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I ntroduction

Within the Standing Committee on Victim Assistance, Socio-Economic Reintegration
and Mine Awareness, within the ICBL, and within the broader global disability
movement, it has been recognized and accepted that assistance to landmine survivors and
all persons with disability is not a purely medical issue. If the broken part of alandmine
survivor is fixed or replaced, this does not return the person to his previous state.
Elaboration of thispoint is already familiar to most of you in this audience, but for
newcomers. The UN Standard Rules on the Equalization of Opportunities for Persons
with Disability, the ICBL Guidelines for the Care and Rehabilitation of Survivors', and
the language of the treaty all make reference to the fact that Victim Assistance includes a
broad range of activities.

For the next 15 or 20 minutes | will be focusing your attention onto one of the non-
medical issues, onto what happens to landmine survivors heads and hearts when they
lose alimb or lose eyesight or hearing or whatever else the trauma has done physicaly...
we will be talking about what trauma can do to a person’s psyche, and what can help
someone adjust to the assault on his or her mind and heart.

Psychological Interventions and Peer Support are significant areas of endeavor for some
of the organizations involved in assistance to landmine victims. Yet little discussion has
taken place about these sorts of programs. This presentation and our discussions today are
but first steps in a process to promote discussion about psychological interventions and
peer support amongst the various stakeholdersin the field.

Before proceeding with the task at hand it may be useful to briefly summarize the events
that have led to this point. At the December 2000 meeting of the Mine Ban Treaty
Standing Committee on Victim Assistance, Socio-Economic Reintegration and Mine
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Awareness (SCE-VASERMA) a presentation by the Working Group on Victim
Assistance (WGVA) made reference to importance of Psychological Interventions with
Landmine Victims. Following this presentation it was decided that a fuller exploration of
the topic was needed, and that it should form the basis of discussion at the next meeting
of the Standing Committee in May of 2001.

Flowing from this directive the WGV A undertook a process of information gathering
about activities, issues and concernsin the area. This has, to date, taken the form of a
listserve for those involved in the area. Members have been encouraged to write and
share their experiences and concerns. Along with this activity Landmine Survivors
Network (LSN) hosted a half-day meeting of interested parties in Washington, DC, on
March 29, 2001. A list of participants in the meeting, along with their organizational
affiliation appearsin Annex 1.

Participants at that meeting set the following goals for their time together:

To learn who is doing what where in the field of psychological interventions

To highlight the challenges or issues facing the field

To summarize this information for the Standing Committee on Victim Assistance
To discuss the future, in terms of possible goals and activities for interested
parties beyond this meeting and this forum

* & o o

What follows is divided into four sections. First, we will have aquick look at two
branches of this type of work, psychological interventions and peer support—to see how
they differ. Second, we will take a glance at where we are in the process of gathering a
comprehensive review of current activitiesin thefield. Third isapreliminary summary of
issues and concerns of practitioners. Finally, we have some suggestions on how effortsin
the field, and the work of this Standing Committee, can continue to improve the reach,
the quality and the impact of psychological interventions and peer support.

1. Psychological Interventions and Peer Support: Part of a Continuum

Psychologists and psychiatrists treat people with psychological or psychiatric disorders.
Some landmine survivors will have clinical disorders requiring treatment, but most will
not. Adjusting to adisability isanormal - if extreme - variety of the difficult situations
we all face and are challenged to adjust to throughout our lives. To use an everyday
example, we may lose our job. Thisis a sobering disruption. We may feel useless and
depressed, but by talking to a friend, someone we trust and respect, perhaps someone
who we know faced this afew years ago and overcame the problem we often work
through these feelings. If we stay depressed for along time and become withdrawn and
talk about suicide, THEN we would probably benefit from professional help.

PAGE 2




8 May 2001

In the process of recovery from trauma or adjusting to a disability, people are often
overwhelmed by very strong, disturbing emotions such as anger, guilt, fear, anxiety,
depression, hopelessness, frustration, bitterness, isolation and more. It isnormal to feel
any or al of these. But if the person recovering from traumais not aware that strong
emotions are normal, he or she may panic or give up. If the general perception within a
culture is that having such strong negative emotions means you are abnormal, a person
readjusting to a disability may believe that he or she is abnormal, or even “crazy”.

Misperceptions like this abound around the subject of disability and recovery from
trauma. The problem in the disability field is that even well meaning people, professional
helpers, program planners, and the general public are not aware of their own
misperceptions. Professiona health workers often underestimate the ability of ordinary
people to adjust to disabilities and recover from trauma. They forget (or perhaps they do
not believe) that self-healing and healing with the help of trained lay personsis possible.
Instead, health care workers and othersin the “helping” professions often reinfor ce the
mistaken idea that persons with disability, asa rule, have unusual psychological
problems.

Peer-counseling builds on the idea that disabled people who have had a traumatic injury
(landmine related or otherwise) and have managed to put their lives back together are in
the best position to talk to other people who have recently had an injury and become
disabled. "Peer" means that two people are the same in some salient way, for example,
that they have both gone through a similar experience or have had the same serious injury
or illness. The difference is that one person has already dealt with many of the
difficulties, while the other has not yet had the chance to face the issues.

Newly disabled and/or traumatized people often experience a great deal of difficulty
understanding the circumstances they suddenly find themselvesin. Dealing with the
situation can be overwhelming. They need to be able to place these chalengesin a
proper perspective in order to deal with them and get on with life. They need information
and someone they trust to talk to. Facts and professional advice are certainly of help in
this regard, but the empathy and credibility that atrained peer counselor or peer support
volunteer brings to the relationship is of immense value. It is one thing for an educated
person to speak knowledgeably to you about the sense of loss you feel when ready to
return home without your right leg. It is another situation entirely when the discussion is
with someone you know has faced that same hollow fear him/herself.

With training, a person who has gone through the experience and dealt with the issues
constructively can offer their natural wisdom to someone who isjust starting down the
same path. Probably most importantly, the experienced person can offer hope, in the form
of living, breathing proof that life goes on after trauma, and that a newly disabled person
can direct their own recovery. Training is key though. Clearly, not everyone who has
had atraumatic injury is naturally empathetic or automatically a skilled peer counselor.
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Training of peer counselors usually emphasizes active listening skills, and how to provide
accurate and an appropriate amount of information.

Handled properly, peer counseling can be empowering by stressing that people "like you"
have thrived and succeeded and therefore you may also expect to thrive and succeed.
Professional counseling can unintentionally have the opposite effect. Receiving advice
from an educated professional can send the unconscious message that you will forever
remain a"patient”" because you will need to rely on professional help to solve your
problems. This potentially sad side effect is caled Learned Helplessness. Learned
Helplessnessis not an inevitable consequence of professional counseling, and in some
circumstances professional counseling is the most appropriate intervention. However
these are real factors to contend with in choosing the appropriate mix of responses to
effectively meet the needs of traumatically injured people, including landmine survivors.

The other common mistake of health professionals and the general public isto think of
disabilitiesin the disease-cure model, asif disability is a purely medical problem.
According to this misperception, a person with an amputation should be “cured” with a
mechanical fix—someone has lost a leg, they are broken, replace the leg, they are fixed.
Of course, it just doesn’t work that way. Peer counselors and peer support volunteers are
in prime position to listen to the fears and concerns of a newly disabled person, to
understand and explain common misperceptions, and to talk about recovery asit really
is—atough, complex, and very normal process of adjustment

2. Current activities: Who is doing What Where? (table in progress)

Organizations

Countries

Programs

Council of
Canadians with
Disabilities (CCD)
and Social
Services of
Cambodia (SSC)

Cambodia

Pilot peer counseling training program for people
with disabilities

SSC

Cambodia

Provides an array of community-based social and
mental health services to people who seek them
in one province in Cambodia

Vietnam Veterans

Angola, Cambodia,

Provides P/O, physical therapy, jobs in program,

of America Kosovo, El Salvador, income generation, micro-enterprise. Needs
Foundation Sierra Leone, assessment in Kosovo. No counseling services,
Vietnam? per se, but outreach workers deal with survivors’
general life situations in addition to prosthetic
needs.
Handicap Eastern Europe, Seventeen programs on four continents. Work

International (HI)

Africa, Asia, South
America

with local professionals and expatriate trainers
using the psychodynamic approach to build the
capacity of local mental health professionals.
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Target group is usually persons with serious
mental illness or full-blown psychiatric disorders.

Landmine Bosnia, Ethiopia, Provides peer support to landmine survivors and
Survivors Network | Eritrea, Mozambique, amputees — support includes peer counseling,
(LSN) Jordan, El Salvador referrals to existing services, and assistance to

meet priority needs when no other solution exists.
Philosophy is that the survivor directs his/her own
recovery by determining how LSN can best
support him/her.

3. Issues, challenges and concer ns

Several issues and challenges as they relate to the development and provision of
psychological and peer support have been identified. These categories are not definitive
nor are they listed in any order of priority.

A) Contextual Factors

It is essential to have a clear understanding of the political, social and economic context
into which psychological support is to be delivered because they influence the
effectiveness and impact of psychological interventions. There are complex issues at
play, and failure to appreciate them will render the program ineffective. Close
consultation with survivors themselvesis imperative.

The societal context: How does one deliver a program when psychological
interventions or peer support are unknown or not trusted in the culture or when
that culture is defined by a strong sense of hierarchy? How to turn helpers away
from judging, scolding, advising and towards empathy and respect? How to deal
with attitudes toward disability as being “deserved”, or the fault of the victim?
How to expose pity as aform of oppression?

The political and legal context: Does the lack of knowledge about, and access to,
human and disability rights change the way we might have to justify and
implement any victim assistance program? How does a conflict or post-conflict
context affect people’s ability or willingness to simply talk about their war-related
injuries? How does the level of economic development and recent or recurring
natural disastersimpact the lives of persons with disability?

The individual’s characteristics: for example, age, age at time of trauma, gender,
family role, social status of the family, level of education, religion, occupational
history—Are these “given” characteristics an indicator of how a traumatized
person might adjust to a new disability? How does this in turn impact on the
family and the community? What is the extent or the risk of secondary traumato
the support team, peer counselors, psychologists, or other hel pers?
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B) Program Design

I ssues of funding requirements, evaluation, research protocols, and sustainability were
raised, asfollows:

Under what conditions should one start a program?

How long should it go on?

When might it be useful to embark on partnerships?

What is the best way to include persons with disabilities in program design?
Should a program target individuals or communities?

Have tools to gather baseline information and to evaluate impact been devel oped?
What research has been done so far? Have we learned lessons from the programsin
place and if so, what are the results and how can one access them? Or are programs
still too young to have developed credible outcome-oriented results?

What are the expectations of those providing psychological care, and of their funders?
Isthere asingle “model” program design that is appropriate and effective in all
cultures?

C) Program Implementation

While psychological support may be a stand-alone service, it may aso be delivered
integrated into larger rehabilitation programs like emergency medical care and vocationa
training. In either case, program planners must balance the delivery of medical and
vocational supports with the delivery of psychological and social supports.

Psychological support planners must be aert to the tendency to “therapize” or
“medicalize” their approaches. For example, the desire to get back to work or to earn a
living becomes “the need for vocational reintegration;” if an able-bodied person wants to
do some gardening, they do it whereas a disabled person gets “ horticultural therapy”.
Planners should question the origins of this tendency and try to reduce it.

Psych support providers should address the contextual issuesraised in A) and adjust their
activities accordingly. For example, in countries that lack infrastructure, how can psych
support services be made more accessible to the users? In societies that do not have
disability policies and that discriminate against persons with disability, what is the best
way to advocate for better practices with the public, local |eaders, health care
professionals and governments? In communities observant of local traditions, healers,
and beliefs, to what extent should such practices be incorporated a psychological support
program?
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The required professional qualifications of program implementers also need to be
resolved. What are the pro’s and con’s of paid vs. volunteer staff, local vs. expatriate
staff, psychology vs. socia work frameworks?

In addition, some programs use survivors who have had success in adapting to their new
situation. Othersrely on training professionals such as medical personnel, psychologists,
and social workers, and some programs use both types of personnel. This raises a number
of questions about the value of peer support compared with professional intervention and
the nature of the training that staff would require in each type of program. How
can/should lay workers handle mental health crises when no trained mental health
professional exist? Can peer support/peer counseling be effective across disabilities? Can
aman effectively peer counsel awoman and vice-versa? How should standards for
training of peer support workers, psychologists, social workers be developed? Should
there be overlap between professional and lay training?

Other operational policies that need to be resolved are:

When and for how long should there be a given psychological intervention?

Who should have decision-making power?

How broad-based should psychological intervention be? For example, six factors
have been identified as being important to recovery from trauma: family, work,
exercise/sports, early intervention and information, faith, and peer/social support.
Should al six be part of every program?

Should survivors be able to choose to receive or not receive services, to demand
different services, even to make “bad” decisions?

How to ensure that psychological interventions include support for family members
aswell as address the new dynamics (family + trauma) of the family as a whole?

4. Theway forward

As stated in the introduction thisis the second step in the process of clarifying and
improving efforts at psychological interventions and peer support for landmine survivors.
To that end, we put forward these recommendations:

Efforts should be made to compile a more complete list of programs and
program implementersin thisarea, and to put program implementersin touch
with each other. Therefore, we ask government representatives present today, as
well as NGO and 10 participants, if you know of existing programs of the types
we have been talking about today, please put them in touch with the ICBL
Working Group on Victim Assistance.

Given that resources are scarce and activities are scattered around the world,
efforts to share information on program successes will be important in order to
move thisfield forward as quickly and effectively as possible. From the
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government side, a Victim Assistance Focal Point would greatly facilitate
information sharing especially about ground level efforts that we may not
otherwise be aware of.

As part of this strategy, evaluations of programs should be shared amongst all
interested organizations, and a free and open dialogue about successes and
shortcomings should be encouraged. In the final index of this paper you will see
alist of afew such documents aready gathered, plus alist of email addresses of
the listserve so far, and contact information on how to join the listserve.
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Annex 1:

Participants of the April 29 meeting in Wash DC

Laurie Beachdll

Council of Canadians with Disabilities

. Alain Devaux

Handicap International

. SueEitd

Landmine Survivors Network

Benjamin Gobin

Handicap International

Becky Jordan,

Landmine Survivors Network

Mike Kendellen

Vietnam Veterans of America Foundation

Beth Sperber-Richie

Landmine Survivors Network — Meeting Facilitator

Raguel Willerman

Landmine Survivors Network
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Annex 2

Listserve members. Psyforlandminesurvivors@yahoogroups.com

Name Organization Email
1 | Zahabia Adamaly LSN zahabia@landminesurvivors.org
2 | Luc Ameoot HI luc.amel oot@handicap.be
3 | Margaret Arach AVS araorech@yahoo.com
4 | ShereeBailey ICBL bailey@ichl.org
5 | Laurie Beachell CCD ccd@pces.mb.ca
6 | LizBernstein ICBL banemnow@ichl.org
7 | Jim Caobey PHR cobey @worldnet.att.net
8 | Sister Denise Coghlin JRS jrscam@forum.org.kh
9 | SueEitel LSN sue@landminesurvivors.org
10 | Steve Estey CCD estey @sympatico.ca
11 | Markus Hagke GCBL gibl.haake@t-online.de
12 | Becky Jordan LSN becky @landminesurvivors.org
13 | Sebastian Kasack skasack@compuserve.com
14 | Mike Kendellen VVAF kendellen@vi.org
15 | Emilie Ketudat TCBL emilie ketudat@jesref.org
16 | JohnLane CCD jrlane@interchange.ubc.ca
17 | Luciano Loiacono HI [l oiacono@handi cap-international .org
18 | Judith Mgjlath AAMV judith.majlath@aon.at
19 | Ellen Minotti SSC ssc@bigpond.com.kh
20 | Lee Nattress AlE nattress@gte.net
21 | ChristinaNelke Radda Barnen rbliban@cyberia.net.|b
22 | BrianaNelson KSU Bnelson@humec.ksu.edu
23 | Yukie Osa AAR yukieosa@tkc.att.ne.jp; landmine@aarjapan.gr.jp
24 | Helen Pitt DAC hel enpit@arcom.com.au
25 | Rick Price CCD rprice@magma.ca
26 | Jeannette Saravia CIREC csaravia@cable.net.co
27 | Beth Sperber-Richie LSN beth-sperber-richie@starpower.net
28 | Nodl Stott SACBL sachl @sn.apc.org
29 | David Thomforde LSN dtandkh@hotmail.com
30 | Paul Vermeulen HI paul hi @compuserve.com
31 | Jack Victor WRF wrfnewyork@msn.com
32 | Susan Walker ICBL walker@ichl.org
33 | Jerry White LSN kkgbj @aol.com
34 | Raguel Willerman LSN ragquel @landminesurvivors.org
35 | Kitagawa Yasu AAR kitagawayasu@nifty.ne.jp
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