for that purpose.

It is unclear as to why the original orders were not followed.
Why the first sergeant to reach the Coliseum did not assume
command and channel information to Headquarters is also an
unanswered question. Clearly if information had been relayed
from a central point, overall communication would have been
greatly facilitated.

4. The above examples indicate that an adequate disaster plan
covering intra-organizational activities was not available. As each
police unit arrived at the disaster scene, its personnel tended to
work somewhat independently in rescue efforts, directing traffic,
transporting victims to hospitals, making requests for equipment,
etc. It was not until the Chief and his two Deputies arrived at
the Coliseum that the Decpartment became effectively organized,
whereupon ofhccrs were directed to establish security at key
points, sent tc hospitals to obtain casualty lists, etc.

Thus, it was more than an hour before the police began to
act as a coordinated unit. Had adequate disaster procedures been
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previously established, the mentioned difficultics might have been
avoided. Realistic and operative plans would have, at least, in-
creased the speed and unity of the organizational response.

Inter-organizational problems:

1. The rescue and clearance cfforts at the Coliscum weve
greatly complicated by the influx of unnecessary and unusable
cquipment, as well as unnceded volunteers. A part of this multi-
group convergence can be traced to the action of officers oper-
ating the police radio and police complaint telephones. In the
absence of any initial overall control or coordination, these men
were doing their best to meet an emergency, sometimes inad-
vertently dispatching much non-police equipment, material, and
personnel to the disaster scene.

When the first call came for cquipment to remove debris,
so that trapped victims might be removed, the police radio dis-
patcher was told, “We need wreckers, cranes or something.” The
dispatcher replied, “Okay, I'll send all available wreckers within
the next half-hour.” Since the slabs of concrete had to be lifted
up and not dragged, wreckers did little but add to unnecessary
traffic. Others who had bzard the dispatcher send police wreck-
ers also attempted to help by sending additional wreckers from
auto repair shops to the scene. Actually, due to the limited
working area, one crane was all that could be used.

Similarly, the officers at complaint tciephones received calls
from individuals who wanted to know if “help” was needed.
They were told, “We need all the help we can get.” Individuals
with station wagons, buses, wreckers, cranes, first aid experience,
ctc. were all instructed to go to the main gate of the Coliscum.
These instructions were continued until about 1:30 a.m. In ac-
tuality, nearly all of the injured were removed by midnight
and the massive amount of volunteers and material only served
to intensify the traffic congestion.

Officers at both positions (radio and telephone) did not have
sufficient information to judge adequately what was needed; they
knew only that an explosion had occurred. Therefore, no dis-
crimination was possible as to whether or not a particular piece
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of equipment, volunteer, ctc. could be used at the disaster scene.
As requests continued to be made from the 17 different cars that
had converged on the Coliscum, the dispatcher had no recourse
other than to attempt to send the additional items requested
c.g., first aid supplies and blankets), until the supply of some
things, such as ambulances, was exhausted.

The “mass assault™ would have been much more effective if
there had been some carly inter-organizational control and coordi-
nation. In fact, much of the individual and group convergence at
the Coliscum probably could have been avoided if the police had
been able to discriminate and select quickly “who and what” in
Indianapolis needed to be' mobilized. However, having only an in-
adequate informational feedback from the disaster site itself, there
was little that Police Headquarters could do to direct and slow the
mobilization of other organizations and individuals in the area.

2. Police Headquarters was flooded with requests for information
since only limited communications facilities existed at the Coliscum.
Different types of questions were usked. Shortly after the explosion,
several callers, notably newspaper and radio reporters, requested in-
formatioti as to the scope of the disaster. Other callers wanted to
know whether cheir skills (c.g., first aid training) or equipment
(.g., station wagons) were nceded. Still other persons telephoned
to see if the police could supply them with additional details about
what had happened. As was previously indicated, officers had little
knowledge +7ith which to answer such queries.

Calls requesting information about the location or condition of
a relative or friend also left police officers without a reply, other
than “We dor.'t know.” However, callers were frequently explicitly
told that they could telephone for information at a later time. The
following c»nversaticn illustrates typical difficulties the police had
in giving <allers specific information:

Police Officer: Police Desk.

Outside Caller (female): Why, ah, I was wondering. I have a friend out at
the Colisecum. Is there any way possible I could
find out if they were caught in it?

4 The term is from Barton: sce Allen H. Barton, Social Organization Under Stress: A

Sociological Review of Disaster Studies (Washington, D.C.: National Academy of Sciences—
National Research Council, 1963), pp. 75-83.
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Not for a couple hours yet, ma’m. We have, —
the only thing we're doing is loading them and
sending the load to the hospitzi. We have no
list whatsoever as yet.

Well, this particular pessen was doing the light-
ing there, he was work .ug there at the Coliseum.

Well, it’s still i same as I just said. We have
no name; who'oever.

Well, how :an | find out? I mean, I don’t want
to go ov:* there,

Well you won't for a couple of hours yet. We
hav: 49 dead out there and we have 250 injured.

“sh dear.

So, as for your friend, I can't say. He may be
okay, he may be dead, he may be injured.

Well, the lighting is up high. Is that near the
corner that blew up?

Well, one entire end of the building blew out.
So, it would include part of the lighting.

Oh dear.
So, I don't know.

Oh, you say you should know in a couple of
hours?

In a couple of hours we should have a list.
Can I call here to find out?

You can call here, but what relation is this?
Well, he is—married to a relative of mine.

Well, the relative will be notified as soon as we
can—as soon as we get a name, we will start
notifying relatives.

I see.

Does this relative have a phone number that is
listed?

Yes, she does; however, she’s pregnant and very

nervous, and—alone, I wanted to go over there
with her.

How far along is she?
Due any time.
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P.O.: Oh, my goodness. Well, it would be advisable
for somebody to be with her, because like 1 said,
I can't give you any information at this time. I
wish [ could but I can’t.

Oo.C.: | see.

P.O.: We're getting hundreds of calls just like yours,
and we have to tell them all the sane thing. Be-
cause, like I say, we have no information as far
as names are concerned.

OC.: Okay, well I think I will call back later though.

P.O.: Okay, if we have information we'll give it to
you.

O.C.: Thank you very much.

P.O.: You’re vielcome.

Inquiries concerning possitle victims increased in intensity and
frequency shortly after 1:30 a.m. Officers at Police Headquarters had
no official death lists at this time, but incoming callers made refer-
ences to radio or television reports they had just heard. Some radio
and television stations had released names of known dead. It is un-
¢lear whether or not authorization had been obtained, and if so, from
whom it was obtained. The lack of information at Police Head-
quarters, however, is clearly expressed in the following conversation
as an officer at one of the complaint telephones attempted to locate
additional information being transmitted by another organization.
At this time Headquarters had a “known dead” list consisting of
siX names.

Outside Party (male): Now the wire service, especially Associated Press,
has the—I'm looking right now at a very long list
of persons they say, quote ‘—this is a partial list of
known dead in the explosion at the State Fair-
grounds at the Coliseam.’

Police Officer: No kidding! About how many of them are there,
do you know?
Outside Party: Well, let’s see, one, two, three, four, five, six—hold

it just a moment, I've got a mobile unit coming in
here—now, let's see, 5, 10, 15, 20, 25, 30, 35—
well, they’ve got about 50—,

Police Ofhcer: Okay.
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As persons telephoned Police Headcuarters desiring to confirm
reports they had obtained through the mass media, the police
officers were without accurate information. At times, the police
tended to question the information being circulated by other
groups. Or as in the following typical conversation, the position was
taken that the Police Department would be the organization event-
ually making the official announcement of casualties.

Police Ofhcer:
Outside Caller (male):

P.O.:

O.C.:

P.O.:
0.C.:
P.O.:
OC.:

P.O.:
OcC.:
P.O.:

0.C.:

P.O.:
0.C.:
P.O.:

OC.:
P.O.:
0.C.:

Police Desk.

Yes, I'm inquiring about one of the persons who
was listed as dead at the Coliseum.

They were sent to all parts. Part of them were
sent to Fort Thompson, part of them were sent
to Samaritan Hospital, part of them died en route
to Indianapolis, part of them in Presbyterian . . ..

No, I'm just inquiring s to how they determine
the age.

Pardon me?

How did they determine the age?

The age?

Yes, you see I have this fellow working for me.
His son is with my brother right now and they
listed it as 55 and Joc is not that old. Joe Wilitan:s.

Well, actually. they have no way of . . ..
Do they guess or what?

They guess, sure. That's the only thing they have
to go on unless they have papers in their pockets.

See, I didn’t want to break the news to my brother
and have him break it to the son until I'm posi-
tive. I have no way of—he’s not home—both Mr.
Williams and Mrs. Williams went to the—

Williains?
Williams.

Wait just a moment. Where did you get this noti-
fication?

It just came over WEAN.TV.,
Oh, don’t go by that.
You mean don't go by the age?
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P.O.:

O.C.:
P.O.:
O.C.:

P.O.:

0o.C..

P.O.:

O.C.

P.O.:
o.C.:

P.O.:

J.C.:

P.O.:
0o.C.:

P.O.:

No, don’t go by any names given to you on the
news. | don’t know where that—where they got
it, but don’t go by «his. It ir not official. They are
just guessing or telling whaiever information
that they can gather from sightseers or anybody
clse that’'s on the scene. The official notice will
come from us.

Oh. How can I find out? Is there any place?
No. Did they tell where the body is?

No, I was kind of dozing—sleeping, you know—
and getting the news. And the wifec woke me up
and my sister-in-law just called and said she had
heard, and—

No, don’t deliver any death messages from the
news reports. I don’t know where thev got it,
but I just checked, and we don’t have it yet.

Well, then, I think the best thing toi e to do is
to call them and tell them—

" don’t know where they got it, because they just
checked from us and we don’t have it yet.
Well, I think the best thing for me to do is to
call them and talk to—he went to Samaritan to
give blood.

You mean the relatives of this deceased?

Well, my brother and his son did, yes. And I
wanted to tell them to get him home and give
him a shot or something . . . just tell him to be
prepared in case it does come through. i just
called their home, Joe’s home, and there’s no an-
swer there yet.

Well, there’s some 40 to 50 dead out there, this
we know, but as for the names, we only have so
far about 5 or maybe 6 . . . .

That’s how many they listed on the television, was
five.

Yeah, but what were the other names?

I didn’t recall, I just heard that one and it was
such a shock that . . ..

Well, I just talked to the other officers on this
deck and it should come from us and Williams
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was not onc of the names that we have, so it
wasn't.

Well, wonderful.
No, we don’t have that name yet.
Okay.

It could be that this person is dead, now don't get
me wrong. I'm not saying that he’s not, but we
don’t have it yet.

Okay, well I'll go ahead and call him and tell
him that.. .. I'll tell him something, I don’t know.

Okay.
Okay, thank you very much.
Yes, sir.

A few minutes later the same individual called back. He claimed
to have checked two other sources, both of which apparently con-
firmed the death. Still, the police officer had no definite information.
(Mr. Witliams was dead at this time. Mrs. Williams had been taken
to Presbyterian Hospital where she was treated; she suffered a
fractured skull and hip, and was suffering from shock.)

Police Officer:
Outside Caller (male):

P.O.:

0C.:

P.O.:
0C.:

P.O.:

Police Desk.

Is there any where out at the Coliseum that I can
find out about Mr. Williams and possibly Mrs.
Williams?

No, there isn’t . . . whenever it's official, we'll
have the word . . .. Why? Who’s asking?

Well, I am . . . you see, Mr. Williams works for
me, and his son is with my brother, they’re down
at the Samaritan Hospital giving blood . . . .

You called a few minutes ago.

And I've called two places since then and they
tell me it's so. But I was just wondering if there
wasn't some place out there I could check and
make sure . . . I'm worried about her now.

Well, no, we’re supposed to be the first ones to
get it, I don’t know where this information is
coming from, but we don’t have anything on
Williams.
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0.LC:

P.O.:
OcC.:

P.O.:
OcC.:

P.O.:
0cC.:
P.C.:

OC.:
P.O,:
0oC.:
P.O.:
OC.:
P.O.:
oC.:

P.O.:
OcC.:

P.O.:

OcC.:

P.O.:

OcC.:
P.O.:

Well, T called. I'll just have to do like I did be-
fore, I'll just have to forget it until we know for
sure.

That's about . . ..

There's no onc at his house, how the heck they
poing to notify him?

Well . . ..

That’s just it. You've got difficult problems,
haven't you?

Yes, we've got a lot of difficult problems tonight.
I think mine are small. I'd better let you . . ..

If we did come up with something on Williams,
could we contact you and you could . ...

You could, it’'s Victor 19540 or at Chapel 17452.
Victor 19 . . . .

540.

540 or?

Or Chapel 17452, that’s where their son is at.
Chapel 17452,

Yes, and call the Chapel number if I don’t . . .
ask for Mr. Billings.

Mr. Billings?
Yes, Billings, that’s my brother. Rather thar the

son, because it might be best to let him break it
to him.

Ckay, what's Williams’ first name?

Joe Williams, his address is on High, now it’s in
the 24 . .. yes, I think it’s between 25th and 24th
Streets, that's where he lives.

2400 North High. Okay, if we get anything, we'll
try these two numbers that you gave me.

Okay, thank you very much.
Yes, sir.

Shortly after 2:00 a.m. the content of the calls began to change.
Inquiries asking information about donating blood suddenly began
to come in. This was probably due to appeals through mass media.
Questions about the age limit, location of a donor station, ctc. were
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asked; but since the police officers had no relevant information, they
suggested to each caller that he telephone onc of the hospitals.

It i1s clear that cther organizations were giving out some in-
formation not totally ccnsistent with that being issued by the police.
It is also apparent that the police by their replies to queries weie at
least implicitly questioning the reliability of information transmitted
by other groups. Both of these things stemmed in part from the in-
adequate feedback to Police Headquarters from the disaster scene,
and from the lack of communication between different organiza-
tional headquarters and the police.

3. The lack of an inter-urganizational communication system
created a number of difficulties for the police. Ambulances could
1ot be directed as to where to take patients. Police wagons called to
the dispatcher to find out where they should take patients, or to
ask about specific condiiions at a hospital. The dispatcher had no
information. Similarly, someone from St. Anthony Hospital tele-
phoned the Police Department to find out how many more patients
they could anticipate, but the officer at the complaint telephone
had no information other than that persons were still being removed
from the Coliseum.

Sometimes as a result of lack of communication with other
organizations, the police gave out incorrect information. For ex-
ample, a woman teiephoncd Police Headquarters and asked
where additional blood wu: most badly needed, St. Luke’s or
Samaritan? The officer reulied, “Samaritan—we have the most
injured at Samaritan.” However, hospital statistics indicate that
St. Luke’s reccived 87 patients and Samaritan Hospital received
only 27. Furthermorc, blood was later transferred from Samari-
tan Hospital to Presbyierian Hospital. The radio dispatcher sent
at least three separate wagons “loaded” with patients to Presby-
terian Hospital, which eventually received a total of 120 patients,
about one-third of the total injured. Such misdirecting of activi-
ties, of course, was not intentional; the dispatcher simply had
received no information as to hospital conditions.

Eventually police cars were sent to hospitals to obtain lists
of the iniared. Had they been dispatched immediately, and had
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ambulance drivers been properly directed as they passed through
police security, the uneven distribution of patients could have
been minimized.

Radio and TV announcements urged blood donors to go to
the local Red Cross Chapter House, where they would be sent
to the hospitals as they were needed. This was done to prevent
further congestion at the hospitals. (If such a plan had been
devised and made public earlier, much confusion probably would
have been climinated.) Police Headquarters was not informed
of the plan and as a result instructed all interested individuals
who telephoned to go to “any hospital . . . . They're all asking
for blood!”

The poor ccmmunication system between the police and other
groups intensified as well as.created intra- and inter-organizational
difficulties. Questions could not be answered, the giving of in-
correct information was almost unavoidable, and mass personal
convergence was generated. Many of these problems would have
been less serious if there had been an adequate two-way infor-
mation flow between the police and other organizations.

4. There were no operative inter-organizational plans in-
volving the police. For example, requests were made to the police
radio dispatcher for such items as a mobile crane and cutting
torches. Indecision and confusion were apparent in attempts to
ascertain what other organizations might have such equipment.
At one point, a patrolman offered the name of a friend who
was a driver of a mobile crane; he suggested that the police
dispatcher check the telephone book, find the number, and tele-
phone this individual at home.

Had inter-organizational disaster plans been available, the
radio dispatcher could have referred the request for a crane and
cutting torches to the local CD office, where detailed lists of
such equipment were available. (In fact, it was through the CD
communications officer that the mobile crane was finally ob-
tained.) CD officials had contacted the Police Department to
“notify” or “remind” them of this service. Two factors probably
account for the police failure to take advantage of the offer. CD
officials only asked, “Do you need anything from our office?”
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The police officer at the complaint telephone to whom they
were talking may have been unaware of the CD equipment
inventory. Second, the radio dispatcher had limited communi-
cation with officers at the complaint telephone, so it is possible
that he was unaware that CD had even called.

INDIANAPOLIS FIRE DEPARTMENT

Units from the Indianapolis Fire Department were the first
emergency groups to arrive at the Coliscum. They played a pri-
mary role in the rescue operation. In general, standard Fire De-
partment procedures were followed and no serious organizational
difficulties resulted. There was some delay in getting the equip-
ment necessary to dig into the rubble for victims, and numerous
calls flooded the dispatcher at Fire Department Headquarters.
These features seemed to e the only two which might distin-
guish the responsc of the fire organization to this disaster, com-
pared with any other emergency to which they normally responded.

Pre-Disaster Structure

The formal organizational structure of the Fire Department is
as follows: The city is divided into six districts with a chief in charge
of cach one. All promotions up to this level are based on a merit
system which includes written examinations. The Mayor of Inaian-
apolis selects the Chief of the entire city Fire Department. The Chief
picks two Assistant Chiefs, one from each political party. The Mayor
and Chief are limited in their selections; only individuals currently
serving as District Chief or atove are eligible. Diagrain 5 summa-
rizes the major structural features.

A total of 646 firemen man 32 fire stations housing 53 compa-
nies of equipment. These men are assigned on a two-shift basis to
32 engines, 18 trucks, and 3 rescue squads. The remaining 124 men
on the Fire Department payroll (total of 770) serve as chiefs, me-
chanics, dispatchers, fire preveiiion personnel, and so forth.

A typical fire emergency coverage system is used in Indianapolis.
When units in one district are occupied with an emergency, appro-
priate units in nearby districts are put on a standby alert in case of
another emergency in the first location. In the event of a large fire,
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