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Conflict causes
disability
The issues of disabled people generally
need to receive more attention in society.
In times of war, disabled people are even
more neglected. During conflicts, where
there is so much destruction of life,
society and the economy, communities
rarely consider the care and protection of
disabled people. This issue of CBR News
aims to highlight the fact that disabled
people exist in conflict situations as they
do in every society, and that they have
needs that must be addressed.

Conflict itself is a major cause of
disability. This issue of CBR News will
look at these causes, for example
landmines and mental trauma. The needs
of disabled people after the conflict ends
also need to be considered. Therefore
this issue will also look at disabled
people after periods of conflict and
whether CBR is appropriate. Pages 5 to 8
focus on disabled children in war.

Many of our readers are fortunate to
live in countries that are not suffering
from war. This issue is still relevant
because even countries at peace
experience emergencies, such as famine,
floods and earthquakes, which disrupt
society. They may also experience long-
term “emergencies”, such as the AIDS
crisis, extreme poverty or long-term
political uncertainty. As usual, we
welcome feedback from our readers on
the relevance of CBR News to their
situation. Let us know of your experience
if you are a disabled person, or work with
disabled people, in a conflict situation.

Steve Harknett,
Acting Editor, CBR News

After more than ten years, CBR News
will be relaunched in the year 2000 with
a new name and a new look. After
discussion with our partners and readers,
a new name has been chosen: Disability
Dialogue – the international newsletter
on community practices in disability
and development.

Why the new name? It was felt that
even after years of good CBR practice all
over the world, many people are still
unfamiliar with the term ‘CBR’ and
would be less likely to pick up and read
the newsletter. As one aim of the
newsletter is awareness-raising, the title
has to make clear what the newsletter is
about – disability.

COMMENT New millennium, 
new name

Cover picture
Members of a disabled peoples’
co-operative in Somalialand make
crutches to sell as an income-
generating project.

Hamish Wilson/Panos Pictures

Healthlink Worldwide change of address
With effect from 12 December 1999 Healthlink Worldwide is moving into new
offices with International Family Health. Our telephone and fax numbers will
change but our e-mail and website addresses remain the same. 

Our new contact details are: Healthlink Worldwide, Cityside, 40 Adler Street, 
London E1 1EE UK. Telephone: +44 20 7539 1570 Fax: +44 20 7539 1580

Write a letter and win
a resource book
All letters published in CBR News
will win a Healthlink Worlwide
manual. Choose between:
● Alternative Limb Making
● Personal Transport for disabled

People
When you write, tell us which book
you would like.
Please write to: The Editor, 
CBR News, Healthlink Worldwide,
Cityside, 40 Adler Street, 
London E1 1EE UK. 

Next issues
Issue 33: Putting policy into
practice – are disabled people’s
rights, disability research and
information having an impact on
community practice in disability
and rehabilitation?

Issue 34: Disability and mental
health – long-term mental ill health
and mental health issues; what are
the community-based solutions?

Partner news
New editions of Disability Dialogue will
soon be produced: 
● an English edition especially for

Africa and a Portuguese edition will
be produced by the Southern African
Federation of Disabled People
(SAFOD), in Zimbabwe 

● in India, disability and CBR material
will be added to Healthlink
Worldwide’s Child Health Dialogue
newsletter in two languages, Tamil and
Gujerati 

● in Bangladesh, the Bengali edition is
now ready to include national material
and to produce an audio-cassette
version 

● a new edition is taking shape in Nepal.
Finally, Healthlink Worldwide welcomes
a new French-speaking partner, the
Central Africa Federation of Disabled
People (CAFOD), based in Cameroon.
CAFOD will take over production of the
French edition from Mauritium, the
Mauritius-based organisation which has
worked so hard on CBR News over the
past three years. We look forward to
enjoying an equally good relationship
with CAFOD.

A new feature which we hope to
introduce in Disability Dialogue is a
“forum” page. This will present views on
a particular subject and invite readers to
respond with their own views. In this
way we hope to promote dialogue among
our readers and increase our learning
about CBR. Let us know if you have an
idea for a suitable subject for a debate.

We are about to enter a new millennium
and many people see it as an opportunity
to assess what they are doing and to make
improvements for the future. At
Healthlink Worldwide we hope that the
new-look Disability Dialogue will attract
more readers and promote disabled
people’s interests more strongly than ever.



CBR News No. 32  December-March 2000 3

CBR succeeds in
eastern Ghana
CBR began in Birim South District in
eastern Ghana in 1992 to create
awareness about the usefulness of
disabled people in the community.
Community workers registered disabled
people and trained them in daily living
activities, communication and mobility.
Some individuals showed remarkable
improvements: two people who had
suffered strokes fully recovered after
three months of training and were able to
carry out their daily activities
independently.

LETTERS

Disabled people’s
organisations in
South Africa
CBR News 30 was on the subject of
disabled people’s organisations (DPOs).
PHOS, a Belgian NGO that supports
disability projects, responded with news
from South Africa’s national DPO.
Disabled People South Africa (DPSA) is
an umbrella, multi-racial disabled people’s
organisation. It has helped many disabled
people to develop their own small-scale
income-generating projects to increase
their independence and self-awareness.
DPSA also provides representatives to the
national parliament. It receives financial
contributions from grassroots groups,
each with about 25 members, scattered
through the country.

Income-generation projects are
carefully planned to ensure their success.
Each project is based on existing skills
of members of the group and needs in
the community. DPSA helps every group
to draw up a business plan, identifying a
needed product or service. DPSA trains
the groups in estimating costs,
production and registration techniques,
marketing and fundraising. Local leaders
are closely involved in the start of every
group, helping to identify disabled
people. DPSA also helps individual
disabled people and families to start up
small businesses. DPSA’s staff visit
individual and group projects once or
twice a month to give support on
different aspects of business.

Anja de Greve, PHOS, Sterrenkundelaan
30, 1210 Brussels, Belgium

DPSA, 314 Oxford Street, 5201 East
London, South Africa

Another part of the CBR programme
encouraged parents of disabled children to
form an association to share ideas and
experiences. Many disabled children have
since been accepted into regular schools.
The CBR programme refers children who
need technical aids, hearing aids, eye
glasses and corrective operations to
specialised services.

Disabled adults have been trained in
basketry, hairdressing, farming and
carpentry. After training they receive
loans to help them expand their
businesses.

The CBR programme has led to a
remarkable improvement in the

Is CBR useful in wartime? CBR,
according to the World Health

Organization, UNESCO and ILO, is a
‘strategy within community development
for the rehabilitation, equalisation of
opportunities and social integration of all
people with disabilities.’ In conflict, the
priority for disabled and other people is to
receive emergency relief aid – food,
clothing, water and sanitation, shelter and
medicine. Once these are met, longer term
needs can be addressed. The type of CBR
promoted by WHO is hard to achieve even
without the difficulties caused by conflict.
However, CBR should be a flexible
approach adapted to each community’s

community’s perceptions of disabled
people due to their economic
improvement. Society now recognises
their potential and they are given their
due place in the family.

The programme now faces several
challenges that need to be addressed,
such as the question of incentives to local
supervisors, insufficient income
generated by the programme and parents’
difficulty in paying for their children’s
treatment and education. 

Eric Obodai Torto, peripatetic teacher,
Ghana Education Service, PO Box 302,
Akim Oda, Ghana

situation. CBR is not a single programme
blueprint, but an underlying set of values
which should be applicable everywhere.
Some of these values are: 
● emphasis on changing attitudes 
● involvement of families 
● promoting accessibility 
● participation of disabled people 
● taking a holistic view of the disabled

person 
● tackling the three levels of disability

prevention 
● use of existing resources 
● integrating disability in development.
Changing attitudes Awareness raising
campaigns are important because

Conflict and CBR
Conflict disables, but is CBR useful in wartime?
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Conflict, such as in Afghanistan, causes disability.
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community attitudes are often negative
towards disabled people. In a conflict
situation attitudes may be even worse,
because poverty is more widespread and
disabled people are seen as a greater
burden.
Involving families Disability affects the
whole family, yet in conflict situations
where many families have been torn
apart, having a disabled relative has even
more serious consequences.
Interventions should consider other
family members’ needs, for example
providing child-care support to give
mothers time for other activities, or
helping families care for elderly disabled
relatives. Family members are the
primary carers of their disabled relatives
and should be helped to develop their
skills in caring for them.
Promoting accessibility Ensuring
access and mobility is not only a
question of medical intervention. In
refugee settlements, disabled people may
not have access to relief services
because of difficulties moving around,
carrying and queuing. Water points,

feeding centres and supplies of wood
and grass for building houses and
cooking fires should all be accessible to
disabled people.
Participation of disabled people
Disabled people are always at risk of
being ignored in the community, but in
wartime, when there is more competition
for resources, the risk is greater. Disabled
people should be consulted in matters
affecting them, especially about the
accessibility issues given above, and also
in wider community issues. The
participation of disabled people in
community work gives an excellent role
model for disabled children and their
parents. Decision-makers in the
community must be aware of the
importance of disabled people
participating in development.
A holistic view of the disabled person
Rehabilitation in conflict situations often
emphasises medical rehabilitation.
However CBR should meet all the needs
of the disabled person, not only the
medical needs, and should therefore
include:
● education “encouraging schools to

include disabled children in their
classes whenever possible. Teachers
should be made aware that children
benefit socially and psychologically
from attending school, even if their
learning is limited.

● vocational rehabilitation and income
generation – vocational training is the
key to being able to generate income,
supporting oneself and a family, and
gaining self-esteem. Disabled people
should have access to existing
vocational programmes. Credit should
be available to help them set up or
develop enterprises.

● cultural activities – can be used as part
of therapy, for example dancing.
Cultural activities can also promote
disabled people’s self-esteem and
identity. They can also be used to raise
awareness, showing the community the
abilities and talents of disabled people.

Tackling the three levels of disability
prevention CBR should use all the
health, education and social services
which are available to address the three
levels of prevention of disability:
● primary prevention – prevention of

disabling diseases, for example
through pre-natal care and nutrition
education, by working with primary
health care programmes

● secondary prevention – early detection
of disability; curative care through

provision of drugs, for example for
tuberculosis, ear infections, trachoma
and leprosy; essential surgery for
cataracts and injuries

● tertiary prevention – preventing the
impairment becoming a disability.
This includes physiotherapy, orthotics
and prosthetics, occupational therapy
(appropriate aids and vocational
rehabilitation), orientation and
mobility training for visually impaired
people and activities for social
integration.

Use of existing resources: CBR uses
resources available in the community
rather than bringing in new technology
and imported ideas. The first action
should therefore be to identify what
resources exist – information, expertise,
materials, finance and infrastructure.
Integrating disability in development
Even during an emergency, programmes
can plan for future development
activities. Disabled people’s
organisations, if they exist, can help in
emergency aid distribution. This can help
develop a relationship with the
organisation and encourage the
participation and empowerment of
disabled people, which will prepare the
way for future development activities.

War and disability 
● There are more conflicts in the

world than ever before and wars
tend to last longer 

● Most conflicts today are civil wars
– the victims are civilians rather
than soldiers 

● Targeting civilians means that
women and children are increasingly
vulnerable, and yet rehabilitation
services often focus on men 

● Women are more likely to suffer
rape, torture and forced marriage in
wartime 

● Many wars today are low-intensity
conflicts – they aim to wound and
disable people rather than to kill
them, for example by using land-
mines. Leaving people disabled
puts a greater economic burden on
families and the nation than killing
them 

● Warfare can be ‘hidden’, for
example the trade sanctions against
Iraq. The lack of food, medical
equipment, drugs and fuel leads to
more disability 

● The effects of war continue long
after the end of hostilities –
landmines remain active in the
ground for generations

How does conflict
causes disability
Direct causes 
Landmines, bombs, grenades and
bullets lead to: 
● fractures and limb amputations 
● eye injuries leading to visual

impairment 
● hearing impairment due to

perforated ear drums 
● head injuries and facial

disfigurement caused by burns. 
Trauma of war causes mental and
emotional disturbances.

Indirect causes
Disruption to: 
health services increases the
prevalence of disabling diseases like
polio and can lead to more
disabilities resulting from birth
difficulties 
farming and transport of food
increases disabilities related to
malnutrition 
schools prevents health education
taking place. Literacy levels fall
which leads to greater poverty in
future.
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There is a saying that when elephants
fight it is the grass that suffers the

most. In wartime the most vulnerable in
society, including children, are most
affected. To make matters worse, most of
today’s wars are in developing countries,
where children are already vulnerable. In
the past 10 years, two million children
have been killed in armed conflict, six
million have been injured and many
more have witnessed or taken part in acts
of violence. Children may be passive
victims of the war, or they may be more
actively involved, forced to join the army
as child soldiers.

Conflicts cause disability
Childhood disability in war results from
both the direct, immediate effects of
violence and the longer term, indirect
changes in society. In the short-term,
many children become disabled due to
landmine or gunshot injuries. More
children are killed or injured by
landmines than adults because they are
smaller, and because they may pick up
landmines to play with.

In the long term, many children are
affected by emotional disturbances.
Witnessing the death of family members,
separation from family and friends and
fleeing to an unknown place can all lead to
emotional stress. Child soldiers who
participate in killing may lose a sense of
normal human values and become more
violent people in later life. Many girls have
to deal with the trauma of rape. Symptoms
of post traumatic stress disorder – anxiety,
fear, difficulties sleeping, fatigue, stomach
pains – are often identified in children in
conflict situations.

Other disabilities in conflict situations
are linked to the breakdown in
infrastructure and the economy. Disabling
diseases such as polio and measles
become more common because drugs and
vaccines are not available. The nutritional
status of children will probably worsen as
food supplies decline, leading to an
increase in nutritional disabilities and a
spread of infectious diseases.

Children already disabled 
Some children in a community are
disabled even before the start of a
conflict. Not much is known about the
fate of these children, but it is likely that
they have greater difficulty escaping

during attacks, especially those with a
moving, learning or visual difficulty.
Parents may have to make difficult
decisions about who to leave behind
when fleeing. In 1993 during the war in
southern Lebanon, a father admitted that
he fled his home taking a cow rather than
his disabled daughter, because “the cow
was of more use”.

Disabled children are sometimes
abandoned in institutions or with foster
families, where they may suffer emotional
or sexual abuse from foster parents or
teachers. They are more vulnerable to
abuse than other children because they are
less able to defend themselves.

What can be done
Providing for disabled children in
conflict situations is difficult, but actions
can be taken. Actions should address
both the direct and the indirect causes of
disability. Many of the measures are
important for all children, whether they
are disabled or not. Interventions should
include: prevention, protection,
participation and rehabilitation.

Prevention: includes primary
prevention (preventing the onset of
disabling conditions) and secondary
prevention (early identification of
disabling conditions to prevent them
progressing). Basic health needs to be
protected and diseases controlled through

provision of adequate shelter, food,
vaccinations, medicines, water and
sanitation.

Protection: efforts should be made to
reunite separated children with their
families. Families also need support to
enable them to meet their children’s
needs. This support could include
listening, practical advice, or support to
income generation or food production.

Participation: disabled children should
have access to playgroups and cultural
and leisure activities. In many refugee
settlements, efforts are made to include
the refugees in making decisions about
things that affect them. Disabled children
need to have the same opportunity to
participate in making decisions.

Rehabilitation: physical rehabilitation
services are important, such as
physiotherapy, orthopaedics, training in
daily living skills, and mobility
rehabilitation for blind children. Psycho-
social rehabilitation (see page 7) will be
necessary for children with emotional or
mental difficulties. Disabled children and
youth should also have opportunities in
education and vocational training,
integrated alongside non-disabled
children.

Disabled children in conflict have often
been neglected and there needs to be a
greater recognition of their situation.
However at the same time it is important
to realise that their basic needs, for food,
clean water, shelter, clothing, health,
stimulation, education, love and attention,
are the same as other boys and girls.
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Training in practical skills is im6

War on children
Children suffer the most in times of conflict
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the toys that children normally play
with or make themselves

● make a rattle out of a gourd or a used
container filled with pebbles or sand.
Shaking the rattle will help develop
the child’s movement and the noise
will encourage the child to listen

● make a ball out of tightly rolled cloth
and roll it backwards and forwards
between the adult and the child. This
helps the child’s hand-eye co-
ordination. It also helps the child to
play with another person? 

● personal contact between the child
and his/her mother and brother and
sisters is just as important during play
as the toy itself.

Rehabilitation for older
children
Older children suffering from emotional
distress can be helped to return to as
normal a life as possible. This is called

Stimulation for infants and
young children
Mental distress or malnutrition can cause
delayed development in infants and
young children. The treatment is a
programme of stimulation. Stimulation
means encouraging the child’s senses
(sight, hearing, touch), motor abilities
(moving), ability to learn and solve
problems and ability to communicate
with others. Here are some ways you can
encourage carers to stimulate their
infants and young children:
● stimulate speech by talking to the

infant while breastfeeding or spoon-
feeding. Make eye-contact and talk or
sing to the infant while nursing. Tell
the infant stories. When carrying the
infant around, name objects that you
can see

● stimulate the child through play ‘ help
the family to make simple toys which
the child can play with. Think about

Identifying children with emotional or mental problems
Not all children who experience trauma during conflict will
develop emotional or mental problems. Children with certain
disabilities, like epilepsy, learning difficulties, hearing,
speech and communication difficulties are more likely to
have such problems. This may be because they are more
anxious about their future than other children. Also, the
child’s parents may cause extra distress by neglecting or
over-protecting the child. The effect of the trauma on the
child depends on the family’s resources and ability to care for
the child (if the child is with his or her family), and the
child’s own ability to cope. 

Babies or infants with mental or emotional problems may:
● make no babbling noises
● be late in starting to smile, sit, walk or talk. Remember,

however, that not all infants develop at the same rate.

Older children with mental or emotional problems may:
● cry all the time or get hysterical
● be easily frightened by people
● not eat properly
● bang their head or rock backwards and forwards
● suck their thumb or fingers

● have nightmares or other difficulties in sleeping
● have physical illnesses such as headaches, dizziness,

backaches, eye strain or stomach upsets for no apparent
reason

● be unable to concentrate or have difficulties in learning
● be physically aggressive or very loud and rough during play
● be extremely withdrawn, quiet and well-behaved, never

expressing feelings
● start acting like a much younger child, for example wetting

the bed or stopping trying to talk
● always think that bad things will happen in the future. 

NOTE: people may think that children who show these signs
are mentally retarded. A child with mental retardation will
probably always have difficulty learning. However a child
suffering from mental or emotional problems can recover from
the distress and begin to learn normally.

Do you have experience of working with children in
distress? What did you do? What did you learn? Write and
tell us about it.

Adapted from “Mental health for refugees”, by WHO/UNHCR

Helping disabled 
children in conflict
A child ‘victim of . . . torture or any other form of cruel, inhuman or
degrading treatment or punishment, or armed conflicts’ has a right
to ‘physical and psychological recovery and social reintegration’.

Convention on the Rights of the Child, article 39

psycho-social rehabilitation. It should
not focus on the child alone, but
include others in the community –
health workers, teachers, social
workers, women, youth and religious
groups and traditional healers. 

The important aspects of psycho-
social rehabilitation are:
● ensuring the safety and security of

the child
● supporting the carers, preferably

one or both parents? 
● promoting familiar routines and

tasks, such as school
● promoting interaction with other

children, for example in play or
sports.

● As well as working with the child,
activities should also involve the
family and the wider community.

Working with the child
Play: play is enjoyable and it helps
children to develop. It also helps
children’s mental healing. Children
often find it difficult to talk about
trauma, but they may feel more
comfortable expressing themselves
through singing and drama. Activities,
such as drawing, painting and making
models, give children the chance to
rebuild their lives.

Building children’s identity:
children in conflict have often been
uprooted from their culture and have
lost much of their sense of identity.
Adults can teach children cultural arts
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Children can be helped to learn how to cope with the trauma of conflict.

such as dances, songs and drama. These
activities strengthen cultural ties and
provide some degree of routine to the
child. They are also familiar to children
and provide them with comfort.

Learning to cope: a child learns to
cope with trauma by copying the
behaviour of adults. The child’s parents,
teachers and other adults should be
encouraged to act as responsible role
models who the child can follow.
Teachers and religious organisations in
the community can give children moral
education. 

Participation and information: all
children, including those with disabilities,
need to participate in decisions about
things concerning themselves, for
example about receiving a prosthesis, or
where they are going to live. Then they
can feel that they can influence what
happens to them and gain in self-esteem.
Children also need to be told how the war
started and how they became refugees, so
that they can better understand their
situation and accept it. Parents should
talk to their disabled children about the
cause of their disability.

Working with the family
All children need a stable, loving family,
with whom they can talk and feel safe.
However families themselves may need
help to recover from their own emotional
distress before they can care for their
children. Parents should understand the
importance of acting as good role
models for their children. If parents have
antisocial behaviour like drinking
heavily or fighting, their children will
copy this behaviour. Training in
parenting skills may be useful, for
example in dealing with a distressed
child’s behaviour. Starting up parents’
groups can give parents the chance to
offer each other encouragement and
advice. Child-to-child activities can
enable older children to help their
younger brothers and sisters.

Families with a disabled child may
need extra support to reduce the risk of
the child being abandoned or abused;
for example material help, work
training and small business loans, and
child-care arrangements. Starting
programmes of support in conflict
situations for disabled children is
difficult, but as much as possible
should be done to avoid wasting time
when the child should be developing
and learning. It may be possible to start
day centres or give physiotherapy
advice. Mothers of disabled children

can be encouraged to meet one another,
to raise their morale and help them to
respond more to the needs of their
children.

Working with the community
In wartime many children become
orphaned or separated from their
families. These unaccompanied children
probably suffered even greater emotional
and mental distress. Unaccompanied
children should not be placed in
institutions, as they will be at greater risk
of neglect, abuse or recruitment as
soldiers.

In the short term, efforts should be
made to find foster families for
unaccompanied children. Foster families
should be screened for their suitability.
Widows or single men and elderly
refugees are often suitable as they may
require extra help in the household.
However fostering should only be seen as
a short-term measure, as even when
fostered, children are at greater risk of
abuse and neglect than children who stay
with their natural families.

In the long term, agencies often
attempt family tracing and reuniting. All
unaccompanied children need to be
registered and information on their
families recorded. Community
organisations are helpful in this process.
Family tracing and reuniting should
always be carried out with the child’s
best interests in mind. There may be
instances when family reuniting is not in
the child’s best interests; for example if

the family does not have the resources to
properly care for the child.

Attending school is an important step
towards the child returning to normal
life. Teachers should encourage children
to have responsibilities at school, in
order to increase their self-confidence
and encourage them to help one another.
For example, children can help others
who have difficulties learning, or help
physically disabled children to get to
school or carry books, or organise games
and drama.

Even during conflict, teachers and
community workers can be trained to be
sensitive to the needs of disabled
children, and efforts should be made to
integrate them with non-disabled
children in school.

Final considerations
Psycho-social rehabilitation should
consider aspects of the local culture: who
cares for orphans according to the
culture? What are the rituals about death,
burial and mourning? Working with
community members will help outside
agencies to plan activities that are
culturally appropriate.

Finally, those who work in conflict
situations must realise that they
themselves are vulnerable to emotional
distress. Their own behaviour and
attitudes can affect the children with
whom they work. Workers should
therefore make sure that they receive the
necessary moral and emotional support
to enable them to work effectively.

Guide only, picture to be supplied
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The 1994 massacre in Rwanda left
more than half a million people

dead in the space of three months. Many
children were among the dead. Of those
who survived, about a quarter had seen
family members murdered and others
became disabled due to machete
wounds. Some children took part in the
killings themselves. Emotional and
mental trauma were therefore
widespread among children. Some were
in a state of shock while others lost the
power of speech. 

Some 3 million Rwandans fled to
Tanzania, Uganda and Zaïre after the
massacre. Among these were an
estimated 150,000 unaccompanied
children. 

Interventions
Article 38 of the Convention of the
Rights of the Child says that “State
parties shall take all feasible measures to
ensure protection and care of children
who are affected by an armed conflict”.
In the Rwandese refugee camps,
international agencies made a co-
ordinated effort to support
unaccompanied and traumatised
children. The activities included:

Tracing and reunion – identifying
and registering unaccompanied children
was the first action taken. Refugees were
hired as social workers, known as
“community supporters”, who made
home visits to register unaccompanied
children and document their histories.
Community involvement in this process
raised awareness of the fact that
unaccompanied children were part of the
community’s own responsibility.

Family-based foster-care – many
unaccompanied children were staying
with families in temporary care, while
some of the older children lived alone in
family sized groups. To place these
children in foster-care, the community
supporters screened potential foster
families, placed children with them and
made regular follow-up visits. Foster
families were given support, for
example extra food rations and
counselling. Children over 10 years old
who were able to work were relatively
easy to place with foster families, but
foster parents were more unwilling to

accept infants and babies. Another
problem was that some children placed
with foster families suffered abuse and
left the families, sometimes becoming 
“street children”. 

The work of the community supporters
was co-ordinated by committees which
brought together representatives from the
refugee community, women’s groups,
foster parents, teachers, priests and social
workers.

Psycho-social rehabilitation – an
important part of psycho-social
rehabilitation was setting up schools,
with the aim of introducing some
normality into the lives of the children.
Primary schools were started using a
special UNICEF/UNESCO teaching kit
suitable for emergency situations,
translated into Kinyarwanda, the
Rwandese language. Refugee teachers
were identified and given introductory

seminars. In the longer term the national
curricula of the host countries were
introduced.

Headmasters and teachers were
sensitised about trauma in schools and
trained to give advice to teachers, parents
and children. Many of the teachers had
been extremists and suffered traumatic
experiences, so they themselves needed
training before being able to support the
children.

Teachers played an important role in
helping the mental recovery of children.
Even in the refugee camps, children
continued to suffer distress because of
the atmosphere of fear and suspicion,
fuelled by revenge killings and
propaganda. Teachers were vital in
promoting reconciliation and educating
children for a peaceful future.Activities
for pre-school children were also
important as they gave mothers time to
participate in community work and
provided valuable recreation to pre-
school children. Day-care centres were
started by women’s groups, youth groups
and teachers. 

Lessons learned
NGOs responding to the Rwandan crisis
learned several important lessons from
their experiences:
● social workers are an essential part of

any emergency team arriving in a
crisis area. Recruiting and training
local staff is equally important, so that
support services for women and
children can be set up immediately.

● protection of children cannot be
achieved without also protecting
mothers. Feeding centres need to be
set up as soon as possible in refugee
camps, and they should be in easy
reach of vulnerable women.

● advocacy for and training in human
rights issues should be given early
priority in an emergency. Human
rights monitors need to be present in
refugee camps, and refugee leaders
and community services should be
trained in rights issues such as the
Convention on the Rights of the
Child.

Adapted from “Protection of children in
refugee emergencies” by Rädda Barnen

Healing in Rwanda
The international response to children in distress
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Disabled refugee chidren face a double
burden.
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The number of landmines in the world
and the deaths and injuries they

cause are shocking (see box). In recent
years awareness about landmines has
increased. In 1997 a number of countries
signed a Mine Ban Treaty, called the
Ottawa Convention, which bans the
production, use and export of landmines.
It also commits countries to helping the
social and economic rehabilitation of
landmine survivors and victims.

So far, 137 countries have signed the
Ottawa Convention and 86 have ratified
it (passed their own legislation). On 1
March 1999 the Convention became
accepted as international law. Global
mine production has decreased
dramatically as the number of producing
countries has fallen from 54 to 16.
However dozens of people are still being
killed or injured every day by landmines.
Some countries, including the United
States, China, Cuba and Vietnam, have
not signed the Convention and still
produce mines. Some countries that have
signed, for example Angola and Guinea-
Bissau, continue to use mines. Also, in
many countries it is rebel groups rather
than governments which are using
landmines. Various NGOs have united
under the International Campaign to Ban
Landmines to continue putting pressure
on countries to fully implement the
Ottawa Convention.

Has your country’s government signed
and ratified the Ottawa Convention? Is
there an anti-landmine campaign in your
country which you can support?

Who should do it?
Landmine education should involve
everyone in the community: teachers,
medical staff, religious leaders, women’s

groups, youth groups, CBR workers and
other community workers. Mine
awareness education should be targeted
at groups who are most at risk from mine
injuries. People involved in activities that
disturb the ground, such as digging or
livestock herding, are particularly at risk.
Returning refugees are more vulnerable
because they are often not aware of the
mine risk in their homeland, especially
younger refugees who have never lived in
their country. It is therefore important to
give mine awareness courses to returning
refugees.

How to do it
The dangers of landmines can be
publicised using a variety of methods,
including printed t-shirts, posters and
leaflets. Materials should be prepared
with specialists in mine awareness to
make sure that messages are accurate.
Musicians and actors can give
performances about mines, presenting
technical information in a practical and
amusing way. Messages should be simple
but not simplistic. There is no point in
telling people to keep out of mined areas,
as people’s survival often depends on
having access to the land.

Mine awareness materials have been
produced by the Child-to-child
programme. Using these materials,
school children can pass on landmine
awareness messages to their siblings and
other family members, and act as peer
educators for children who do not attend
school.

Landmine awareness messages should
be accessible to disabled people. This
may include having presentations on
mine awareness in Sign Language for
deaf people and messages which are

understandable by people with learning
difficulties.

The key messages of mine awareness
should be: 
● how to recognise them 
● never touch mines or munitions 
● keep to well-used paths 
● warn each other when you see a mine 
● try not to travel or work alone – work

in pairs or groups? 
● never disturb loose or taut wires 
● avoid areas where people or animals

have been injured.
Communities should be persuaded not to
clear mines themselves. This is an
extremely difficult and dangerous task
that is best left to professionally-trained
demining staff. Mine clearance by
untrained people in the community is
unlikely to be very thorough and can
give the community the false sense that
the area is safe.

However, communities can play an
important role in reducing the danger
from landmines, by collecting data on:
● the location of visible mines –

marking minefields using a
standardised method such as the skull
and crossbone sign. People should be
strongly warned about approaching
suspect areas.

● the location of mine incidents.
Medical centres should collect data on
mine casualties and compile a map
showing the location of incidents.
Agricultural organisations should keep
records and maps of landmine
incidents involving livestock.

With thanks to Rae McGrath
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Explaining the dangers of landmines.

Landmine awareness
How can communities help in raising awareness
about the dangers of landmines?

Landmines statistics
● There are about 110 million landmines planted in the world. A further 100

million landmines are stockpiled
● Over one million people have been killed or injured by anti-personnel mines

since 1975
● About 70 people are killed or injured every day by landmines, or one person

every 15 minutes
● Mines are being laid 25 times faster than they are being cleared. In Angola, one

person in 470 has had a limb amputated

Data supplied by Mines Advisory Group (for contact details see page 12)
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Eye injuries in war
Explosions of landmines, grenades and
bombs cause many injuries in wartime.
The injuries usually require complex
surgery that is often only available in
urban areas. To reduce blindness caused
by eye injury, the focus should therefore
be on education about explosive devices.
Rehabilitation and education services for
those whose sight could not be saved are
also necessary. Afghanistan is one country
where these services are available.

Afghanistan has experienced 20 years
of war that has killed millions and left 15
to 20 per cent of the population disabled.
There are about 10 million mines lying
around the country. One agency, the
National Organisation for Ophthalmic
Rehabilitation (NOOR), provides
medical intervention for people with eye
injuries. Through carrying out thousands
of eye operations, training eye doctors
and teaching basic eye care, NOOR has
saved the sight of many people. However
surgery sometimes comes too late, and
other people cannot reach NOOR’s eye

Plaster of Paris is extremely useful in
making prostheses. It is used in two

stages. Firstly, plaster bandages are
wrapped around the person’s stump to
make a cast, the “negative”. Plaster
powder is then mixed with water and
poured into the negative. This sets to
form a solid “positive” model, which is
used to make the prosthesis.

This article explains how to store and
mix plaster to make the positive model.

Storage
● Store plaster powder carefully as it

goes off if kept for too long,
especially if it is allowed to get
damp.

● Keep the powder in a clean, dry
container with a closely fitting lid.
Seal the container if the plaster is not
used very often, especially in damp
climates.

● Use a smaller (50-100 litre) container
for day-to-day use, and finish all the
plaster before refilling the container.

● Always replace the lid after use. 

Equipment
● A cup to take plaster from the storage

container. This should be kept clean
and dry so as not to make the powder
dirty.

● A 10 litre plastic bucket or smaller
plastic container, for mixing the
plaster. Flexible containers are easier
to clean once the plaster has hardened.

● A stick or whisk, to mix the plaster
thoroughly.

● A “mandrel” (a metal rod) can be built
into the positive cast. This makes the
positive easier to hold while
modifying it.

Mixing the plaster with water
● Use clean tap water at room

temperature, or warmer if you want
the plaster to set more quickly.

● Measure the amount of water needed
by almost filling the negative.? Pour
the measured water into a bucket.

● Slowly add the plaster powder until the
level of the plaster is above the water
and forms a dry mound in the middle
of the water.

● Mix slowly by rubbing the plaster
between your fingers until the mixture

becomes smooth. Remove any lumps
of plaster.

● Mix the plaster and water thoroughly
with a stick or whisk.

Pour the plaster into the negative
● Pour the plaster mixture into the

negative before it becomes thick and
begins to get warm.

● Support the negative while pouring in
the plaster, so that the plaster does not
spill out.

● Pour the plaster mix slowly into the
negative to fill it completely. Add a
mandrel if required. This should be
held as the plaster sets, so that it does
not touch the sides of the negative. It
should stick out above the plaster by
about 10 cm.

● Move the mandrel up and down and
tap the sides of the negative to allow
air bubbles to escape. This will reduce
the number of holes in the positive
model.

● Once the plaster has become hard and
warm, leave it to cool before stripping
off the negative cast and working on
the positive model.
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A patient at an orthopaedic workshop
tries out his new half-prosthesis.

hospitals. There are therefore still a large
number of blind Afghans, who still
deserve the opportunity to be an
integrated member of their society.Visual
Impairment Services in Afghanistan
(VISA), works to socially integrate blind
Afghans. VISA teaches blind people
orientation and mobility, daily living
skills and Braille. Blind people are
trained to become CBR workers and
Braille teachers. Others are taught a trade
or given the opportunity to gain
academic qualifications. VISA shows
Afghans that its blind citizens have every
right to productive lives: a vocation,
marriage and a family.

From “VISA in Afghanistan” by Briar
Whitehead. In “Community Eye Health”
journal, 1997 Vol 10

Available from International Centre for
Eye Health, 11-43 Bath Street, 
London EC1V 9EL, UK. 
Fax: +44 171 250 3207, 
e-mail: eyeresource@ucl.ac.uk

Making plaster for
prostheses

Olivier Bouldet and Michaël Rechsteiner,
Handicap International

Dr. Sarah Meanley, prosthetist and
orthotist, Chas. A. Blatchford and 
Sons Ltd.
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Disabled people’s organisations
(DPOs) can be a very effective way

for disabled people to work together for
development. However, in wartime many
organisations including DPOs collapse.
This is because of the general social and
economic disruption, and because
people’s priority is individual survival
rather than working together. Can disabled
people organise themselves during
conflict, and if so, what can they achieve?

DPOs in war
War causes great destruction to human

life, to families and communities, to
health and education services, and the
economy. And yet war can also create an
opportunity for disabled people. In
Bosnia, which was devastated by the
1992-95 war, the destruction of
institutionalised rehabilitation services
for relatively few disabled people
resulted in new, community-based
services being set up. These services
reached many more people and
encouraged the participation of the
service-users. Southern Sudan has had
30 years of war but disabled people have
still managed to form organisations. In
the famine of 1983-4, many disabled
people did not receive relief supplies
because they could not stand in a queue.
They decided to form DPOs in Nyala,
Gedaref and Kassala, which started by
demanding access to relief supplies, but
now run development projects, including
income generating projects and
orthopaedic services.

In some countries, attention given to
disabled people has grown during and
after conflict. DPOs have grown because
of the increased number of disabled
people. Sometimes disabled veterans
have been treated as war heroes, which
has generated public sympathy and
government support for disability
programmes. In Lebanon, for example,
many people disabled during the war in
the early 1980s formed the Lebanese
Sitting Handicapped Association, which
is active in lobbying government.
Uganda and Zimbabwe, two countries
with strong disability organisations,
began their campaigning immediately
after their civil conflicts.

However the increased attention given
to disabled people during and after war
can also have its problems. Emphasis is

given to assisting disabled war veterans,
who are usually men. Disabled women
and children, and people who were
disabled before the war, for example deaf
people and people with mental
retardation, may be neglected. In Angola,
for example, 95 per cent of the national
DPO’s members are men. 

Another problem is that services for
disabled people often focus on medical
rehabilitation: providing equipment like
artificial limbs and wheelchairs. It can be
forgotten that disabled people have the
same needs as other people in society –
for employment, education, housing and
a social life. They may also have other
special problems. For example, disabled
war veterans may have missed out on
education when younger and therefore
cannot be accepted for further training or
employment.Public sympathy and
admiration for the disabled heroes may
not last long, especially when they
depend on others for food and housing,
or if they turn to alcohol or drug abuse.
Populations that have been affected by
war often become dependent on relief
supplies. Disabled people can be
particularly dependent. This can make it
more difficult for them to develop their
skills or to work together to form a DPO.

Starting a DPO
Here are some points to remember when
trying to mobilise disabled people to
form an organisation:
● the idea of working together in an

organisation may be quite new to
people, especially if there has been

war for a long time. Look for
examples where people have organised
in other ways, for example in the
informal economy or church groups.

● develop these examples of co-operation
using participatory exercises and
training, for example in teamwork and
problem-solving. Good introductory
exercises might be to brainstorm the
types of disability which exist in the
community, and to rank them in order
of prevalence. Or the group could draw
a map of the community to show where
the disabled people live.

● involve women, children and people
with non-war related disabilities in the
DPO

● address community attitudes towards
disabled people. Work with employers,
schools, etc to make sure that
opportunities are available to disabled
people.

● recognise that disabled people’s needs
include housing, education, vocational
skills, credit to start a business, etc,
and not only personal equipment.

Many people, disabled and non-disabled,
believe that social change is the key to
equalising opportunities for disabled
people. War causes the most dramatic
social change of all, but can this be used
productively to bring about positive
change for disabled people?

Steve Harknett, Acting Editor, CBR
News, Healthlink Worldwide
harknett.s@healthlink.org.uk

We welcome your comments on this
article:
Can conflict lead to positive changes
for disabled people?
Have DPOs in your country developed
from a war situation?
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Disabled people’s organisations can provide useful employment skills

Organising in conflict
What can disabled people’s organisations do?
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PUBLICATIONS

Landmines: legacy of conflict. A manual
for development workers
Rae McGrath, 1994.
Gives comprehensive information on the
types of mines, their impact on the
community and appropriate community
action.
Available from: Intermediate Technology,
103-105 Southampton Row, London
WC1B 4HH, UK. Fax +44 020 7436
2013
Website: http://www.oneworld.org/itdg/
publications.html
Price: £7.95 plus 20% (Europe) or 25%
(rest of world) for postage and packing

Helping children in difficult
circumstances: a teacher’s manual
Diana Pereira and Naomi Richman,
1996.
A very practical book, developed in
Mozambique, on how to support children
affected by the war. It covers child
development, the consequences of
distress and school-based support. Aimed
at teachers, the book is also useful for
parents and CBR workers.
Available from: Save the Children, 17,
Grove Lane, London SE5 8RD, UK
Fax: +44 020 7708 2508
Website: http://www.savethechildren.
org.uk
Price: £2.95 plus 15% postage and
packing.
NB: Save the Children have published a
number of other books about children in
conflict.

Mines beware! Starting to teach
children safe behaviour
Rädda Barnen, 1999.
A useful guide containing many ideas of
presenting mine awareness messages to
children of various ages, from 3 years to
teenage.
Available from: Rädda Barnen (Swedish
Save the Children). 
Website: http://www.childrightsbook
shop.org 
Rädda Barnen, 10788 Stockholm, Sweden
Fax +46 8 698 90 14
Price: 60 Swedish Krona (about US$8)

Alternative limbmaking: the
manufacture and fitting of low-cost
below-knee prostheses
Healthlink Worldwide, 1989
A simple, practical guide to the various
stages of making a prosthesis, including

anatomy of the lower limb, making a
plaster copy of the stump, attaching the
prosthesis and footpieces.
Available free: from Healthlink
Worldwide. One copy per request.

Disabled children in a society at war: a
casebook from Bosnia
Rachel Hastie, 1997.
An informative account of Oxfam’s
programme with disabled children in
Bosnia during and after the recent war. 
Available from: Intermediate Technology
(see details above). Price £7.95 plus
postage and packing.

Disabled children in post-war
Mozambique: developing community
based support
By Susie Miles and Elena Medi.
An article describing an innovative
community-based project for disabled
children in Mozambique.
Available free from Healthlink Worldwide.
One copy per request.

ORGANISATIONS

The Mines Advisory Group (MAG)
Involved in mine eradication and training,
and community mine awareness
programmes. MAP also acts as an
information service on the subject of
landmines and is an active campaigner. 
MAG, 45-27 Newton Street, Manchester
M1 1FT, UKTel +44 161 236 4311
Fax +44 161 236 6244
E-mail: maguk@cybase.co.uk
Website: http://www.mag.org.uk

International Campaign to Ban
Landmines (ICBL)
A coalition of over 1,300 organisations in
over 75 countries that campaigns locally,
nationally and internationally for a ban on
anti-personnel landmines.
ICBL Resource Center, Dalma Foeldes,
Osterhausgt 27, N-0183 Oslo, Norway.
Fax +47 22 362 280.
E-mail: resource@icbl.org 
Website: http://www.icbl.org

Handicap International (HI)
Works in rehabilitation and community
development with disabled people
(mainly physically disabled people) in
many countries in conflict or recovering
from conflict, such as Angola, Cambodia
and the former Yugoslavia.
HI, 14 avenue Bertholot, F-69361 Lyon,
Cedex 07, France Fax +33 78697994
Website: http://www.
handicap-international.org
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