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Methods: Focusing on the current problems and hazards,
WADEM implemented a Task Force on Landmines so
that people can be made aware of this existing problem and
keep in mind that much work still must be done. Starting
from experiences within the former demilitarized zones of
Kuwait/Iraq, the injury patterns of the victims and the
averages of their ages as well as the known outcome for a
sample of >85 mine-injury victims are discussed as a sam-
ple of the global problem. In addition, lessons learned from
the ongoing Nairobi Summit will be included in the pre-
sentation.
Results: The mean value for the ages of the sample of
mine-injury victims was 15.5 years. The injury pattern, as
well as the resulting injury severity score (ISS) and trauma
and injury severity score (TRISS) values from different
samples are discussed. According to the summaries expect-
ed from the Nairobi Summit, an estimation will be done
for the needed medical infrastructure to serve all of the
patients involved. Who will establish this infrastructure?
Who is responsible for the harm done to these mostly
uninvolved young people? What is the legal situation for
the victims after the Nairobi Summit 2004?
Conclusions: Updating the WADEM's Landmine resolu-
tion from Mainz to the needs of the new decade is only one
step needed. Networking with other governmental and
non-governmental organizations active in this field is nec-
essary to establish the required infrastructure worldwide
and to give some of the victims the deserved chance to sur-
vive in spite of all the narrow circumstances usually found
around the mine-fields worldwide. A summarizing report
is planned to be available at the 2007 World Congress on
Emergency and Disaster Medicine (WCEDM2007) in
Amsterdam.
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Landmines in Croatia
T.P. Pekez-Pavlisko •
Emergency Medical Services Sisak, Croatia

During the war in Croatia (1991—1995), many landmines
were planted. The total area of Croatia is 56,542 km2, and
it is suspected that minefields cover 1,350 km2, of which
10% is believed to be mined. By July 2004, 560 km2 had
been demined, and about 870 km2 has yet to be demined.
Fourteen of Croatia's 21 counties have landmine problems.

The demining process is planned to end by 2010.
Croatian and foreign companies are taking part in the
process. Demining the coast is 6.7 Hrk/m2 (0.88 Euro not
including VAT). With the basic task of planning and con-
ducting mine actions in the Republic of Croatia, the gov-
ernment in February 1998 established The Croatian Mine
Action Centre (CROMAC). The Croatian Red Cross also
was involved in the education of citizens, especially children,
about mine risks. According to the CROMAC database,
there have been 1,178 incidents with 1,759 mine victims
within the mine suspected areas of Croatia since 1991. After
the war ended in 1995, the civilians returned home, and

were injured in minefields. Older people, farmers, employ-
ers of public companies, and deminers are the most endan-
gered groups.

Medical rehabilitation of the persons with physical dis-
ability is organized in special hospitals all over Croatia. In
1999, at the initiative of the Croatian Mine Action Centre,
the Croatian Union of the Associations of Disabled estab-
lished a Mine Victims Association (MVA) that became
Croatian Mine Victims Association in October 2001.

Croatia has a special school for the education and train-
ing of deminers—Mine Action Academy in Velika Gorica.
Now, there are many humanitarian actions being undertak-
en to collect money for demining activities and for mine
victims.
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Hospital Disaster Management: An Overview
K. Omar
Oman

A medical disaster occurs when the ability of a given area
to meet the demand for health care is overwhelmed.
Therefore, the objectives of medical disaster management
are two-fold: (1) to provide as rapidly as possible the great-
est benefit for the largest number of casualties; and (2) to
achieve a critical reduction in morbidity and mortality.

The hospital plays the key role in the medical assistance
chain. This chain consists of three components: (1) the
medical rescue capacity (MRC), i.e., medical care at site;
(2) the medical transport capacity (MTC), i.e., the number
of patients who can be transported from the site to the hos-
pital; and (3) the hospital treatment capacity (HTC).

The hospital is the last link in the chain, where mass
medicine gives way to individual, patient-focused care.
Admission and management of a large number of victims
can be a very daunting task requiring the mobilization of
huge amounts of resources within a short time. Therefore,
every hospital should have a written disaster plan, and this
plan must be exercised and evaluated regularly. Current
recommendations call for some components of the plan to
be tested every three months, and for the whole plan to be
tested every two years. Such testing ideally will involve the
participation of the local police, fire brigade, and ambu-
lance services.

Using mathematical models, it is possible to predict the
performance of components of the medical assistance
chain, giving an estimate of how many victims could be
evacuated and treated within a time frame in the event of a
disaster. Emphasis should be on optimizing available
resources. Those resources include not only human power,
supplies, and equipment, but also available space and time.
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