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Abstract
From May 18th through -20th, 1998 the Center for

Public Service Communications (CPSC) and the Center
of Excellence in Disaster Management and
Humanitarian Assistance (COE) convened a meeting of
experts to discuss applications of telecommunications
and information technology for humanitarian health
initiatives.  Participating in the meeting were 30
professional, world-renowned experts in physical and
mental health aspects of humanitarian health planning
and intervention, and knowledgeable about the most
current uses of telecommunications technologies and
techniques.  Participants represented the U.S.
Department of Defense, the Council of Europe, agencies
of the United Nations, non-governmental and
international organizations.  The meeting was titled
“Telecommunications Applications in Humanitarian
Relief Operations” (TAHRO).

The TAHRO meeting provided an unusual
opportunity for experts of the many disciplines within
the fields of disaster management and humanitarian
assistance to come together to identify common
problems and share successful strategies.  These fields
may seem small and narrow in focus to observers not
familiar with the applications and players, but a
thorough examination of the breadth of health
applications and professional responsibilities
represented at the meeting illustrates that disaster and
humanitarian-oriented health applications are many and
varied.  The meeting also offered an opportunity for
many recognized experts in the fields of natural
disasters and complex emergencies to share experiences
and discuss ways in which new, emerging and,
importantly, tried-and-true “old” technologies can
improve planning, administration, and operational
activities of health professionals in disaster and
humanitarian situations. 

The high caliber of expertise reflected firsthand
experience preparing for and responding to natural
disasters and complex emergencies, including land mine

injury and support to refugee and war affected populations.
Perspectives ranged from acute and chronic medical care to
mental health, disease prevention/health promotion, and
other public health applications including disease
surveillance and early warning.  Participants discussed
these applications in the context of policy, operations,
administration, and teaching and training.

Introduction

In many countries of the world, new applications of
telecommunications and information technologies are
proving to be valuable in crisis management and in
improving the health status of rural, isolated or otherwise
underserved populations.  These technologies can be used to
provide a range of services to support tracking and
management of patients, to provide consultative support to
clinicians in remote areas, to deliver training for health
providers, and to permit access to and exchange of medical
information wherever it is needed. 

In the aftermath of natural disasters, and particularly in
the context of complex emergencies, civil sectors need to be
functioning before stability can be restored and made lasting
in the affected area.  In addition to specific medical and
mental health interventions, reestablishment of basic (and
universally available) health services are crucial to economic
stability and, in fact, to maintaining peace over time.

In the context of military involvement in humanitarian
health initiatives, communications and information
technologies used for the administration and management of
health services to military personnel in the field may also be
used to speed the transition of foreign humanitarian health
providers to civilian health providers as national capacities
are developed to sustain them, thereby permitting more rapid
transition of health services management to the local civilian
health sector.  This can only be done with proper training.

In July, 1997, an international meeting was convened by
the Council of Europe, in cooperation with the Center for
Public Service Communications, in Ispra, Italy to discuss the



development and adaptation of telecommunications
technologies for health humanitarian interventions,
including the improving the effectiveness of the medical
and mental health treatment of land mine victims. 

Although this initial meeting recommended that uses
of telecommunications and information technology must
be explored for their benefit in health humanitarian
initiatives, it did not discuss how, and in what particular
circumstances, telecommunications applications would
be valuable.

Participants at the Ispra meeting recommended that a
second meeting should be convened to explore specific
applications for these technologies.  At this meeting,
participants would address common protocols for using
technologies for such purposes as: health assessments,
operational communications and diagnostic support,
training of health care providers, availability of
knowledge bases, and support of the physical and mental
health needs of health workers engaged in humanitarian
health initiatives including support to victims of land
mine injury.

Center of Excellence in Disaster Management and
Humanitarian Assistance agreed to host this second
meeting, and the Center for Public Service
Communications and COE acted as co-conveners, with
CPSC acting as Chair.  The TAHRO meeting was
sponsored jointly by the Center of Excellence, the
USCINCPA Surgeon's Office, and the Department of
Defense Office of Peacekeeping and Humanitarian
Assistance.  A list of participants can be found in
Appendix 1.

The focus of the TAHRO meeting was the sharing of
experiences in the use of telecommunications and
information technologies for various applications in
humanitarian health initiatives, and critically evaluated
the ways in which those technologies can improve the
collection, management, exchange, and dissemination of
data and information for strategic decision-making and
operational coordination of humanitarian health
initiatives as well as for teaching and training.

Also a part of the discussion was an exploration of
the relationships between health care providers in the
field and between them and their support mechanisms,
wherever they may be, and identify ways in which
telecommunications and information technologies
applications might improve these relationships.

Each participant identified the critical issues, or
barriers, to effective use of telecommunications and
information technologies from the perspective of their
area of involvement.

Questions addressed included:
·. What are communications requirements

--at the disaster site/within the region affected?

--  between the disaster site and national points for
coordination (regional/country capital, etc.)?
--  between the disaster site or the national points of
coordination and the "outside world"?

·. What has been the experience with Telehealth in
humanitarian situations?

·. Are there frequent procedures that could be
routinized with Telehealth applications?

·. Have standard clinical and public health protocols
been developed for common procedures?

·. If not is this possible or desirable?
·. What needs to be done to enable such protocols to

be developed? And evaluated?
·. Can the work of trained health providers be

improved or made easier with the use of Telehealth
technology and remote support?

·. Can "lesser trained" health providers handle a
greater range of health services if they had access to
Telehealth technology and remote support?

The objective of the meeting was to come up with a
comprehensive picture of applications, technologies, and
barriers that might lead to a better understanding of what
can to be done:

·. To more effectively coordinate health planning for
preparedness and improve medical and mental
health response for natural disasters

·. To improve coordination health planning and
improve operations for medical and mental health
response to complex emergencies

·. To improve coordination for preparedness and
response for physical and mental health support for
land mine injury

·. To increase awareness of successful application
models

·. To increase awareness of barriers to use of
telecommunications and information technology
and identify strategies to reduce these barriers

·. To identify existence of and need for clinical and
public health protocols for more effective use of
available technology

·. To identify new technologies and applications that
are needed

·. To identify types of demonstration projects that
might be valuable

Areas of Focus

Natural Disasters

Sudden natural disasters are often believed to cause not
only widespread death but also massive social disruption and
outbreaks of epidemic disease and famine that leave



survivors entirely dependent on outside relief. 
Systematic observation of the effects of disaster on
human health has led to rather different conclusions,
both about the effects of disaster on health and about the
most effective ways of providing relief.  Though all
disasters are unique in that they affect areas with
differing social, economic, and health conditions, there
are still similarities between disasters which, if
recognized, can optimize the management of health
relief and use of resources.  The following points may be
noted:

·. There is a relationship between the type of
disaster and its effect on health.  This is
particularly true of the immediate impact in
causing injury: earthquakes regularly cause
many injuries requiring medical care, while
floods and tidal waves cause relatively few.

·. Some effects are a potential rather that an
inevitable threat to health.  For example,
population movement and other environmental
changes may lead to increased risk of disease
transmission, although epidemics generally do
not result from disasters.

·. The actual and potential health risks after
disaster do not all occur at the same time. 
Instead, they tend to arise at different times and
to vary in importance within a disaster-affected
area.  Thus, casualties occur mainly at the time
and place of impact and require immediate
medical care, while risks of increased
transmission take longer to develop and are
greatest where there is crowding and standards
of sanitation have declined.

·. Needs for food, shelter, and primary health care
caused by disasters are usually not total.  Even
displaced persons often salvage some of the
basic necessities of life.  Further, people
generally recover quickly from their immediate
shock and spontaneously engage in search and
rescue, transport of the injured, and other relief
activities

Effective health relief management hence depends on
anticipating and as they arise identifying problems and
delivering specific materials and the precise times and
points where they are needed.  The ability to transport
maximum supplies and personnel to a disaster area is
much less essential.1

Participants at the TAHRO meeting generally
considered that in the onset and acute phases of natural
disasters, within the first hours and possibly days, local
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and national trained and untrained responders will be the fist
on the scene and, therefore, it is the local/national health
infrastructure (both technical and human) which has to
contend with the critical health needs of victims during the
early stages of a disaster. 

Many countries of the world, including many developing
countries, currently have a relatively high level of health
disaster preparedness.  What is missing, frequently, is
information technology infrastructure and specific technical
assistance required to implement appropriate applications
that will strengthen local and regional services.  Access to
telecommunications and information technologies which
can serve to connect key regional health sector agencies in a
preparedness networking could permit:

·.- Support for maintaining effective coordination and
cooperation between and among national and
regional organizations (public as well as private) in
the implementation of national disaster
management plans;

·. Maintenance of current inventories of human,
material, and institutional resources in the medical
care area;

Preparation and presentation of national and international
workshops and courses on topics ranging from
refugee health care and emergency sanitation to
administration of health relief and hospital disaster
preparedness;

Preparation and dissemination of technical manuals,
audiovisual training material, simulation exercises
and access to epidemiology and other health science
articles and data bases; and

·. "On-line" access to short-term services of experts in
disasters as they relate to primary health care,
health services management, disease surveillance
and control, water supply and sanitation, mental
health, and nutrition.

Land Mine Injury

Land mine injuries are characterized by the need for
acute care, long-term, clinical support (both physical and
mental), and the need for training and education.  In these
applications telecommunications and information
technologies may prove to be particularly helpful tools.

Each year land mines kill and maim about 30,000 people,
usually civilians.  The United Nations Department of
Humanitarian Affairs reports that if no more land mines
were laid in the world, at current clearance and funding
rates it would take more than a thousand years to remove the
estimated 110 million that exist in more than 64 nations
throughout the world today.  Mines continue to be laid each
day, several million each year.

Professional de-mining teams include trained medical



personnel, expert in land mine injuries, but only 100,000
(per year) of the world's 110 million mines are cleared
by professionals.

With the aid of low-cost telecommunications, it may
be possible for medical specialists with appropriate
expertise in distant locations to support lesser-trained
health providers in the field in treating the physical and
mental trauma caused by land mine injuries.  These
specialists could also support efforts to train local
physicians and other health providers and develop
effective community health education programs.

Beneficiaries of these technologies would include
refugee and migration camps, hospitals, clinics in
remote villages of particularly vulnerable areas, and
regional or tertiary hospitals that support them.

Because vulnerability to land mines is understood to
be a long-term threat, the approach to addressing the
health issues must be long-term as well.  It is believed
that we are at a time -- of rapidly increasing attention to
landmine issues and concurrent interest on the part of
institutions, organizations, and nations to take
immediate action -- that there is a risk that many
disparate initiatives will be developed in an
uncoordinated manner.  There is a need to begin now to
establish the groundwork that will permit, as
appropriate, an integration of efforts.  Protocols for
delivery of care and standards for the collection,
management, and exchange of information must be
established so that the ensuing efforts make a positive
impact.

During the TAHRO meeting it was interesting to note
that the land mine experts present were not so much
encouraging a unique focus on landmine issues as they
were arguing for a better focus on integration of the land
mine issues onto a broadened approach that would
include such things as utilization of telecommunications
and information technology for collection and
dissemination of key epidemiological data, including
population-based data and individual patient records and
tracking.

The group agreed that there is a need to encourage a
coordinated international effort to collect information, in
standardized formats, on incidents of landmine injury. 
Information resulting from such an effort should be
made broadly available in an effort to support prevention
of landmine injury and to improve treatment and
allocation of health care resources.  The group also
called particular attention to the need for standardizing
processes in the management and treatment of
landmine-related health issues.  For example, it was
considered an important requirement to standardize the
process of making the initial evaluation of medical need
or mental health need so that appropriate and timely

decisions can be made that may save lives and reduce the
cost, to the individual and society, of long-term health care. 
There was no detail offered, though, about what should be
the standards and how they would be implemented.

Complex Emergencies

Complex emergencies, national and/or regional civil
conflicts affecting large civilian populations and involving a
combination of war or civil strife, food shortages, population
displacement.

The international humanitarian health community has
given attention to the need for better early warning, better
planning for preparedness, and improved information on the
response to complex emergencies.  Vital historical and
operational information is collected and exchanged on a
variety of levels: by governments, agencies, and
organizations using prescribed institutional protocols, and by
individuals and colleagues among whom a trust has been
built through time and experience.  Communication and
information technologies can help make possible enhanced
cooperation at all levels of information sharing. 

Each government and organization involved in
humanitarian operations, acting within the framework of its
own mandate or mission, has to make decisions about such
things as: the types of health services needed, movement of
resources, money, people, medial supplies, and equipment. 
These decisions can be more accurately made if they are
based on reliable information about current health
infrastructure and resources in the affected area and with
knowledge of what other responders are planning.  This is
especially true if mechanisms are developed to facilitate joint
planning by various organizations.  Collaborative
information networks can provide added value by
establishing common access points to usefully organized
information, designed to permit a more universal
understanding of events (real or potential), as well as
provide a solid basis for the decisions of policy-makers.

Telecommunications and information technologies can
support the following objectives common to complex
humanitarian emergencies:

·. Developing, through a collaborative process,
practical information sharing networks for use by
the health sector which will enhance and facilitate
the decision-making processes and support
contingency planning and operational coordination
of health services in all phases of an emergency;

·. Utilizing, complementing, and building upon the
existing crisis information collection and analysis
efforts of participating agencies, without
compromising sensitive information (e.g.,
vulnerability analyses and epidemiological data);

·. Serving as channels of dialogue or conferencing for



health professionals involved in humanitarian
issues (not necessarily on a real-time basis);

·. (To the extent that standards issues are attended
to) Building user friendly, easily accessible and
-- to the extent possible -- platform-neutral
networks.

·. Developing mechanisms by which rapid
response teams in the field will have real-time
access to the pool of available information.

Observations

Observation 1. With respect to preparedness and
response to natural disasters, in the normal course of
events, authorities of stricken countries are the most
knowledgeable and capable of providing support, such as
communications, transportation, power, water, and
sanitation services to the health sector.  To rely on these
institutions is to acknowledge and respect the valued
principle of national sovereignty. 

Reliance on such institutions during complex
emergencies is problematic.

Throughout many regions of the world nations have
established national disaster organizations in an attempt
to respond swiftly and effectively to disasters that may
frequent their countries.  Also, in many cases, disaster
coordinators in key ministries, emergency services,
utilities, and the like have been designated and trained. 

In many instances rapid and effective post-impact
evaluation is carried out jointly by local armed forces
and civilian authorities with the support of regional
institutions.

Participants at the TAHRO meeting agreed that
where these relationships exist they should be
strengthened.  In part this can be done by using
telecommunications and information technologies for
pre-disaster planning and training.  Where institutional
relationships do not exist and communication is poor
efforts should be made to support and encourage
national and local governments in their development.

Observation 2. Though use of telecommunications
and information technologies (Telemedicine) might fill
gaps of service in developing countries, there will be
new cultural challenges that will have to be sensitively
addressed.  Important among the issues that have been
largely unexplored is the question of the potential
cultural impact of importing health care via
Telemedicine.  Are measures being taken by distant
providers to learn the local values and health practices? 
Providing health services directly to populations without
understanding the implications of change in referral
patterns can bypass competent local providers who know
the culture of the communities they serve. 

What is the realistic potential to sustain these new
telemedical applications (the history of telecommunications
development is rife with stories about hand-me-down rusted
relics; equipment “donated” without training for its use or
spare parts for its maintenance)?  With respect to delivery of
health services, major changes in traditional patterns of
patient referral may have other economic implications, as
well.  The livelihood of local providers depends upon
compensation for their services, and a compound negative
effect of (large scale) primary care Telemedicine initiatives
could be a "local or regional bypass" that might diminish
rather than strengthen health care at the local or regional
levels.  What happens if, after time, there is insufficient
interest on the part of the foreign providers, when the level
of care that was imported cannot be sustained?

Another “policy” issue to be addressed is whose standards
of care should be the norm?  With respect to sustainability,
in the developing world it may be most appropriate, for
short-term interventions such as the case in many disaster
situations, that Telemedicine consultation should be geared
to bringing the standard of practice to the norm of the
recipient country.  It should only be during the mid- to long-
term health programs that attempts be made to upgrade the
standard of care from the recipient country's norm.

Observation 3. Participants found that reaching
agreement on common definitions in terminology is
challenging, but critical.  Over the course of three days the
meeting was punctuated by discussion of the difference in
perceptions of terms that too often are taken for granted as
common.  For instance, “Telemedicine.”  In an effort to
avoid difficulty with its meaning TAHRO conveners agreed
that to the extent the term was used it should be defined
broadly and in operational terms as “the application of
telecommunications and information technologies for
health.”  Although some of the participants were
comfortable referring to Telemedicine in broad terms, others
were used to its more narrow characterization as the
application of clinical video diagnostic interaction and
voiced the opinion that Telemedicine was not appropriate for
disaster response.  In some cases, however, these same
participants recognized the need for better “collection,
management, and exchange of information,” terms also used
to define Telemedicine.  There is, therefore, a need to
resolve the problem of definition.  Perhaps a way to do this
is to refer to the applications in operational terms rather than
reach for ambiguous monikers.

Observation 4. Though availability and cost of equipment
is frequently a topic of discussion it wasn’t foremost on the
minds of TAHRO participants, at least with respect to
disaster response.  Most major NGOs, UN Agencies,
militaries engaged in humanitarian activities have access to
and can afford the communications equipment they need,
particularly in relief applications when support is high. The



recurrent costs of satellite time are frequently waived by
telecommunications service providers (an example of
this is the initiative of the International Maritime
Satellite Organization/ INMARSAT and its signatories
which waive cost for a limited amount of satellite time
for nationally-sanctioned relief activities).

Where money is more of an issue is in preparedness
(which doesn’t enjoy the attention of commercial sector
funding, as does relief) and in local applications,
particularly in the developing world.  It was noted that
early-warning and preparedness applications do not
share the same attention as relief and that energy needs
to be focused on remedying this situation.  The issues
that were of greater concern than money were suitability
for required application, reliability, and relative ease of
operation.

Observation 5. Participants at the TAHRO meeting
generally considered that during the onset and acute
phases of natural disasters, within the first hours and
possibly days, local and national trained and untrained
responders will be the first on the scene.  It is typically
the local/national health infrastructure (both technical
and human) which has to contend with the critical
health needs of victims during the early stages of a
disaster.  So the need is to work in preparedness
exercises, before disasters, to train these responders and
to strengthen local and national health infrastructures. 
These are requirements that can be supported by
telecommunications and information technologies. 
Telemedicine as a tool for clinical support has not
reached a level (of cost or ease) that it is considered
useful in the acute phase.  Besides, many first responders
say that clinical needs are not the first priority.  Rather,
information gathering, triage, and stabilization of the
situation are most the important needs during the acute
phase and training, surveillance, warning, assessment
tracking victim/patient encounters are the most useful
applications of technology.

Observation 6. In addition to the individual medical
needs of disaster victims, the broad public health
consequences of large-scale natural disasters can be of
enormous proportions.  Characteristically, major
disasters create situations where existing local health
facilities and personnel are overwhelmed by the nature
and scope of the health emergency.

Additionally, disease control takes on a different
dimension after disasters.  With a breakdown of public
health measures, including lack of sanitation and clean
water, diseases endemic to the region may spread.
Baseline surveillance data on endemic disease
distribution in an area can be used to assess the nature of
disease threats to displaced people and enable public
health action, such as immunization, to be taken to

protect groups at risk.  Access to these data is crucial to
evaluate the evolution of eventual outbreaks or epidemics
and to adapt appropriate and timely disease control
strategies. 

Further, telecommunications and information
technologies can help mitigate the public health impact of
disasters by enabling public health officials to obtain the
earliest information about the occurrence and extent of a
disaster and to mobilize and coordinate appropriate and
adequate resources quickly.  Early communication as to the
nature of potential problems is critical, as the rapid location
of supplies, such as vaccines, treatment drugs, laboratory
reagents and other specialized supplies might be the factor
that prevents the development of a public health emergency.
 The importance to public health of emerging and re-
emerging infectious diseases create an urgent need to
monitor the situation locally and nationally and to respond
in an effective manner.  Strong surveillance systems serve as
proactive measures, providing immediate reports of disease
outbreaks and permitting timely response.  Wide geographic
coverage is thus important, as is the capability of linking
with specialized networks (such as military laboratories) for
expanded coverage or expertise.

Observation 7. It was interesting to note that the land
mine experts present were not encouraging a unique focus
on clinical applications for land mine injury.  Rather, they
wanted to see the focus broadened to include such things as
utilization of telecommunications and information
technology for collection and dissemination of key
epidemiological data, including population-based data and
individual patient records and tracking.

Observation 8. Not unlike other, more routine
applications of technology in health, the discussion focused,
in one way or another, on issues of cost quality and access. 
A general need was expressed that critical evaluation of pilot
humanitarian health projects would be valuable.

One such project discussed was a disaster mental health
pilot proposed by the Council of Europe.

Observation 9. There are several critical issues that need
further attention as we pursue the application of existing,
new, and emerging technologies.  They include:

a. An accurate and realistic understanding of the
capability and availability of existing, new, and
emerging technology;

b. Whether the technology is affordable relative to the
intended application and when compared to other
possible options that might accomplish similar
objectives;

c. Ensuring adequate understanding of institutional
relationships and protocols required for optimal use
of technologies (and all essential parties are a part
of the process);

d. Need to develop education and training programs in



the use of technologies that will lead to the
regular application of technology and access to
derived data by affected countries;

e. The need to undertake and support research in
developing national and local terrestrial systems
and data management applications that
complement space hardware;

f. The need to identify and resolve national and
international political issues that may have
negative impact on the acquisition and
application of technology, and

g. The need to evaluate, on an ongoing basis the
applications of new and emerging technologies
and share the results of these evaluations

Issues and Recommendations

Several additional specific observations and
recommendations were made during the meeting they
included:

Critical approach on using new technologies in
difficult environments

Conferences of this sort justifiably emphasize the
positive potential of Telemedicine in disaster relief. 
Various experiences are cited each of which represents
n’s of one.  The down side of bringing any new
technology on line is not discussed.  Telecommunication
that increases the logistical complexity at the disaster
site may result in critical systems failures.  Decreases in
funding for or time commitment to some other more
critical system (for example personnel training) may
produce failures in medical care that are not attributed to
the funding and resources priorities that favored the
introduction of telecommunications technology.  It is
important to examine how we can produce good by using
telecommunications technology but it is also important
to consider how we can avoid doing harm particularly in
the resource constrained environments associated with
disasters in developing economies.

International Agreements

The capacity to use telecommunications to cross the
barriers between social groups and nations does not
mean that such will be politically or diplomatically
acceptable.  Diplomatic issues and political
considerations will affect resource distribution and the
capacity to utilize telecommunications.  Thus, one driver
of the requirement for and use of telecommunications
will be such political considerations.  Any realistic

planning will take this into account.  Control of information
technology is an important aspect of projecting power.  From
one point of view, giving aid to the weak in a disaster
situation is a method of projecting power, and establishing
dominance.  Perhaps it is not surprising that attaining the
appropriate diplomatic agreements to provide technical
assistance is frequently the most difficult aspect of providing
international disaster relief.

Reference was made to the recent Intergovernmental
Conference on Emergency Telecommunications, June 1998
in Tampere Finland and the Convention on the Provision of
Telecommunications Resources for Disaster Mitigation and
Relief Operations.

Standards

Though it is difficult to overemphasize the difficulties
associated with the lack of access to technology, both
developed and developing communities share the
(sometimes greater) challenge of working out the regulatory,
institutional, and professional protocols for application of
those technologies that are available.  In short, the challenge
in applying technology to disaster management is frequently
not a question of the suitability, or even availability of the
technologies themselves, but the development of the
relationships among the users.

Although no specific recommendations were made,
standards issues were referenced at the meeting.  Most
agencies and institutions involved in humanitarian health
initiatives have different and varying information
requirements ranging from strategic decision-making (i.e.,
monitoring health status, vulnerability assessments,
implementation of preventive measures, monitoring
infectious disease, security, logistics and supply management
tracking) to information for more general purposes (i.e.,
periodic situation reports, long-term policy analysis and
planning).  Many of the health-related institutions
participating of this conference currently employ
information technologies, or "systems", to collect, manage,
and exchange information.  At the same time, many others
do not.

Each participating agency and institution has its own
distinct mandate and mission for which it is responsible. 
Although the overall objectives of many of these
organizations are similar, for varying reasons internal
information collection and management schemes have been
developed to fulfill each institutions’ mandate. There is,
therefore, a wealth of information that is being collected that
may be valuable to other interested parties if mechanisms
could be developed that would make this possible without
requiring significant human or financial resources and
without putting unreasonable demands on any organization.



Mental Health

The delivery of mental health services -- to disaster
victims, their relatives and response teams -- may be
improved by using direct real time interactive linkages
that make it possible for mental health professionals in
distant areas to see patients and interview them in
collaboration with mental health professionals on site.
Although non-interactive telecommunication is useful
before or after the disaster, non-real time interaction
(e.g., via e-mail, etc.) Was not considered sufficient for
consultation during the acute phase of relief efforts.  

The need to develop mechanisms for tracking
victim/patient encounters is also important, particularly
in the field.  It is frequently the case that no records are
made of field management of patients.  There is little or
no capacity for data reporting and information
processing in the field.  Frequently there is nothing other
than voice communications in the field (if that).  It was
recommended that a project might be initiated to develop
and test a system that would permit archiving the field
treatment experience, which will be helpful for
developing future protocols.

As identified during several other discussions,
collecting and maintaining disaster epidemiology
information, particularly in areas vulnerable to recurrent
disasters, was also considered to be a helpful resource for
psychiatrists and psychologists and other mental health
professionals involved in preparing disaster contingency
plans.

Land Mines

During the meeting a recommendation was made to
assess the use of telecommunication regarding treatment and
rehabilitation of injuries particularly in developing countries
as a support to peripheral health services.  The landmine
project could be used as a demonstration project in selected
African countries and such activities could be developed by
WHO as part of the Plan of Action for a concerted public
health action on anti-personnel mines.

Another recommendation made by the group was in
support of de-mining teams.  It was recommended that a
program of information sharing be developed that would
promote Internet-based communications networking between
and among deminers.
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