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Medical Working Group
Kobe, Japan
13 – 17 September 2010
Chairman’s Summary
1. Opening and Welcome
The Chairman welcomed all participants to the third Medical Working Group (MWG) meeting of 2010.  The meeting was officially opened by Mr Shuichi Ikeda, Deputy Director General, Secretariat of Japan Disaster Relief Team, Mr Terje Skavdal, Head of Office, OCHA Regional Office for Asia and the Pacific and Mr Winston Chang of the INSARAG Secretariat.

Mr Rudolf Muller, Chief of the OCHA Emergency Services Branch, visited the meeting and expressed his support and gratitude to the MWG members and their respective donor organisations.
The meeting was hosted by the Japan Ministry of Foreign Affairs and the Japan International Cooperation Agency (JICA), held in Kobe, Japan from the 13th – 17th September 2010 and was attended by fifteen participants from nine countries and the INSARAG Secretariat.  The meeting’s List of Participants is attached (Annex A).
This MWG meeting was run in parallel with the inaugural INSARAG Global Meeting which ran from the 14th – 16th September 2010.
2. Apologies
Apologies were received from the following MWG participants:

· Mr. George Smith (Australia);
· Dr Peng Bibo (China);
· Dr Mohan Tiru (Singapore);
· Dr. Iain McNeil (UK);

· Dr. Judith Highgate (UK).

3. Adoption of Agenda
The Draft Agenda was reviewed, amended and adopted as the Final Agenda for the meeting.  For a copy of the Agenda, refer to Annex B.
4. Review 2010 INSARAG Steering Group Meeting Minutes with reference to the MWG

· The Steering Group thanked the MWG for its work so far, which it endorsed along with continuation of Trevor Glass as Chairman;

· The MWG should continue and produce outputs as given in the revised Terms of Reference of the MWG.  These outputs will be reviewed annually and its continuation determined following each review;

· It was also emphasized that WHO should be strongly encouraged to participate in MWG meetings;

· The Steering Group endorsed the fact that, if possible, one member of the MWG be present in all IEC as medical classifier and requested member countries to make their MWG members available;

· The Steering Group also emphasized the need to share the outcomes of the MWG with the wider humanitarian community through the cluster system.  The Steering Group directed the INSARAG Secretariat to facilitate this process.
The INSARAG Secretariat, the MWG Chairman and the Swiss MWG representative, based in Geneva, have attempted to contact the WHO.  To date, no response has been received.  The efforts to contact the WHO and invite a member to participate in the MWG will continue.

5. Review of the MWG participation in 2011 IEC activities
The benefits of having a MWG representative present, if possible, at all future IECs are as follows:

· Ensure a consistent and standardised medical evaluation during an IEC;

· Aid the MWG with its task of providing recommendations to the IEC Checklist in an effort to make the process more robust;

· Enable a member of the MWG to coach future medical IEC classifiers;

· Enable a member of the MWG to provide guidance to a medical representative from a USAR team, attending as an observer, regarding their planning and preparation for their own IEC;

· Promote the implementation of the outputs of the MWG;

· Reduce the administrative burden on the INSARAG Secretariat

Following the INSARAG Steering Group endorsement of the proposal to have a MWG representative present, as far as possible, at all future IECs, the MWG has compiled a MWG IEC Provisional Allocation 2011 (Annex C).
6. Participation in the relevant sessions of the INSARAG Global Meeting
The MWG participated in the following sessions of the INSARAG Global Meeting:

· Lessons Learned from the International USAR Response to the Earthquake in Padang, Indonesia of 30 September 2009;

· Lessons Learned from the International USAR Response to the Haiti Earthquake of 12 January 2010;

· Emerging from the Rubble – An Earthquake Survivor Recounts;

· Beyond the Rubble – Transitioning from USAR.

7. Review Feedback on the Draft Medical Guidance Notes
To date there has been no feedback received from the wider INSARAG community on the draft medical guidance notes produced by the MWG to date.

8. Continue work on MWG TOR activities
The INSARAG Secretariat directed the MWG to arrange the documents being proposed as a series of medical and clinical guidance notes to augment the INSARAG Guidelines Medical Supplement.

The focus of this meeting was the continuation of developing the draft medical and clinical guidance notes.  Annex D provides an update of the status of the various draft medical guidance notes.  Annex E refers to the draft clinical guidance note on amputation and dismemberment.
Mr Jesper Lund from the INSARAG Secretariat provided very valuable feedback to the MWG on the draft medical guidance note on USAR Medical Interaction with OSOCC (DMGN 3.9).  This DMGN will be amended accordingly to reflect the input from Mr Lund.
9. New Items for Inclusion in the Agenda
· Swiss Agency for Development and Cooperation (SDC) initiative “International Emergency Response performs below its actual capacity” (Annex F).
The concept document was presented to the MWG by Dr Olivier Hagon, the Swiss representative of the MWG.  The MWG unanimously expressed its support for this initiative.
10. MWG Meeting Schedule 2011
Historically, the MWG has met on three occasions during a calendar year.  Based on the initiative to have a MWG representative present, as far as possible, at all future IEC, the number of meetings per year was reviewed.

The MWG participants acknowledged the importance of balancing the needs of the MWG and the IEC against the economic reality of multiple international trips per year.

It was therefore decided that the MWG would meet twice per year which will hopefully enable the funds that would have been used for the third meeting to be used to support the IEC process.

It was further agreed that one of the MWG meetings would coincide with the annual USAR Team Leaders meeting.  The second meeting will either be held to coincide with the INSARAG Steering Group meeting, depending on the interval between it and the USAR Team Leaders meeting, or at an alternative venue, hosted by one of the participating countries of the MWG.

With regard to the timing of the meeting, it was agreed that the MWG meeting should be held immediately prior to other INSARAG meetings rather than in parallel.  This will maximise the opportunity for participation in both meetings.  It further provides MWG members with some flexibility in that they can leave immediately after the MWG meeting has been concluded, whereas for those members who are required to or wish to, they have the option to stay on for the upcoming INSARAG meeting.
The MWG 2011 meetings will be finalised once the INSARAG Secretariat has confirmed the dates of the 2011 INSARAG Steering Group and USAR Team leaders meetings.

11. Any Other Business

· Dr Olivier Hagon delivered a presentation on “Medical Data, Haiti Earthquake, 12 January 2010”;
· Dr Kobi Peleg delivered a presentation on “The Health System & The Israeli Field Hospital in Haiti”;

· The MWG had the opportunity to meet with Mr Jens Kristensen, a survivor from the Haiti earthquake.  This was an incredibly valuable experience to all present as it provided a unique and intimate insight into a survivors experience.  The MWG extends its deep appreciation to Mr Kristensen for this opportunity;

· The MWG also had the opportunity to interact with Mr Dewey Perks, Chairman of the Training Working Group (TWG); and discuss areas of synergy with particular reference to the development of a medical training package for local responders;

· Review of Search Methodology:

It is widely accepted that it is challenging to justify the development, maintenance and deployment of international USAR capacity on the number of lives saved.

It should be acknowledged however that one of the key roles performed by a USAR team is to assist LEMA in making the transition from the rescue to the relief phase of the disaster.  This is primarily achieved by conducting comprehensive searches of the affected area and determining that there are no more survivors.
The recent Haiti experience has however highlighted that there are shortcomings in the search methodology.

The MWG therefore unanimously supports the formation of an Operational Working Group, a key focus of which should be conducting a thorough review of search methodology.
12. Meeting Closure
The MWG Chairman thanked all participants and their sponsors for their valuable contributions during the meeting.

The meeting was officially closed by the Chairman.


Annex A
MWG Participants
MWG Participants

	Name
	Country
	Sponsor

	Dr. Erich Wranze-Bielefeld
	Germany
	THW

	Dr. Demetri Pyrros
	Greece
	EKAB; World Association for Disaster & Emergency Medicine (WADEM)

	Dr. Kobi Peleg
	Israel
	MFA.

	Dr. Shigeki Asahi
	Japan
	JICA ; MoFA

	Mr. Yosuke Takada
	
	Observer

	Dr. Thomas Eckhardt
	Netherlands
	USAR.NL

	Dr. Efraim Kramer
	South Africa
	Rescue South Africa; University of the Witwatersrand

	Dr. Olivier Hagon
	Switzerland
	SDC

	Dr Riadh Chalgham
	United Arab Emirates
	Abu Dhabi Police

	Lt. Adel Alyammahi
	
	

	Dr. Anthony Macintyre
	United States of America
	USAID

	Mr. Trevor Glass
	MWG Chairman
	AusAID

	Mr. Jesper Lund
	INSARAG Secretariat
	FCSS

	Mr. Winston Chang
	INSARAG Secretariat
	FCSS

	Ms. Nihan Erdogan
	INSARAG Secretariat
	FCSS



Annex B
MWG Meeting Agenda
INSARAG Medical Working Group
Kobe, Japan
13 -17 September 2010
AGENDA

1. Opening and Welcome.
2. Apologies.
3. Review of weeks administrative arrangements and meeting plan:

· 13 September 2010 – Closed MWG meeting;
· 14-16 September 2010 – MWG meeting in parallel with the INSARAG Global Meeting;
· 17 September 2010 – Closed MWG meeting.
4. Review 2010 INSARAG Steering Group Meeting Minutes with reference to the MWG.

· Action issues identified in the 2010 INSARAG Steering Group Meeting Minutes.

5. Review of the MWG participation in the 2011 IEC activities.
6. Participation in relevant sessions of the INSARAG Global Meeting run in parallel with the MWG meeting on 14 – 16 September 2010:
· Facilitated the medical discussions as required during the INSARAG Global Meeting;

7. Based on feedback received from the wider INSARAG Community, review and amend, as required, Draft Medical Guidance Notes 3.1 – 3.6.

8. Continue work on MWG TOR activities, specifically the drafting of the Medical Guidance Notes 3.7 – 3.11:

· Draft Medical Guidance Note on the Minimum Competency Framework for USAR Medical Personnel;

· Draft Clinical Guidance Note on Crush Syndrome;

· Draft Clinical Guidance Note on Amputations and Dismemberment;

· Draft Medical Guidance Note on the Impact of Local Prevailing Health Conditions on USAR Operations;
· Draft Medical Guidance Note on USAR Medical Interaction with OSOCC;
9. New items for inclusion in the agenda:

· Swiss Agency for Development and Cooperation (SDC) initiative “International Emergency Response performs below its actual capacity”;

10. Review status of MWG meeting scheduled for 2011;

11. Any other business;

12. Completion of MWG Chairman’s Summary;

13. Meeting Closure.


Annex C
MWG IEC Provisional Allocation 2011
	Number
	USAR Team
	Date
	Level
	Nominated MWG Classifier

	1&2
	SARAID / RAPID UK (Joint IEC)
	24-26 March 2010
	Medium / Medium
	

	3
	Lithuanian Emergency Response Team 
	24-29 April 2010
	Medium
	

	4
	Austria(SARUV)
	12 – 15 May 2010 (19-22 May 2010)
	Medium
	? Thomas Eckhardt

	5
	Central Airmobile Rescue Team of EMERCOM of Russia
	27 June – 2 July 2010
	Heavy 
	Trevor Glass / Efraim Kramer (2)

	6&7
	General Directorate of Civil Defence Turkey / AKUT Search and Rescue Association (Joint IEC)
	11 – 15 July 2010 (25 – 29 July 2010)
	Heavy / ?
	Efraim Kramer (1) / Rhiad Chalgham/ Adel Alyammahi

	8
	Korea USAR Team 
	? September 2011
	Heavy
	Asahi Shigeki (1) / Erich Wranze-Bielefeld / Peng Bibo

	9
	Fairfax County –USAID (Re-classification)
	21 -23 October 2011
	Heavy
	Trevor Glass /. SCDF / Rhiad Chalgham/ Adel Alyammahi

	10
	ERICAM (Emergencia Respuesta Inmediata Comunidad de Madrid) Spain
	? November 2011
	Medium
	Iain McNeil / Olivier Hagon

	11
	Hungary Heavy Team Reclassification / Hungary professional Fire fighters
	?
	Heavy / Medium
	Asahi Shigeki (2)



Annex D
MWG Outputs
	No:
	Description
	Status

	1.
	INSARAG Guidelines Medical Supplement
	Completed

	2.
	Recommendations to IEC Checklist 2010
	Completed

	3.
	Medical Guidance Notes
	

	3.1
	Draft Medical Guidance Note on the Provision of Medical Care in an Austere Environment, specifically Confined Space.
	Completed

	3.2
	Draft Medical Guidance Note on the Recovery of Deceased during USAR Operations.
	Completed

	3.3
	Draft Medical Guidance Note for the Donation of Medical Supplies and Equipment Prior to Demobilisation.
	Completed

	3.4
	Draft Medical Guidance Note on the Identification of USAR Medical Personnel.
	Completed

	3.5
	INSARAG Medical Handover Form
	Work in Progress

	3.6
	Draft Medical Guidance Note on Post Mission Medical Reporting.
	Completed

	3.7
	Draft Medical Guidance Note on the Minimum Competency Framework for USAR Medical Personnel.
	Work in Progress

	3.8
	Draft Medical Guidance Note on the Impact of Local Prevailing Health Conditions on USAR Operations.
	Work in Progress

	3.9
	Draft Medical Guidance Note on USAR Medical Interaction with OSOCC.
	Work in Progress

	4.
	Clinical Guidance Notes
	

	4.1
	Draft Clinical Guidance Note on Crush Syndrome.
	Work in Progress

	4.2
	Draft Clinical Guidance Note on Amputations & Dismemberment.
	Completed

	5.
	Develop a Guidance Training Package for Local Responders
	Work in Progress



Annex E
DCGN02 Amputations & Dismemberment
Number:
DCGN02

Title:

Amputations & Dismemberment

Amputations (live victims) and dismemberment (deceased) have always generated much discussion in the USAR community and is a complex issue with social, religious and ethical aspects to be considered.  Though there may be extremely rare situations in which these two procedures are indicated as a last resort, the better course of action is to avoid these if at all possible.

1. Amputations

1.1
Pre-Procedure
1.1.1
Decision Making

The single most important aspect to consider regarding performing pre-hospital amputations is the decision making process as to whether it will be performed.

There are numerous potential ethical, moral, cultural and religious implications as well as the clinical and psychological complications associated with pre-hospital amputation.  This is compounded in situations when the procedure is performed by a medical professional in a foreign country affected by a disaster.

There are multiple international limb salvage score criteria.  These are intended for use in the controlled environment of the operating theatre with full access to the victim and even these can be questioned retrospectively when applied.  It is unrealistic to expect the USAR medical provider to make a determination as to whether a limb is salvageable or not in the collapsed structure environment.
Therefore, amputation should be considered a procedure of absolute last resort:

· When the patient’s clinical condition is life-threatening and requires immediate disentanglement and extrication to facilitate resuscitation;

· Hazards present an impending threat to life of the victim or the USAR team members;

· Under circumstances when the degree of patient entrapment and entanglement is such that, even after an exhaustive multi-disciplinary review of alternative options, amputation provides the only viable means to extricate the patient.

It is therefore strongly recommended that the USAR team establish and implement a decision making process with regard to amputations.  Ideally this should include a procedure and equipment checklist to be used in the field.  It is also recommended that teams carry minimal equipment and supplies to perform and or complete a pre-hospital amputation.
Essential persons in the decision making process should include:

· Treating medical professional;

· Patient (if possible / practical);

· Family members (if possible / practical);

· USAR team medical manager;

· USAR team leader / deputy team leader;

· Representative from LEMA (if possible / practical);

It is recognized that in some circumstances it may not be possible or practical to consult with all or any of the persons described above.  A recommended practice in this situation, should be to consult at least one other medical professional, even if they are a member of another USAR team.

Other factors to consider include:

· The available receiving medical facilities and the level of care available to provide the required ongoing management and support to a post-amputation patient;

· The availability of a suitably qualified medical professional to perform the procedure;

· The availability of the appropriate equipment and medication to perform the procedure and post-procedure care;

1.1.2
Preparation

Once the decision to perform an amputation has been made, the following should be established or conducted:

· A mode of transport to immediately transfer the patient post extrication;

· The most appropriate available medical facility to receive the patient;

· An individual to assist the primary care provider with the procedure (ideally a healthcare professional);

· The preparation of the adequate and appropriate equipment and medication for the procedure is available on-site;

· Adequate preparation of personal protective equipment e.g., additional gloves; protective garments, goggles; etc;

· A briefing with all rescue personnel directly involved with rescue support during the procedure regarding the medical plan of action;

· An equipment assembly point as close to the patient and in the most “sterile” conditions possible;

· If possible or practical, document the decision making process;

· Consider environmental constraints imposed by a confine space environment e.g., limited patient access, lighting and noise.

1.3
Procedure
This guideline focuses on the amputation procedure.  The underlying principles consistent with trauma resuscitation apply.  For additional information on the provision of medical care in austere environments, refer to DMGN 1 THE PROVISION OF MEDICAL CARE IN AN AUSTERE ENVIRONMNET, SPECIFICALLY IN A CONFINED SPACE.
This procedure should only be performed by a suitably trained physician or other medical professional (e.g., paramedic; nurse) under the direct supervision of a physician.

1.3.1
Anaesthesia and Analgesia

There are well documented methods of providing appropriate and adequate anaesthesia and analgesia in pre-hospital environments.  USAR medical professionals are obligated to ensure adequate anaesthesia and analgesia, during and post-procedure.

1.3.2
Technique

The World Health Organization (WHO) has established practice guidelines on amputations in disaster situations, refer to Best Practise Guidelines on Emergency Surgical Care in Disaster Situations, Section 12, Amputations, Page 15 – 17.

In the confined space environment, the following points must be considered:

· Consider the administration of an appropriate broad spectrum antibiotic, if available, as soon as possible;

· Consider the administration of Tetanus prophylaxis, if available, as soon as possible.

· Attempt to conduct the procedure with the most “sterile” technique possible.  Surgical site preparation should still be considered within the restrictions of the confined space environment whenever possible or practical;

· Proximal control of haemorrhage is paramount pre and post-procedure;

· A guillotine amputation performed as distally as possible on the affected limb/s is the preferred method;

· It is recommended that use is made of a wire saw e.g., Gigli saw, rather than a fixed blade saw as it is more suitable in a confined space environment;

· Make a note on the patients limb as to the time of the amputation;

· Maintain vigilance of the risks posed by surgical instruments, bone fragments and body fluids during the procedure;

· Apply antiseptic agent to the amputated stump if available and dress the wound appropriately;

· If a tourniquet has been applied, leave the tourniquet in-situ until the patient is handed over to the most appropriate medical facility available.

1.3
Post-Procedure
· Maintain adequate levels of anaethesia and analgesia during the extrication process;

· Maintain haemorrhage control and ensure that it will remain effective during the extrication process;

· Ensure adequate covering of the amputation part that remains in the rubble.  This is to reduce the risk of physical exposure or injury as well as the potential detrimental psychological effects;

· Attempt to forewarn the receiving medical facility of the patients clinical condition and arrival;

· Ensure completion of appropriate documentation as time permits;

· Due to the potential adverse psychological impacts of performing this procedure, adequate debriefing for all personnel involved is recommended;

· Notify all the relevant parties as to the procedure undertaken e.g., OSOCC; LEMA.

2. Dismemberment

As with pre-hospital amputation, the single most important aspect to consider regarding performing dismemberment is the decision making process.  In fact, dismemberment in some countries may be illegal.  The decision making process, personnel involved and procedure are similar to those for pre-hospital amputation as described above.  However, the reasons for this procedure differ i.e.:

· It’s the only way to gain access to a live victim;

· To remove a risk to USAR personnel.

END

Annex F
International Emergency Response performs below its actual capacity
	1. Challenges in current and past emergencies

	Challenges on the ground


	· During major disasters and especially in the 2010 Haiti earthquake, many organisations were insufficiently prepared for the challenge, lacking crucial equipment and knowledge.  Coordination and management of activities were not up to quality requirements of international humanitarian assistance and imperfectly aligned with the needs of the affected country.
· Several organisations appeared to carry out actions that could be considered detrimental to the affected population 
· It is acknowledged that some actors did not adhere satisfactorily to standards such as the principles and guidelines of international humanitarian response and, in relation to the pledging procedure, to the principles of Good Humanitarian Donorship. 

	Challenges for recipient countries and donors
	· Many disaster prone and therefore potentially affected recipient countries are not sufficiently prepared for mid to large-scale emergencies. 

· On the onset of an emergency operation, weak and damaged structures within the recipient country often turns into a bottleneck. As a result, the State may partially lose control over the situation and is not in a position to provide and lead the central and indispensable coordination. Relevant authorities may also be affected or missing, impacting on the setting of priorities.
· So far, there is no mechanism for donors to mandate certified professional humanitarian organisations, and for recipient countries to weigh up the respective international responders.

	2. Room for improvement 

	Entry points to improve quality and accountability 

of humanitarian assistance in first phase of emergency response
	· Solidarity with crisis-affected countries encompasses the notion of truly making a difference for the better and to serve the victims; calling for international response actors to be capably prepared and deployed in an efficient and professional manner. 
· Professional humanitarian organisations are bound by honour and respect to set and live up to standards, to ensure quality and to safeguard the reputation and meaning of the humanitarian principles.
· Similar to INSARAG / USAR, the present initiative focuses on professional humanitarian organisations working in the first phase of emergency response. 

· It aims to develop a standardised, measurable and feasible certification / classification system for quality improvement, endorsed by like-minded humanitarian organisations. 

	Work within the existing framework
	· Improving quality and reliability of humanitarian assistance implies involving the main actors of the humanitarian system with specific key roles:

Humanitarian organisations (GO and NGO): delivering relief assistance and humanitarian services to victims and national bodies;
UN System: creating legal frameworks and mechanisms for coordination, pledging funds, coordinating and provide humanitarian assistance (UNDAC and UN clusters);

Donors: policies, entrusting humanitarian organisations, ensuring control, effectiveness and accountability;

Potential recipient countries: decide on admittance of assistance providers, based on reliable information;

International bodies: setting and promoting humanitarian principles, codes of conduct;

Humanitarian workers: training and certifying skills and capacities through accredited organisation and steered by international humanitarian professional associations;

National emergency coordination structures: providing emergency relief for their country and leading the coordination of national and international humanitarian assistance.

	Lessons identified
	· Tsunami Evaluation Coalition: Summary recommendations 2007

1. The international humanitarian community needs a fundamental reorientation from supplying aid to supporting and facilitating communities’ own relief and recovery priorities. 

2. All actors should strive to increase their disaster response capacities and to improve the linkages and coherence between themselves and other actors in the international disaster response system, including those from the affected countries themselves. 

3. According to the Tsunami evaluation experts the international relief system should establish an accreditation and certification system to distinguish agencies that work to a professional standard in a particular sector. 

4. All actors need to make the current funding system impartial, and more efficient, flexible, transparent and better aligned with principles of Good Humanitarian Donorship (GHD).

	3. Where do we go from here? 

	Focus on certification / classification and goals
of like-minded humanitarian organisations
	· Keep suggested standards and processes as simple as possible and avoid complex procedures;

· Design set-up in a manner to be achievable and affordable for smaller professional emergency organisations;

· Elaboration of professional standards for use by the respective actors in the major clusters with focus on the first emergency phase;

· Ensuring knowledge and application of the basic humanitarian principles, codes of conducts and normative framework; 

· Mapping of existing standards (SPHERE, HAP, ...)

· “Certification” or “classification” of the professional humanitarian actors by accredited bodies;

· Openness for public control and awareness building by media.

	Some cornerstones of the roadmap

by the initiative for a certification / classification system
	· Sensitization and awareness building: public critical statements; outlining the expected advantages of certified or classified professional humanitarian organisation; challenging interested humanitarian actors; building-up pressure by showing the differences;

· Elaboration of certification or classification system: identification of main weaknesses by sectors (e.g. medicine); definition of concrete improvement with measurable criteria; defining professional competencies, proposing mechanisms for quality control and certification body;

· Application of over-arching standards: putting in practice ethics in humanitarian emergency response; review code of conducts of humanitarian organisations to be certified; screening of response capacities and accountability system towards beneficiaries, recipient’s country and donor; identifying ways to contribute to the implementation of the Good Humanitarian Donorship principles;

· Building-up alliances and networks: enhancing the idea of classification with concrete examples; motivating lead organisations to join the initiative already in the starting phase; ensuring participation of a relevant number of important players (critical mass); associating interested knowledge think tanks and partners: ALNAP, OCHA, ELRHA

	Expected outcomes of the working groups
	· Set of criteria for quality standards, measurable, verifiable, adjustable to specific situations and linked to sanctions

· Manual specifying criteria and control mechanisms  

· Procedures of certification / classification of sectors

· Guidelines for disaster-prone countries to request and receive international assistance
· Publication of “fact sheet” of certified/classified organisations/entities.



