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SECTION 8: THE SMID TEAM

Striving together as a team, to
Make that needed difference,
In the lives of those persons who

Devote their lives to the care of others.

Taking time out to listen,
Encouraging those who have lost faith,
Assisting those who need a helping hand to

Make it back to a state of psychological well-being.
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Overview

SMID Teams provide peer-oriented crisis intervention programs that depend on
guidance and assistance from mental health professionals and which emphasize prevention
over treatment.

An absence of mental health professionals from SMID Teams could easily result in
significant psychological problems being overlooked. The absence of peers, on the other
hand, may result in dysfunctional behavior of emergency response workers going unrecog-
nized. Community-based stress management teams, in contrast, may be comprised of men-
tal health professionals only.

SMID Team membership is strictly voluntary (unpaid). Teams work to provide ser-
vices to any emergency response personnel who may need them but under special circum-
stances they may also serve community groups. Each SMID Team must have a well publi-
cized call-out procedure. There also needs to be a 24-hour center to which requests for SMID
Team services can be directed (e.g., the telephone operator of the Accident and Emergency
Department of a general hospital).

To maintain a healthy SMID Team there must be regular team meetings, quality edu-
cation and cross-familiarization where peer support personnel are trained in issues which are
usually the domain of mental health professionals and vice versa.

The goals of such teams are to:

1. Enhance the overall psychological health of the emergency response worker,

2. Reduce the impact of traumatic stress on emergency response personnel and disaster
workers, and

3. Accelerate recovery from exposure to stressful events.

Senior personnel of the various emergency organizations served by SMID Teams
need to know about the nature of the team, its functions, the type of events it responds to and
the manner in which it may be called into action. It would be wise to bring the leaders of
these various organizations together in the early stages of the team’s development and peri-
odically after it has been established.

Administrative and supervisory personnel must be assured of the following:
1. SMID is primarily a prevention program which encourages recovery from stress and not

from disability;

2. SMID services are relatively inexpensive to provide and the benefits are tremendous
although difficult to measure;

3. The SMID Team can make suggestions or express its concerns regarding staffing or oper-
ational procedures but it cannot over-rule a commanding officer, especially when the
team is working at the scene of an incident;
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4. The SMID Team will keep the administrative and senior personnel informed about the
general nature of the team’s activities and about developments in the field of critical inci-
dent stress management;

5. The SMID Team will coordinate relevant educational programs for all those organiza-
tions utilizing its services;

6. The SMID Team will actively participate in disaster drills or in any other activities that
will enhance the quality of the services which it provides.

Regional SMID Coordinating Body in the Caribbean

It is hoped that eventually a Regional SMID Coordinating Body can be set up to over-
see SMID Services provided in the Caribbean. Each Caribbean territory or country with at
least one SMID Team would then be required to nominate a single representative to serve on
such a coordinating body. This body will be headed by the Regional SMID Coordinator and
have a Secretariat in one of the member Caribbean territories and countries.

Both representatives and executive officers of such a coordinating body should serve
two-year terms with a maximum of four consecutive years. Its success will depend heavily
on the cooperation of and feedback from member countries and territories throughout the
region.

The proposed duties of the Regional SMID Coordinating Body in the Caribbean will be to:

1. Decide on policies, protocols and procedures for the operations of SMID Teams through-
out the region;

2. Coordinate training and serve as the certifying body for training;

3. Keep member organizations up to date with recent clinical developments in the field of
critical incident stress management;

4. Evaluate the quality of SMID services provided by member countries or territories;

5. Attract funding to assist member countries or territories;

6. Foster information flow between members;

7. Be the final disciplinary arbitrator.

Lead Agency

The Lead Agency serves to establish the environment in which the SMID Team(s) can
be developed and supported initially in any given country or territory. The actual services
provided by the agency may vary from agency to agency.

Such an agency may be the Government, an emergency response agency, a disaster
preparedness agency, a hospital or the psychology department of a college or university.
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The Lead Agency may dissolve its role once the team(s) have been established and
their Management Committees begin to function effectively. In countries or territories with
more than one SMID Team the Lead Agency may continue to function as the local coordi-
nating body for such teams.

The basic functions of the Lead Agency are to:

Provide funding and resources during the time of the team’s development;

Develop a Mission Statement;

1

2

3. Establish a management committee;

4. Establish a team membership committee;
5

Assist in the drawing up of rules, standards, protocols and procedures for the team’s
operation;

S

Develop and coordinate the work of the team(s);

7. Put protocols in place to allow for cooperation with teams headed by other Lead
Agencies;

8. Secure release time for staff members to manage and serve the team;
9. Maintain an up-to-date background file and call-out number for all team members;

10. Assist in the development of research and evaluation methods as well as quality assur-
ance.

Management Committee of a SMID Team

The Management Committee is an administrative body which coordinates the work
of the SMID Team. Its headquarters will initially be located at the Lead Agency but may even-
tually be relocated. In some jurisdictions, the Management Committee may perform the role
of Lead Agency during the initial development of the team(s). The committee should meet
weekly during the setting up phase of the team and monthly once the team has been estab-
lished.

The Management Committee should comprise:

An Administrator

An Assistant Administrator
A Secretary / Treasurer

A Public Relations Officer
The Team Coordinator

The Team Clinical Director and

NS s »nhoe

Support Clerical Staff (1 or 2 persons) who should hold full-time, paid posts.
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The Management Committee should have access to the services of a Legal Advisor
and an Education Advisor.

The duties of the Management Committee include:

1. The duties of a Lead Agency (if none exists);

N

The establishment of written policies, protocols, rules, regulations and procedures to
govern the operations of the SMID Team;

Coordination of the initial and on-going training of team members;
Initial and on-going recruitment of team members;

Selection of appropriate team leadership;

Provision of general support for the activities of the SMID Team;

Evaluation of team performance;
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Record keeping, data collection and research.

Team member selection

Persons to serve on a SMID Team will be selected by a Membership Committee which
should comprise:
1. The Team Clinical Director,
2. The Team Coordinator,
3. One other mental health professional,
4

Two other peer counselors.

It will be the responsibility of this Committee to ensure that only the most suitable
persons serve on the SMID Team. This is crucial for a team’s survival and efficient function-
ing. There should be no “political” appointments to the Team, since the wrong kind of help
may be more destructive than no help at all.

Team structure

The SMID Team needs to comprise as many persons as are necessary to provide a 24-
hour service, but 15 to 40 persons will usually be adequate. At least one third of the mem-
bership of a SMID Team needs to be professional support personnel and the remainder peer
counselors. In any given country or territory, there may be the need for more than one SMID
Team.
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The persons who make up SMID Teams are:
(a) Professional Support Personnel

¢ C(lergy
e Mental health professionals

(b) Peer Support Personnel

 Fire fighters

e Paramedics

e Police officers

e Life guards

e Nurses

e Physicians

e Search and rescue personnel
¢ Disaster workers

e Prison officers

e Any other first response personnel

For a 30-member team, the following organizational structure is suggested:

Team Coordinator (1)

Assistant Team Coordinators (4)
Clinical Director (1)

Other mental health professionals (9)

S

Other peer support personnel (15)

The Team Coordinator, Assistant Team Coordinators and the Clinical Director are
elected by the team for a two-year period and they should not hold office for more than four
consecutive years.

Team Clinical Director
The Team Clinical Director is a mental health professional who oversees the inter-

vention activities of the team and should hold office for no longer than four consecutive
years.
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The duties of the Team Clinical Director are to:

1. Work closely with the Team Coordinator to ensure that the appropriate services are pro-
vided and that all of the team members work within the limits of their training and expe-
rience;

Put measures in place to ensure quality services;

Represent the SMID Team before the public and before organizations served by the team;
Assist with the writing of policies, protocols and procedures;

Co-lead team meetings with the Team Coordinator;

Assist with the recruitment, selection and training of team members;
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Liaise with the Team Coordinator to ensure that the necessary support services are avail-
able and provided;

o

Conduct periodic reviews of team records and services;

9. Develop cross-familiarization programs for mental health professionals and emergency
response personnel;

10. Maintain contact with other organizations in the field of critical incident stress manage-
ment and keep current with recent developments in the field.

Team Coordinator

Team Coordinators should also be peer counselors since they better understand the
normal operations of emergency organizations. The Team Coordinator is in charge of the
day-to-day operations of the team and should hold office for no longer than four consecutive
years.

The duties of the Team Coordinator are to:

Assess and coordinate requests for SMID services along with the Team Clinical Director;
Represent the team at emergency and community meetings;

Put measures in place to ensure quality services;

Provide general management of the team;

Assist with the writing of policies, protocols and procedures;

Co-lead team meetings with the Clinical Director;
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Coordinate with the Clinical Director to ensure that the necessary support services are
available and provided;

o

Assist with the recruitment, selection and training of the team’s members;

9. Keep current with recent developments and maintain contact with other organizations in
the field of critical incident stress management;
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10. Develop positive relationships with agencies and community groups;

11. Maintain an up-to-date call-out list of all team members and an up-to-date referral list of
mental health professionals;

12. Ensure that distressed debriefers are given appropriate assistance;

13. Keep a written record of all team activities.

Peer support personnel

Peer support personnel on a team are drawn from all of the organizations that may
be served by the team. In community situations and education programs it is not necessary
to utilize peer support personnel, but in the emergency services the use of peers is absolute-
ly essential. It is important to note that in these organizations peer support personnel often
make the first contact with persons who are showing signs of distress after exposure to a trau-
matic event.

Peer support personnel on SMID Teams need to be trained to provide SMID services.
They should be mature, caring, dedicated, possess good interpersonal and social skills, be
able to keep information in confidence and be able to work as part of a team.

The duties of peer support personnel are to:
1. Assist with assessing the need for SMID services and make recommendations to the
Team Coordinator;

2. Provide peer counseling services;

3. Perform and participate in the delivery of various SMID services under the guidance of
mental health professionals;

4. Assist the SMID Team to provide educational programs for their fellow emergency per-
sonnel;

5. Participate in peer review sessions;

6. Assist with any other team projects or activities as necessary.

Mental health professionals

Mental health professionals are persons who have the minimal qualifications
required in their territories for their various professions, who work as providers of mental
health services and who have received the necessary SMID training. Mental health profes-
sionals include psychiatric nurses, social workers, mental health occupational therapists,
trained counselors, psychologists, psychotherapists and psychiatrists.
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Duties of mental health professionals are to:

Assist with education of the team;

Provide psychological leadership during a debriefing;

Assist in the development and provision of follow-up and referral services;

Represent the SMID Team before the public and before organizations served by the team;

Provide clinical guidance to team members who have intervened in traumatic events;

SRR L T A

Assist with the collection and interpretation of team data.

Clergy

It would be advisable for each team to have at least one person who is a member of
the clergy. Members of the clergy serving on SMID Teams must be trained in the delivery of
SMID services. They will serve the team by providing spontaneous support to team members
and distressed persons as necessary. However, clergy must be careful not to impose a given
religious perspective on persons with whom they come into contact.

Team training

All SMID Team members need to undergo initial and on-going training, since prop-
erly trained team members are the key to the success of any SMID Team.

Below is a list of suggested areas of initial and on-going training:

SMID training,

SMID Team policies, protocols and procedures,
SMID services,

General stress and its management,
Occupational stress and its management,
Critical incident stress and its management,
Post-traumatic stress syndromes,

Anxiety states,
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Understanding emotion,

—_
=]

. Basic and advanced counseling skills,

—_
—_

. Peer support and counseling,
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12. Medico-legal considerations of counseling,

13. Crisis intervention skills,

14. Significant other support,

15. Follow-up services and making referrals,

16. Understanding the aftermath of disasters,

17. Grief and bereavement,

18. Effective communication and public speaking,
19. Guidelines about making effective presentations,
20. Interpersonal and social skills training,

21. Conlflict interventions and anger management,
22. Understanding how therapeutic groups work,
23. Understanding children and adolescents under stress,

24. Data collection and research techniques.

Setting up a SMID Team

Establishment of an efficient and effective SMID Team will take time and effort. Team
development requires careful study and planning, a dedicated development committee,
effective leadership, clearly stated goals and objectives and a drive to provide an excellent
quality of service once the team is established. Below are a set of guidelines to follow when
attempting to set up a SMID Team:

1. Pre-feasibility phase:
(a) Seek approval from administration to investigate the need for and to establish, if

necessary, a SMID Team.

(b) Determine whether or not there is a need for a team. Identify the number of trau-
matic incidents which had a serious emotional impact on emergency service per-
sonnel over the last 5 years. If it averages at least 5 incidents per year then a team
is indicated. If it averages less than 5, a regional-based team would be better for
such a community. Also determine whether adequate peer and mental health sup-
port is available for the establishment of a team.

(c)  Gather information about the development of similar bodies in other countries.

(d) Form a task force of peer support personnel and mental health professionals to
develop the SMID Team.

(e)  Solicit funding for set-up and training costs.
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2. Pre-establishment phase:

(a) Recruit and select potential team members.
(b) Provide training for potential team members.

(c)  Establish written policies, protocols and procedures for team operation.
3. Establishment phase:

(a) Select team members.
(b) Choose the necessary leaders.
(c)  Establish the necessary committees.

(d) Coordinate and evaluate team performance.

Maintaining the health of team members

Persons who provide SMID services need to bear in mind that they are themselves
vulnerable to stress reactions and that they provide services to persons with very intense
emotions. Team members need to take time out when they are feeling overwhelmed or deal-
ing with major problems of their own.

Some incidents are so powerful emotionally that the team members who were
involved in debriefing such incidents may need to be debriefed themselves, preferably by
members from another team. On such occasions, the debriefers must be flexible and allow
team members to re-tell the entire story in chronological order so that everyone can discuss
the extent of their involvement.

Disaster drills

The team needs to go through the steps of being called out, responding to the scene
and setting up with the officer responsible for health and safety issues at the scene.

The team should not attempt “simulated crisis intervention” since emergency
response personnel tend not to like such role playing. Instead, the team should familiarize
itself with perimeter control points, command post operations, rehabilitation of personnel,
the morgue set up, the media section and any other relevant aspects of a possible disaster sit-
uation.

Team members could take the opportunity to distribute informational brochures on
the goals and functions of the SMID Team at the end of the drill. The handout should contain
a clear outline of the team’s call-out procedure and the names and telephone numbers of
team contacts.
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Peer review

A Peer Review Board reviews complaints (internal and external) about errors or
deliberate disregard for commonly accepted SMID practices.

The Peer Review Board is made up of between three and five members of the SMID
Team (including both mental health professionals and peer support personnel) who are in
good standing. The Board is chosen by the Clinical Director in conjunction with the Team
Coordinator. Each member is chosen for a period of two years and they may spend a maxi-
mum of four consecutive years on the Board. At least two of the Board members should have
served on the previous Peer Review Board. No team members can review his or her own
case, hence substitutions can be made by the Clinical Director in consultation with the Team
Coordinator in such situations.

The Peer Review Board should gather the facts related to the incident as soon as pos-
sible after a complaint is lodged. The Board then meets with the member(s) in question with-
in three days of the complaint, evaluates the information gathered and issues a written report
with recommendations to the Clinical Director and Team Coordinator within two days of the
meeting with the person under review by the Board.

The Clinical Director and the Team Coordinator can either act on the recommenda-
tions of the Board or resubmit the report for further review.

Team membership can be revoked by the Clinical Director, the Team Coordinator or
the Peer Review Board. Possible reasons for revoking a person’s membership are:
Breaches of confidentiality;
Failure to comply with policies, protocols and procedures of the team;
Misrepresentation of the team;

Providing services without the prior authorization of the team;

A

Using one’s team membership to enhance one’s private business concerns, one’s per-
sonal social life, etc.;

o

Failure to provide a service that one had agreed to do;
7. Consistent failure to attend team meetings and team education programs;

8. Acting against the expressed directions of the Clinical Director or the Team
Coordinator.

Time-out for over-extended team members:

Some team members do not recognize their need for a break. Peers on a team are
more likely candidates for over-extension because of their more frequent contact with dis-
tressed colleagues. Fellow team members may need to point out the problem to such persons
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so that they can have time-out to gain control of themselves before they suffer serious dam-
age.

While the matter has to be discussed in a frank and up-front manner, every effort
needs to be made to allow the person to realize that they need a break. However, because
“burnt out” team members can jeopardize the smooth functioning of the team, if the persons
do not gain insight into their problem they may need to be asked to take a break from the
team.

Possible warning signals of over-extension:
1. Excessive preoccupation with SMID services provided or with the persons to whom
such services were provided;
Intense irritability if fellow SMID Team members offer advice;
Unfounded anger;
Frequent unexplained loss of emotional control;
Excessive agitation and restlessness;
Disturbed sleep patterns;
Chronic feelings of fatigue;

Loss of interest in one’s job;
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Excessive withdrawal from contact with others;

—_
e

Attempts to work independently of the team without appropriate supervision;

—
—_

. An erroneous belief that one’s skills are superior to those of other team members.

Protection from legal action:

Below are some of the protective steps that can be taken to reduce the chances of legal
action being taken against a SMID Team:
Be familiar with the laws in one’s jurisdiction;
Provide high quality services;
Carefully follow international and local policies, protocols and procedures;

Do not participate in breaches of confidentiality, except as noted in the next item;

A e

Act in the best interest of actively suicidal or homicidal persons even if it entails a
“breach” of confidentiality;

6. Respect the right of persons to refuse SMID services—mandatory participation
should be avoided;
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10.
11.

Always tell persons up front what the services to be provided are all about;

Warn recipients of SMID services not to disclose any information that could jeopar-
dize an investigation or implicate them or anyone else;

Have practice insurance;
Do not allow any type of recording in confidential proceedings;

Never turn a defusing or a debriefing into psychotherapy.

Evaluation of SMID services

Formal evaluation of a SMID Team’s performance is extremely difficult for a number

of reasons:

Emergency service personnel resist being evaluated by outsiders especially with
respect to their inner thoughts and emotions;

Emergency service personnel are normally busy;
Emergency and disaster workers are constantly being re-exposed to traumatic events;

No laboratory exists in which emergency service personnel can be studied under con-
trolled conditions.

Despite these limitations, SMID Teams must constantly strive to find ways to evalu-

ate the effectiveness and efficiency of their interventions. One should always bear in mind
other less formal methods of evaluating team performance, which include:

1.

2.

3.

Feedback from persons and organizations which have benefited from SMID services;
Team meetings to review services provided; and

Reviews of formal complaints by the Peer Review Board.
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End of Section Quiz

Please circle the correct answer.

1. SMID Teams provide peer-oriented crisis intervention T F
programs.
2. The SMID Team Clinical Director does not sit on the T F

Management Committee of the team.

3. “Political” appointments to SMID Teams are okay. T F

4. The Team Coordinator is a mental health professional. T F

5. Members of the Clergy do have a potential role to playin T F
SMID Teams.

6.  Afeasibility study should precede the establishment of a T F
SMID Team.

7. SMID Teams need not participate in routine disaster drills. T F

8. Over-extended SMID Team members may need time out T F

from the team.

9. The Peer Review Board of a SMID Team reviews T F
complaints.
10.  Frequent bouts of anger may be a sign of “burnout” of a T F

team member.

Note: Answers to questions are on page 128.
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Score Interpretations
1. As a service provider, what is your level of work-related stress?

e Scores between 26 and 50
indicate a low level,

¢ between 51 and 75
a moderate level, and

* between 76 and 100
a high level of work-related stress or possible “burnout”.

2. What impact did the last traumatic stressor to which you were exposed have on you?

e Scores between 26 and 50
indicate a low impact,

* between 51 and 75
a moderate impact, and

* between 76 and 100
a severe impact as a result of exposure to the stressor.
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Quiz Answers

1
Section 1 F
(page 18)
Section 2 T
(page 41)
Section 3 T
(page 56)
Section 4 T
(page 75
Section 5 T
(page 83)
Section 6 F
(page 92)
Section 7 T
(page 108)
Section 8 T

(page 125)
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At the beginning of the 1990s, the countries of Latin America and the Caribbean pooled
their efforts, with the support of the Pan American Health Organization (PAHO), the govern-
ment of the Netherlands and the Colombian Red Cross, to develop SUMA—the Humanitarian
Supply Management System.

SUMA is an information management tool that helps governments improve the manage-
ment of humanitarian assistance and ensure efficiency and transparency in the reception and
distribution of relief supplies. SUMA also helps disaster managers to provide donors and
humanitarian agencies with the information they need to guarantee accountability.

What Is SUMA?

What Does SUMA Do?

e It streamlines the identification, sorting and classification of arriving humanitarian supplies.

e It helps to assign different priorities to the incoming supplies based on the needs of the
affected population.

e It consolidates all the information about incoming shipments and existing stocks into a sin-
gle database.

e It provides a clear picture of the circulation of donated supplies from the point of arrival
until they get to the final beneficiaries.

e [t eases and encourages the preparation of reports and exchange of information among all
stakeholders (governments, NGOs, donors, etc.).

Who Handles SUMA?

SUMA trains national teams and promotes self-sufficiency by ensuring that countries can
manage humanitarian assistance employing their own resources. The national teams comprise
volunteers from health agencies, civil defense or emergency committees, the armed forces, the
local Ministry of Foreign Affairs, customs, the Red Cross, NGOs and other bodies. Over 2,000
volunteers have already been trained in Latin America and the Caribbean.

SUMA—Towards a Global Standard for Humanitarian Supply Management

SUMA is accepted throughout Latin America and the Caribbean as the standard in the man-
agement of relief supplies. The countries of the Region are now exporting the model to other
parts of the world that have requested assistance and training in the use of the SUMA System to
meet their disaster management needs.

For more information please contact:

SUMA Project

Pan American Health Organization

525 Twenty-third Street, N.W. Washington, D.C. 20037, USA
Tel. (202) 974 3520; Fax: (202) 775 45 78

suma@paho.org
Or visit the web site: http:/ /www.disaster.info.desastres.net/ SUMA /
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Disaster management is, above all, the management of information. The goal of CRID is to
provide the countries of Latin America and the Caribbean with access to the best disaster infor-
mation sources and resources available so that users can make well-informed decisions when
managing disasters and trying to prevent or reduce their impact.

CRID enjoys the support of six organizations and agencies'. Its objectives are:

e To improve the compilation, processing, and dissemination of disaster information.

e To strengthen local and national capacity in setting up and maintaining disaster information
centers.

e To promote the use of information technologies.

* To support the development of the Regional Disaster Information System.

Services Provided by CRID

CRID provides the following services:

e The ability to conduct bibliographic searches over the Internet, on CD-ROMs, or by contact-
ing the Center directly.

e The publication and distribution of specialized bibliographies and reviews of the literature
(Bibliodes).

e Direct access over the Internet to a wide collection of full-text documents on disasters and
disaster reduction in general and in the Region.

¢ Distribution of publications and training material.

*  Mass distribution of public and technical information.

e Technical advice and training on how to set up and manage disaster information centers.

e CRID promotes and supports the consolidation of a Regional Disaster Information System
for Latin America and the Caribbean through technical support for national and local infor-
mation centers, the development of a unified methodology and tools, and the establishment
of uniform information services.

For more information please visit: http:/ /www.CRID.or.cr

Regional Disaster Information Center (CRID)
P.O. Box 3745, San José 1000, Costa Rica

Tel.: (506) 296-3952, Fax: (506) 231-5973
crid@crid.or.cr

CRID, the best source of disaster information
in Latin America and the Caribbean

! The Pan-American Health Organization / Regional Office of the World Health Organization
(PAHO/WHO), the United Nations International Strategy for Disaster Reduction (UNISDR), the National
Risk Prevention and Emergency Response Commission of Costa Rica (CNE), the International Federation
of Red Cross and Red Crescent Societies (IFRC), the Center for the Prevention of Natural Disasters in
Central America (CEPREDENAC), and the Regional Office for Emergencies of Médecins Sans Frontieres
(MSF).
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Emergency Preparedness and Disaster Relief Coordination Program
Pan American Health Organization
Regional Office of the World Health Organization

In 1976, the Pan American Health Organization created this Program in response to a call by the
Member Countries to establish a technical unit to strengthen health sector disaster preparedness, response
and mitigation activities.

Since then, the Program’s main objective has been to support the health sector to strengthen their
national disaster preparedness programs and its interaction with all the sectors involved in disaster pre-
paredness. This support has been channeled to the countries of Latin America and the Caribbean in three
principal areas:

In disaster preparedness, in addition to constant promotion of a strong health disaster prepared-
ness program, PAHO regular activities include training (through hundreds of courses and workshops) and
the preparation and distribution of training materials (books, slides and videos).

Disaster mitigation is just as important. An investment in disaster preparedness can be rendered
useless if hospitals or health centers cannot withstand the impact of a disaster and collapse at exactly the
moment they are most needed. PAHO promotes and supports including disaster mitigation in natural dis-
aster reduction programs and legislation.

In disaster response, PAHO works with the affected countries to identify and assess damages and
needs, carry out epidemiological surveillance and monitor drinking water, and mobilize international relief
and manage humanitarian supplies. PAHO has established the Voluntary Emergency Relief Fund that col-
lects money to support post-disaster activities.

The Program also has several special technical projects: Disaster Mitigation in Hospitals and
Drinking Water Systems; Humanitarian Supply Management System; Use of the Internet for Disasters and
Emergencies; and the Regional Disaster Information Center (CRID).

Offices of the Emergency Preparedness and Disaster Relief Coordination Program
(information updated as of March 2001).

Headquarters

525 Twenty-third Street, N.W.
Washington, D.C. 20037, USA

Tel. (202) 974-3520; Fax: (202) 775-4578
E-mail: disaster@paho.org

Central America

Apartado Postal 3745
San José 1000, Costa Rica
Tel: (506) 257-2141; Fax: (506) 257-2139

E-mail: pedcor@sol.racsa.co.cr
The Caribbean

P.O. Box 508
Bridgetown, Barbados
Tel: (246) 436-6448; Fax: (246) 436-6447

E-mail: vanalphd@cpc.paho.org; dvanalphen@ibm.net
South America

Apartado Postal 17-07-8982

Quito, Ecuador

Tel: (593-2) 46-0277; Fax: (593-2) 25-6174
E-mail: pedecu@ecu.ops-oms.org

Visit our website: http:/ / www.paho.org/disasters
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