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My Biases

• In clinical, non-military medicine, top down approaches fail

• We will never have sensors everywhere

• We already have “sensors” everywhere

• MDs don’t care much about public health

• MDs do care about individuals, but they are ridiculously busy

• doing something is not always better than doing nothing

• it’s better to be approximately correct than be precisely wrong

• 80% solutions are here now

• There are no experts in biological weapons



NDU: Observations on Bioterrorism (BT)

• In the anthrax outbreak, clinicians were key decision-makers

• There are 8,000 public health agencies, without co-ordination

• Maintaining continuous situational awareness will be very hard

• Physicians and public health professionals communicate poorly

• Don’t forget zoonotic diseases

• Incidence command structure will probably not work in medicine

• Medical system and public health are separate systems

• Bottom Line: “Can we make public health part of medicine?”



Synthesis: Requirements for a BW surveillance system

• Continuously available communications on a “Need to Know” basis

• Low intrusiveness to individuals

• Reliable, low cost, low intrusiveness to physicians

• Take the load off of labs, where possible

• Training for health-care providers should be inherent in system

• Local entities control data, but 

• other agencies should have easy access to information

• high level agencies have selective access

• A “BW surveillance” system must be sustainable on its own merits

• daily clinical practice



What do doctors want?
• minimal data input requirements

• timely advice from public health officials only “when necessary”

• routine data regarding ongoing outbreaks

• painless BW training and seemless integration with daily tasks

What do public health officials want?

• routine surveillance

• rapid alerting of serious diseases

• tools for analysis

• easy communication with physicians

• low cost, low intrusiveness



• On-line RSVP Demonstration



Practical Experience to Date
• 40 physicians in 4 clinics

• over 1 year

• New Mexico Department of Health

• Average physician use

• reviews “infectious disease background” daily

• values data from other physicians

• reports severe cases

• one alarm to Department of Health

• Unknowns

• robustness of reporting



RSVP-A (Animals)
A System for Rapid Detection of a Bioterrrorism Attack on Livestock

RSVP-Animals is a syndrome monitoring system for the early 
detection and reporting of disease outbreaks in animals.

Operational Capability:
• Concept is to build an internet-based network that links ranchers, 
stockers in stockyards, and veterinarians with USDA/APHIS and 
emergency planners to expedite the response to infectious animal
disease outbreaks.

• Continuous interactive system for lay-stockers and veterinarians to 
report large-animal syndromes associated with dangerous, infectious 
disease outbreaks (location by county, type of animal, syndrome,
environmental conditions, and time data).

• RSVP-Animal will mitigate agroterrorism consequences by quick 
detection of infectious diseases, reduced economic impact on 
agri-business, and reduced psychological impact public. 

• Rapid Syndrome Validation Project (RSVP)-Humans was 
developed to monitor human syndromes associated with infectious 
human diseases.  It is now ready for nationwide deployment.

• RSVP-Animal is being developed as a corollary system to RSVP-H, 
designed to provide rapid feedback to stockers, veterinarians, state 
agriculture agents, and national- level monitors on the health of 
livestock.

•RSVP-Animal will have specific syndromes identified for each type 
of animal (e.g., beef cattle/dairy cattle, horses, swine, sheep):

•Animal syndrome data entered into handhelds(PDAs) in field
•Syndrome reports apply a “knowledge engine” to screen data, 
analyze clusters for outbreak signals, and to aid in the rapid 
investigation of emerging infectious diseases. 

For additional information, contact:
Greg Mann
(505) 844-6795
gremann@sandia.gov

RSVP-Animals

• U.S. Department of Energy, Office of Nonproliferation and National 
Security, Chemical and Biological Nonproliferation Program

• U.S. Department of Agriculture, APHIS and ARS

• Kansas State University, College of Veterinary Medicine

Technical Approach: Customers and collaborators:

FBI

State 
Ag-Health

FEMA

CDC

APHIS

Homeland 
Security

•Vesicular
•Respiratory
•Urogenital
•Skeletal
•Digestive



RSVP Installations and Next Steps
• New Mexico

• Las Cruces -- Pediatrics, FP, Urgent Care, ER
• Albuquerque -- 8 Community Health Care Clinics, 1 Occupational Medicine Clinic

• California
• Livermore -- 1 Occupational Medicine Clinic
• Kaiser Permanente, Northern California Emergency Rooms (3)

• Texas
• Brownsville -- 6 Community Health Center Clinics
• Lubbock -- 6 Community Health Care Clinics, 41 counties to follow

• Singapore
• 24 polyclinics (approximately 20% of population)

• RSVP for ANIMALS (RSVP-A)
• Continuing Medical Education -- Automated! Via recognized commerical provider
• NATO Military and Dependents medical clinics



Web Site: rsvp.sandia.gov
• General Description

• Manual - Latest version 2.3

• Demonstration site (“SNL Demo”)

• Contact Information

• Alan Zelicoff, Sandia National Labs - apzelic@sandia.gov



Realistic Vision
§ California, Texas, New York: approximately 500 sites in FY03

§ 100 - 150 “General Practice” Veterinary Sites in Kansas?

§ Combination of Human/Animal data at public health level

§ Commercialization coming soon

§ Version 3.0

§ Automated space-time statistic

§ Neural network predictive model

§ Enhanced geographic tools


