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GLOSSARY
AIM

Abandoned Improvised Mines

AMC

Accreditation and Monitoring Commission (Ukraine)

APMBC

Convention on the Prohibition of Use, Stockpiling, Production and Transfer
of Anti-Personnel Mines and on Their Destruction (Anti-Personnel Mine
Ban Convention / Mine Ban Treaty)

ASEAN

Association of Southeast Asian Nations

CCW

Convention on Prohibitions or Restrictions on the Use of Certain
Conventional Weapons Which May be Deemed to be Excessively Injurious
or to Have Indiscriminate Effects (Convention on Certain Conventional
Weapons)

CCM

Convention on Cluster Munitions

CMAC

Cambodian Mine Action Centre

CMAA

Cambodian Mine Action and Victim Assistance Authority

CMVIS

Cambodia Mine/ERW Victim Information System

COMAC

Conflict Mitigation Assistance for Civilians

CRC

Cambodian Red Cross

CRPD

Convention on the Rights of Persons with Disabilities

CSHD

Cambodian Self-Help Deminers

DDG

Danish Demining Group (former name of the mine action division of the
DRC)

DMAC

Directorate of Mine Action Coordination (Afghanistan)

DPO

Disabled People’s Organisation

DRC

Danish Refugee Council

ERW

Explosive Remnant of War

EO

Explosive Ordnance

EORE

Explosive Ordnance Risk Education

GCA

Government-Controlled Areas (Ukraine)

GICHD

Geneva International Centre for Humanitarian Demining

GNI

Gross National Income
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HMA

Humanitarian Mine Action

ICRC

International Committee of the Red Cross

IED

Improvised Explosive Device

IDP

Internally Displaced Person

IM

Improvised Mine

IMAS

International Mine Action Standards

IMSMA

Information Management System for Mine Action

INGO

International Non-Governmental Organisation

IP

Implementing Partner

KAP Survey

Knowledge, Attitude and Practices Survey

MAC

Mine Action Centre (Ukraine)

MAG

Mines Advisory Group

MAPA

Mine Action Programme of Afghanistan

MEYS

Ministry of Education, Youth and Sport (Cambodia)

MMD

Ministry of Martyrs and Disability Affairs (Afghanistan)

MoD

Ministry of Defence (Ukraine)

MoE

Ministry of Education (Afghanistan)

MoH

Ministry of Health (Cambodia)

MoIA

Ministry of Internal Affairs (Ukraine)

MoPH

Ministry of Public Health (Afghanistan)

MoSVY

Ministry of Social Affairs, Veterans, and Youth Rehabilitation (Cambodia)

MRE

Mine Risk Education

MTOT

Ministry for Reintegration of the Temporarily Occupied Territories
(Ukraine)

NGCA

Non-Government-Controlled Areas (Ukraine)

NMAA

National Mine Action Authority

NGO

Non-Governmental Organisation

OMIS

Operations Management Information System

OSCE

Organization for Security and Co-operation in Europe
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PRC

Physical Rehabilitation Centre

QCI

Quality Control Inspection (Ukraine)

QLS

Quality of Life Survey

RGC

Royal Government of Cambodia

SBCF

The Sir Bobby Charlton Foundation

SESU

State Emergency Service of Ukraine

TRG

Technical Reference Group

TVET-A

Technical Vocational Education and Training Authority (Afghanistan)

UDA

Ukrainian Deminers Association

UN

United Nations

UNCRC

United Nations Convention on the Rights of the Child

UNDP

United Nations Development Programme

UNICEF

United Nations Children’s Fund

UNMAS

United Nations Mine Action Service

UNOCHA

United Nations Office for the Coordination of Humanitarian Affairs

UNTAC

United Nations Transitional Authority in Cambodia

USAID

United States Agency for International Development

UXO

Unexploded Ordnance

VA

Victim Assistance

VAEO

Victim-Activated Explosive Ordnance

VAIED

Victim-Activated Improvised Explosive Device

WASH

Water, Sanitation and Hygiene

WHO

World Health Organisation
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Foreword
In 2019, the Sir Bobby Charlton Foundation refocused more of its resources and efforts towards
humanitarian projects. We were keen to channel much of that support to survivors of harm caused
by landmines and unexploded ordinance (UXO), particularly given that Sir Bobby Charlton was
initially motivated to establish the Foundation after his first visit to Cambodia, where he was
shocked to see so many victims of landmines.
Victim assistance was a new area to many of us here at The Sir Bobby Charlton Foundation, so
we sought advice from communities affected by landmines and UXOs as well as practitioners in
the field working to support them. We wanted this research to be informed and shaped by the
insight and lived realities of the survivors and their families. This report does not suggest that it
has captured all opinions, needs, or lived realities of those who live in contaminated areas; rather,
it shines a light on certain experiences with victim assistance. It is our hope that by providing a
platform for these invaluable insights to be heard, we will help inform the design and
implementation of successful victim assistance policy.
When we attended the Meetings of State Parties to the Mine Ban Treaty, we always heard the call
to ‘Leave no one behind’, which reflected the important message of the United Nations Sustainable
Development Goals. However, there was a common cry from those we spoke to throughout
Afghanistan, Ukraine, and Cambodia that, even though it is a key part of Humanitarian Mine
Action, victim assistance is not seen by many donors to merit their support. Many people told us
their stories about the inconsistent reach and wavering support of victim assistance, even as we
near the deadline for Landmine Free 2025. These stories encouraged us to redouble our advocacy
efforts to overcome past disconnects and to continue the achievements of Victim Assistance in
Mine Action.
The Sir Bobby Charlton Foundation hopes the findings of our research will encourage debate that
is inclusive of all relevant groups, with special consideration for survivors and persons with
disabilities. At the SBC Foundation, we strive to continually improve our understanding of the
needs of affected persons and how victim assistance can successfully share this knowledge with
the mine action sector (and beyond). Accordingly, we encourage survivors and other stakeholders
within the victim assistance sphere to reach out to SBCF to express whether the findings of this
report echo your experiences, or whether you face your own unique needs, challenges, and
successes that were not documented in this report. The greater the participation in this important
discussion, and the more voices that are heard, the more accurate and impactful victim assistance
can be.
We acknowledge the obvious changes that have taken place both in Afghanistan and Ukraine since
the field research for this report was undertaken in the summer of 2021. These changes, however,
do not take away from the value of the recommendations. Rather, they exemplify their importance.
The lessons of the past that are presented here will help to inform victim assistance stakeholders
in both countries when designing policies to support those who, regrettably, will be affected in the
future.
Lou McGrath OBE
Chief Executive
Sir Bobby Charlton Foundation
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I. Purpose and Methodology
Purpose
This report is the result of a 15-month review of victim assistance (VA) – one of the five pillars of
humanitarian mine action (HMA) – conducted by The Sir Bobby Charlton Foundation (SBCF).
The overarching goal of the project is to ensure that those who have been impacted by victimactivated explosive ordnance (VAEO)1, including people with disabilities and indirect victims
living in contaminated areas, are supported by victim assistance mechanisms and are properly
considered in sustainable, suitable, and effective policies, laws, and programmes on both a national
and international scale.
Although qualitative and quantitative research reviewing the efficacy, suitability, and sustainability
of VA mechanisms for survivors has been conducted previously, the ability to design, fund, and
implement effective victim assistance strategies is dependent on current and comprehensive
information. Therefore, it is a core objective of this review to understand the progress made in
relation to VA and provide an insight into the role of humanitarian mine action victim assistance
(HMAVA). This has been made even more necessary by the emergence of COVID-19, the
humanitarian crisis in Afghanistan, and the ongoing conflict in Ukraine.
The study aims to understand whether persons directly and indirectly impacted by victim-activated
explosive ordnance (VAEO) are being sufficiently supported by assistance mechanisms across
three countries: Afghanistan, Cambodia, and Ukraine. These regional case studies were selected
because they each offer a different context while all being among the most-affected countries by
explosive ordnance (EO) contamination and casualties2. Their differences include, but are not
limited to, types of contamination, magnitude and timeframe of conflict, geography, length of
mine action programme, strength of national mine action structures, resources, scope, type, and
level of international support. By observing these most-different contexts, the research observed
the short-, medium- and long-term results from (humanitarian and development) victim assistance
in varying contexts.
Certain findings exist across the three cases and should be considered by VA actors universally. In
other instances, findings are specific to each case (or in two of the three cases), highlighting the
need to contextualise policy and strategy for victim assistance. Based on these findings, the study
presents recommendations for national and international stakeholders of VA-related programmes.
Recommendations are assigned to each country, with further recommendations for victim
assistance in general, based on findings from a comparative analysis of the three case studies.

See ‘Appendix I: Key Definitions’ for all the core definitions that this paper follows.
Cambodia and Afghanistan are two of the 34 countries that have declared to have a significant number – hundreds or
thousands - of survivors (AP Mine Ban Convention, 2022), and Ukraine, despite not making this declaration is thought to also
have a significant number of survivors (Landmine & Cluster Munition Monitor, 2018). According to Monitor data, all three
countries have consistently had some of the highest levels of contamination, although Ukraine is yet to be surveyed.
1
2
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As a rights-based investigation, the findings and recommendations are heavily guided by the
principles outlined in the ‘Convention on the Prohibition of Use, Stockpiling, Production and
Transfer of Anti-Personnel Mines and on Their Destruction’3 (APMBC), the Convention on the
Rights of Persons with Disabilities (CRPD), and other related conventions, laws, and standards4.
Survivors and victims are the principal subjects of this paper but there is also a focus on persons
with disabilities living in VAEO-affected areas more generally, since the challenges faced by
survivors and other persons with disabilities are often shared, and the mechanisms to support
them are heavily intertwined. For the same reason, attention is also given to the families of
survivors and other indirect victims.
As a final, but crucial, objective, the study aims to demonstrate that survivors, victims, and people
with disabilities are the experts on their own realities and that their insights are instrumental to the
design and implementation of effective policies, laws, and programmes in place to support them.
The study advocates for the increased representation and participation of survivors and persons
with disabilities in governmental and non-governmental bodies operating in the humanitarian and
development sphere.

Methodology
To achieve the purpose of this study, an inductive investigation was conducted throughout 2021
to review the broad spectrum of victim assistance activities in Afghanistan, Cambodia, and
Ukraine.
The primary research method of this investigation was field visits to communities, schools,
hospitals, physical rehabilitation centres, vocational training centres, and other relevant sites in
Afghanistan5, Ukraine6 and Cambodia7. These visits were carried out between 02nd July and 1st
December 2021 and covered rural, suburban, and urban areas. During these field visits, semistructured interviews were conducted with two categories of VA stakeholders: ‘possible
programme recipients’8, and ‘administrators and service providers’9. The stakeholders that
participated in the research were sourced from both governmental and non-governmental sectors
at the local, national, and international level. Information was gathered from a range of sources to
learn from multiple perspectives and limit the risk of tunnel vision, bias, or missing information.
By ensuring that every stakeholder had an equal opportunity to share their independent insight,
the study developed an inclusive understanding of victim assistance and the challenges faced by
the three stakeholder groups.
More commonly referred to as the ‘Anti-Personnel Mine Ban Convention’, the ‘Mine Ban Treaty’, the ‘Ottawa Treaty’, or the
‘Ottawa Convention’. This paper uses these terms interchangeably.
4 See ‘Appendix II: Guiding Principles’ for more information on the principles that the paper has been guided by.
5 Field was research conducted in Afghanistan from 2nd July 2021 and 20th July 2021
6 Field was research conducted in Ukraine from 21st July 2021 and 20th August
7 Field was research conducted in Cambodia from 27th October 2021 and 1st December 2021
8 ‘Possible programme recipients’ include direct and indirect victims of landmine or explosive ordnance harm and other persons
who would qualify for or are entitled to benefit from victim assistance activities, including people with disabilities living in
contaminated areas. Not all the respondents in this category believed that they had benefitted from VA programmes or support.
9 ‘Administrators’ include service-delivery/operational, management, and other administrative staff of VA-related services and
programmes.
3
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A total of 481 people across Afghanistan, Cambodia, and Ukraine participated in interviews,
including 278 possible programme recipients (149 survivors and 130 indirect victims10 and 182
administrators and service providers.11
Qualitative research was chosen as the primary method of research because available and relevant
quantitative data was deemed too unreliable and incomplete across the case studies to conduct
effective analysis. Within the domain of qualitative research, semi-structured interviews were
chosen as the method of research to learn from the detailed and independent thoughts,
experiences, and opinions of each individual and/or group. To this end, conversation-style
interviews were conducted in alignment with the inductive methodology to limit the influence on
participants’ responses and to allow them to speak openly and freely. Templates were designed to
guide the interviews but were adapted based on the responses of participants and the direction of
the conversation. This partial structure ensured that the goals of the investigation were addressed
in each interview and allowed for some of the findings to be analysed quantitatively.
All participants from the ‘possible programme recipient’ group are anonymous12, which they were
made aware of before each interview. Administrators and service providers were also anonymous,
but the organisations or agencies may be named where appropriate and safe to do so. The
anonymity of participants protects them from repercussions, which is especially important in the
current climates of Afghanistan and Ukraine. Anonymity was also guaranteed to create an
environment where participants could speak honestly and openly without risk (either perceived or
real) of repercussion or consequence13. This increased the likelihood that the interviews would
represent the true opinions, experiences, and realities of participants to the study.
Thematic analysis14 of these interviews was conducted to identify trends in the experiences, needs,
challenges, and opinions expressed by possible programme recipients and administrators and
service providers. A second iteration of desk-based research15 following the field research was
conducted to assist in the analysis of the findings and to inform the recommendations.
Surrounding literature and data were also used to contextualise and support the findings from the
field. A comparative analysis of the three case studies has been conducted to identify the findings
that are unique to the specific contexts, as well as findings that were present across the three
contexts. This comparative analysis is the basis for recommendations for victim assistance in
general.

Including those with disabilities or in families with at least one person with disabilities living in contaminated areas
The information on the sample population for each case study will be outlined at the beginning of the respective sections.
Additionally, details on the arrangement of the interviews can be found in Appendix X.
12 Where photos have been used, permission was gained, and the photos are not directly linked to any of the comments or
responses in the text. In addition to this, all notes and audio recordings were anonymised using a code, and information was
stored behind at least two walls of password-protected security.
13 Further information on consent and the ethical guidelines of the interviews can be provided upon request.
14 The programme NVivo was used to help identify trends in the responses, but the thematic analysis was largely conducted
manually by the researcher.
15 Both the first and second iterations of desk-based research included a comprehensive review of literature (including grey
literature), an analysis of key quantitative indicators (where available) 15, and consultations with relevant experts, was used to cross
reference the information collected from the field research)
10
11
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In addition to the field interviews, online interviews were conducted with stakeholders of 25
national and international organisations, donors, and agencies working in the mine action,
humanitarian aid, and development spheres. In the online interviews, four of the participants were
survivors of landmines, explosive remnants of war (ERWs), and other victim-activated explosive
ordnance (VAEO). The first iteration of desk-based research, which was conducted prior to the
onset of the field research and included these online interviews, helped to build the research and
analytical frameworks. The research and analysis frameworks were also guided by the APMBC and
the CRPD, as well as other core document principles16.

Considerations17
This report should be considered as a deep-dive commentary that highlights the continuing needs
of the recipients of victim assistance as well as the challenges faced by the providers of victim
assistance. Due to the constraints placed on the study by the COVID-19 pandemic, the
intensification of conflict in Afghanistan, and the security concerns in eastern Ukraine, the field
research could not extend as originally planned. The findings and recommendations, therefore, are
based on a small sample population (relative to the number of survivors in Afghanistan, Ukraine,
and Cambodia) and should be used as a guide for considerations by victim assistance stakeholders
rather than a toolbox of policy recommendations.
The study also acknowledges that the contexts of Ukraine and Afghanistan have changed
dramatically since the field research was conducted in July and August 2021. As it is not possible
to return to the affected areas to conduct further research, the paper will present the findings for
the contexts of Afghanistan and Ukraine at the time in which the field research was conducted
(July 2021 for Afghanistan and August 2021 for Ukraine). There are valid lessons learnt from the
observed case studies at the time of research that apply to the current needs and challenges of
Ukraine and Afghanistan, and, accordingly, recommendations may refer to their current contexts.

See Appendix II for the list of considered documents and guidelines, and Appendix III for the sections of the CRPD in the
context of the study’s focus areas.
17 See ‘Appendix IV for more detail on the considerations of the study.
16
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II. Introduction to Victim Assistance in Mine Action
Antipersonnel landmines, unexploded ordnance (UXOs), and other victim-activated explosive
ordnance continue to have major humanitarian, socioeconomic, and environmental impacts in
over 50 countries, contaminating thousands of kilometres of land and causing thousands of
casualties each year18. The physical, psychological, and socioeconomic consequences for those
injured and/or disabled by explosive ordnance (i.e., survivors) can be intense and life-changing,
but the reverberating effect of harm extends far beyond survivors. Mine19 contamination and harm
can disrupt the provision of food, medical aid, and other critical services. Explosive harm can also
damage infrastructure, absorb government resources, disrupt economic and social activity, and
push people into poverty. The direct and indirect harms can impact the societies of affected
countries for decades, “hampering stabilization, peacebuilding, reconciliation, infrastructure
recovery and the return to normal life, as well as slowing down local, national, and regional
development” (United Nations, 2016, p. 2).
To counter the direct humanitarian impacts of anti-personnel mines, victim assistance (VA) was
officially inaugurated in the Convention on the Prohibition of Use, Stockpiling, Production and
Transfer of Anti-Personnel Mines and on Their Destruction in 1997. The document outlined that:
“Each State Party in a position to do so shall provide assistance for the care and
rehabilitation, and social and economic reintegration, of mine victims and for mine
awareness programs. Such assistance may be provided, inter alia, through the United
Nations system, international, regional or national organizations or institutions, the
International Committee of the Red Cross, national Red Cross and Red Crescent societies
and their International Federation, non-governmental organizations, or on a bilateral
basis” (Anti-Personnel Mine Ban Convention, 1997).
VA provisions were subsequently included in the Protocol on Explosive Remnants of War to the
Convention on Prohibitions or Restrictions on the Use of Certain Conventional Weapons Which
May Be Deemed to Be Excessively Injurious or to Have Indiscriminate Effects (CCW) and the
Convention on Cluster Munitions (CCM).
Since 1997, VA has been one of the five pillars of mine action20. Since the ratification of the
APMBC, the role of victim assistance in mine action has also been extended to address the direct
and indirect impacts of landmine harm on affected societies and to recognise the additional strain
on countries’ welfare and humanitarian systems caused by the presence of landmines. Specifically,
VA activities are in place to meet the short-, medium-, and long-term needs of those who have
experienced physical, psychological, or socioeconomic harm, either directly or indirectly.
Reflecting the often multifaceted and complex needs involved, the sector has come to recognise
that the response to VA must be multi-sectoral and integrated. Additionally, the response should
In 2020, the Landmine & Cluster Munition Monitor (2021) reported that over 7,073 casualties (2,492 killed and 4,561 injured
across 53 countries, up by 21% from 5,853 in 2019 (Landmine & Cluster Munition Monitor, 2021). In the same year, nine
countries reported to have massive levels of contamination (over 100km 2) (ibid, 2021).
19 The terms ‘mine’, ‘landmine’, and ‘VAEO’ will be used as reference to interchangeably to refer to all anti-personnel victimactivated explosive ordnance. See Appendix I for full details on the selected definitions that this report uses.
20 The other four being: clearance, explosive ordnance risk education, stockpile destruction, and advocacy.
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be based on the rights of victims and in accordance with the relevant international documents,
such as the APMBC, the Convention on the Rights of Persons with Disabilities (CRPD), the
Declaration of Human Rights, and the Convention on the Rights of the Child21.
The Oslo Action Plan (2019) outlined specific actions relating to victim assistance, and the United
Nations Mine Action Service (UNMAS) International Mine Action Standards (IMAS) 13.10 (2021)
detailed the VA activities established in Oslo. By cross-referencing the two documents, as well as
considering the APMBC and the CRPD, it becomes clear that the international community
believes the core activities of VA to be, broadly, emergency response, continuing medical care,
rehabilitation, mental health and psychosocial support (including peer-peer support), social and
economic inclusion, inclusive education, data collection and management, the protection and
promotion of rights, and humanitarian assistance (which may include food, cash assistance, shelter,
and assisting peace processes)22,23.
At the fourth review conference in Oslo, 2019, States Parties agreed that VA should be integrated
into “broader national policies, plans, and legal frameworks on the rights of persons with
disabilities and support the realization of the Sustainable Development Goals (SDGs)”24
(Landmine & Cluster Munition Monitor, 2021, p. 77). As such, one of the primary groups that are
targeted by victim assistance are survivors disabled by VAEO. The Convention on the Rights of
Persons with Disabilities, a legally binding international convention, references victims of
indiscriminate weapons and is used as the foundation for international and national laws and
policies related to VA. Governments, service providers, researchers, and policy makers now
recognise that efforts to protect and promote the rights of persons with disabilities should include
consideration for survivors in VAEO-contaminated countries. In turn, victim assistance
stakeholders also recognise the close link between the needs of survivors and other persons with
disabilities, and there is agreement that the two sectors should coordinate their work and that
programmes should benefit all persons with disabilities in vulnerable communities. Most activities
that support VAEO victims are managed externally to the mine action sector. National mine action
stakeholders (especially national mine action authorities25 (NMAAs)) must be aware of and
promote the needs and rights of victims to the broader sectors, most relevantly: health,
rehabilitation, education, urban and rural development, economy and employment, and social
policy/protection. The NMAA and humanitarian mine action (HMA) stakeholders must work to
ensure that mine victims are considered and provide assistance to the broader sectors where
necessary. This includes identification, data collection/management, referrals, logistical support,
and technical expertise/guidance.

See Appendix II for a more complete list of relevant documents.
Please see Appendix V for the elements of victim assistance according to the international mine action standards (IMAS) 13.10
in full.
23 The paper’s analysis of victim assistance in mine action activities is categorised to reflect the role that VA should serve, as
understood by leaders in the community.
24 The SDGs are closely linked to the role of HMA and VA. See the GICHD report exemplifying the link here:
https://www.gichd.org/fileadmin/GICHD-resources/recdocuments/The_Sustainable_Development_Outcomes_of_Mine_Action_in_Jordan.pdf
25 This can also be a national mine action centre (NMAC), but in this paper, we will refer to the two interchangeably, using the
term ‘national mine action authority’ or ‘NMAA’.
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Responsibility for VA, as with all HMA activities, primarily falls on the government of the affected
country, but, as outlined in the APMBC, assistance from the international community in
supporting victims of VAEO harm is crucial, especially in countries with limited resources. In
order to establish effective, far-reaching, and sustainable programmes to support victims and
persons with disabilities, the international community should provide (temporary) direct support
for victims while simultaneously supporting the government to develop long-term capabilities.
Working with the relevant ministries and local authorities, international stakeholders should
provide training and resources to national and local actors (where suitable), ensuring that support
is only withdrawn once the respective ministries are prepared (e.g., once they have attained the
skills and resources) to take ownership of relevant services. This supporting role should include
the development of national policies, key mechanisms (such as databases) and institutions relevant
to victim assistance (as guided by the CRPD, the APMBC and other international conventions,
laws and standards). Any of the established policies, laws, or standards must be designed to include
a disability-, gender-, ethnic-, and age-inclusive approach.

Figure 1: International Contributions for Victim Assistance Globally (Source: Data provided by the
Landmine & Cluster Munition Monitor)

Despite the emphasised responsibility of international actors to support victim assistance in
affected countries with limited capacity, VA still receives only a fraction of the funding it requires,
which is only approximately 6% of total HMA funding. (A comparison between VA and total
HMA funding can be seen in Figure 1). Tracking the funding for victim assistance in mine action
is extremely complex due to the imperfect collection, management, synergy and dissemination of
data in the mine action and humanitarian sectors. This is partly because of the complexity of
collecting data within the challenging contexts in which VA and humanitarian actors work. Because
of this, analysing disaggregated data related to the provision of victim assistance was not possible26.
What could be determined, however, was the amount of funding that is contributed by states.
26

See Appendix VI for graphs illustrating information on donors and recipients of funding for mine action.
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From this, we were able to identify the source and direction of victim assistance funding (see
Appendix VI for funding figures). Although it is difficult to track how much funding reaches the
affected countries, those working in the sector generally agree that more needs to be done to
improve the effectiveness, sustainability, efficiency, and reach of victim assistance activities. To
understand how to finance projects and national programmes suitably and sustainably,
stakeholders must first be cognisant of the level and type of need within each context.
Victim assistance in mine action faces many barriers to the provision of effective, sustainable, and
suitable programmes and policies to address victims’ needs. Some of these barriers (and the
corresponding needs) are seen across multiple contexts, while others are unique to a particular
setting. This study aims to exemplify some of those challenges, both from the perspective of the
service recipients as well as the providers. From this, we will identify lessons learnt to provide
recommendations to VA stakeholders. All the lessons and recommendations are based on
testimonies from survivors, indirect victims, and those working on the ground to assist them.
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III. Lessons Learnt and Recommendations for Victim
Assistance in Mine Action
In this section, we explore findings across the three countries. The findings and recommendations
in this section should be considered by actors operating globally across the sphere of mine action,
as the challenges identified by this study transcend national borders and are likely to exist in other
VAEO-affected countries.

General Lessons
Despite specific examples of effective cooperation, there is a universal lack of synergy between
governmental and non-governmental sectors in relation to victim assistance. In each respective
country (based on first- and second-hand accounts), there was imperfect coordination between
ministries and actors that hindered the effective implementation of VA services. Additionally,
across all three countries, non-governmental organisation (NGO) field operators complained of a
lack of support from government actors and vice versa. In Ukraine and Afghanistan, there was
also the need to gain the support of all parties to the conflict – namely, the de-facto Governmentin the Non-Government Controlled Area (NGCA) in Ukraine and the various warring nongovernment entities in Afghanistan – in order to access victims and provide aid. Without this
support, humanitarian access to certain areas was not possible for international and national actors,
hindering the reach of victim assistance service providers.
Furthermore, the lack of a national mine action authority and suitable legislation related to
disabilities, mine action, and victim assistance in Ukraine heightened the barriers to cooperation.
In Afghanistan and Cambodia, where NMAAs were established, activities such as data collection,
collaboration between actors, referral systems, and monitoring were more effective and
streamlined (relative to Ukraine). In addition, the activities managed by the NMAA bolstered the
coordination of other humanitarian and development actors in all three countries, as well as the
national welfare and social protection systems, by providing an additional stream of funding,
information, and resources. This is primarily due to the (largely) non-discriminatory policy of
victim assistance programmes, meaning that these activities also supported conflict victims, people
with disabilities, and other members of communities living in VAEO-affected countries27. As well
as stimulating collaboration between humanitarian actors and the government, this relieved some
of the additional stress on national and local structures that were already in place to provide care
and protection.
The benefits of having a coordinating mine action body (e.g., NMAA) were clear. These benefits
extended beyond mine action stakeholders to include the broader humanitarian community as well
as many other groups living in areas affected by conflict and contamination. When designing or

Most of the needs of persons who have been disabled by VAEO were found to be synonymous with the needs of persons with
disabilities by other causes living in VAEO-affected areas. In addition, many of the needs of indirect victims (i.e., families and
those living in or displaced from contaminated areas) are aligned with the needs of survivors, such as employment, financial, and
housing needs. It should be emphasised, however, that survivors have specific needs unique to their situation, such as increased
mental distress from trauma, and stigma surrounding the way in which they are injured (e.g., collecting scrap).
27
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developing mine action strategies, relevant governmental and non-governmental humanitarian
mine actors must work in close coordination with one another and with the broader governmental
and non-governmental structures in place to provide care and protection to those living in VAEOaffected areas. To achieve this, international bodies (such as the United Nations) that are
experienced in forming humanitarian structures should work closely with the government to advise
on this process. In turn, an NMAA should work closely with the relevant ministries (such as
ministries responsible for healthcare, social care, and finance) with accountability mechanisms in
place at national and international levels. Additionally, funding should be directed towards
NMAAs to ensure that they are able to fulfil their role as a coordinator, and guidance should be
offered by international experts on the development of suitable legislation and policies. Mine
action funding and policies should bolster the capacity of existing systems to reflect the increased
harm caused by the presence of VAEO and the specialised needs of violent trauma victims (such
as psychological recovery).
Due to recent funding decisions by international and national investors, the capacity of
organisations to provide effective and critical victim assistance (e.g., rehabilitation and healthcare
services) has diminished. International donors, private investors, and the ministries in charge of
national budgets must carefully reconsider their investment policies and review the sustainability
of existing projects. It is imperative to have multi-year funding with safeguarding mechanisms in
place (such as pooled funding) to ensure the longevity of projects, and there should be a suitable
strategy (such as conditioning the withdrawal of funding on local financial sustainability). Direct
provision of services by international organisations should be designed to cultivate national and
local capacity through the provision of training, resources, and facilities, with the end goal of
handing over responsibility to the government at an appropriate time. Equally, national actors and
staff should be primarily responsible for providing victim assistance services and should make
every effort to actively take on any responsibility so that funding may be directed to where it is
most needed.
In the construction and management of any victim assistance policy or programme, there needs
to be extensive consultation and fair representation of survivors, indirect victims, ethnic groups,
indigenous groups, local communities, local and national authorities, and any other stakeholder of
landmine harm and victim assistance. Each group, and each individual, has unique needs and will
have insight that should be considered if policy or programmes are to be suitable and effective.

Emergency Care
In all three contexts, emergency transport was unreliable, especially for those living in rural and
remote areas. For those living in areas of ongoing conflict in Ukraine and Afghanistan, the
difficulty of accessing emergency services was further exacerbated. Similarly, in areas that were (or
suspected to be) contaminated with VAEOs in Ukraine and Afghanistan, emergency services were
unable to access those areas. All these factors increased prehospital time, increasing the risk of
morbidity and mortality. Across the three countries, there was also a shortage of emergency
healthcare staff in both the state and non-government spheres, especially regarding surgeons and
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specialist staff required for various treatments related to incidents of trauma. In all three countries,
the lack of specialist staff increased the amount of time before necessary and suitable operations
could be conducted, increasing the risk of further health/rehabilitation complications and/or
mortality. As well as a lack of staff, the damage to infrastructure and facilities, especially in conflict
zones in Afghanistan and Ukraine, increased the time before victims reached the operating table.
Once in hospitals, the quality of practices and procedures was criticised by survivors and
international service providers in the respective countries. In all three countries, efforts had been
made to improve hospital practices with limited success.
To reduce prehospital time, the government ministry responsible for healthcare needs to prioritise
and direct funding towards emergency evacuation/transportation. International organisations,
such as the UN or the International Committee of the Red Cross (ICRC), should provide guidance
and (wherever lacking) national and international donors should direct resources towards the
improvement of emergency care for trauma victims. The NMAA should facilitate coordination
between ministries responsible for infrastructure, transportation, rural development, military, state
services (e.g., police, hospitals), local authorities and relevant non-government actors to form
short- and long-term strategies for ensuring conflict victims, even those in rural and remote areas,
can quickly access first responses. For NGOs and government healthcare providers operating in
high-intensity conflict zones, there should be a focus on smaller first aid points with suitable and
properly equipped transportation to reduce the risk of morbidity and mortality for those injured
in rural and remote areas. Where there are high levels of conflict and contamination, peace
organisations should focus on garnering the support of all parties to the conflicts to allow for
corridors to be established for the emergency transportation of casualties. Clearing contaminated
access routes to hospitals and healthcare facilities should be a priority for clearance organisations
wherever possible.
To improve care once victims have reached the hospitals, international health experts should
provide training and guide standards on hospital practices such as triage in order to establish the
most efficient and consistent care for VAEO victims. National authorities (the ministry
responsible for health) should develop monitoring and accountability mechanisms to ensure that
national standards, especially those enshrined in law, are implemented consistently by all healthcare
providers.

Continuing Healthcare and Physical Rehabilitation
It was observed across the three countries that those living in rural areas had severely limited access
to rehabilitation, prostheses, and continuing healthcare services. Because of this, many had to
travel to major cities (sometimes hundreds of miles from their homes) to receive treatment, taking
costly time out from work and often incurring additional costs related to treatment. In some cases,
some survivors forewent necessary medical treatment, rehabilitation courses, and/or prosthetic
renewal due to the distance to rehabilitation and healthcare facilities. Auxiliary costs for
medication, transport, and accommodation were prevalent during the continuing healthcare phase.
In each country, this had cost some survivors hundreds and thousands of dollars over the years.
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There was also a lack of effectively implemented standards across hospitals and healthcare centres
in all three countries, which resulted in survivors and persons with disabilities paying for services
that should have been free. Moreover, survivors and persons with disabilities repeatedly faced
barriers to accessing free healthcare and rehabilitative services due to difficulties in securing
necessary legal statuses. As with emergency care, there was also a lack of medical staff for
continuing treatments in all three countries, particularly in rural areas, and especially in relation to
specialist staff and surgeons. In addition, there was evidence of a lack of suitable and sufficient
equipment and resources in hospitals and healthcare centres in all three countries.
Both the national and local authorities responsible for healthcare policy and standards must make
every effort to ensure that continuing healthcare and rehabilitation services are provided for free
to persons with disabilities and, if it is required, formulate a swift and easy process for persons to
gain the necessary status. If not already in place, this should be guided by health experts and
organisations from the international community. If the state does not have the capacity to meet
the demand for continuing treatment, rehabilitation, and prosthetic services, the international
community should direct resources towards these services until local and national structures are
equipped to take ownership. Monitoring, training, and guidance should continue to be provided
following any handover (i.e., to ensure national services are sustainably meeting the demand for
services and are following international standards).
It is imperative that hospitals and healthcare centres have the necessary equipment, resources, and
staff. If the government budget cannot meet the demand, the international community should
consider prioritising financial support to fund healthcare centres and hospitals. As with emergency
care, investors should support the training and employment of local healthcare staff across the
country, focusing on areas where they are lacking. This is especially important for staff and
surgeons that are required for specialist treatments and operations related to trauma. This will likely
require the provision of training by staff from other countries as well as guidance on healthcare
management to ensure staff retention (which may include increasing salaries and incentives for
those working in healthcare and rehabilitation).
The development of national healthcare capacity is a long-term strategy. In the short term,
organisations such as the ICRC, EMERGENCY UK, MSF, and other health organisations
experienced in operating in conflict zones should provide health services directly until the situation
stabilises. If suitable government healthcare services exist but are not free, it may be more costeffective to cover healthcare and/or rehabilitation costs for VAEO victims directly. Any financial
support should consider auxiliary costs such as transport, medication, and accommodation for
survivors and their families.
In the design of any short- or long-term policy, persons with disabilities, survivors, and local
communities should be consulted and represented in the design, implementation, and
management. This will be critical in ensuring that healthcare treatment and facilities are suited to
the needs of persons with disabilities. Ministries responsible for urban and rural development and
infrastructure – in coordination with the ministries responsible for health – should include persons
with various disabilities when designing hospitals and healthcare centres to ensure that they are
safe and accessible for persons with physical, sensory, and cognitive disabilities.
26

Mental Health and Psychosocial Support
Mental health and psychosocial support is a distinctive process for those disabled by violent trauma
such as VAEO harm. In all three countries, there were first and second-hand accounts of survivors
facing short- and long-term mental health difficulties (e.g., sleep disruption, anxiety, stress,
depression, suicidal thoughts) due to the VAEO incident and subsequent injuries. In most cases,
those who had received mental health and psychosocial support (MHPSS) said that it was helpful
to their recovery and stated that it had a positive impact on their wellbeing. A limited number of
survivors who received MHPSS reported that they did not find it helpful, but this was, at least in
part, influenced by cultural factors and misinformation surrounding mental health support. This
misinformation and stigma relating to MHPSS added an additional barrier to the provision of such
services.
Health ministries, NMAAs, and international health and victim assistance actors should consider
MHPSS services as a priority for survivors of VAEO harm. This may include integrating such
services into rehabilitation and continuing healthcare, where referral is straightforward and the
physical and psychological recovery processes can work in close cooperation. For those not
undergoing physical recovery, services should also be available to address the long-term effects of
trauma. As with physical rehabilitation and recovery services, mental health services should be
accessible and free for survivors and indirect victims, including those living in rural and remote
areas. At the local level, peer-to-peer support networks should also be established as they have
been found to be an efficient and effective method of mental health support. Such networks
should be established by the NMAA and have access to databases of survivors, and these networks
should extend to the families of survivors wherever possible.
MHPSS should be managed by the relevant national and local authorities and supported by the
international community through the provision of resources, training, and policy guidance. Any
mental health policy should be designed with special consideration for the impact of trauma, and
any staff should be trained accordingly. To bolster this effort, the governmental social policy and
healthcare authorities should design national awareness campaigns on the role and benefits of
MHPSS to limit stigma related to mental health and, in turn, encourage self-referral and the
recognition of the benefits of support.

Education
In all three contexts, there was acutely limited inclusive and specialist education. This was due to
the lack of equipment, suitably trained staff, specialist curricula, and accessibility in schools. There
was also a lack of effectively implemented education standards, laws, and policies that considered
the special education requirements of persons with physical, sensory, and cognitive disabilities.
Education was found to be most limited in rural areas, not only for children with disabilities but
also for children from low socioeconomic and vulnerable families, which had a disproportionate
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population of VAEO victims compared to the general population. Child survivors and children
with disabilities also often faced discrimination in schools, which led to increased absenteeism.
Child-focused humanitarian organisations such as the United Nations Children’s Fund (UNICEF)
need to share expertise with the national ministries responsible for education to support the
creation and implementation of suitable inclusive and specialist education. This might also mean
the creation of specialist syllabi and curricula. The design of any policy should be based on
international standards and, once policy has been established, schools must be monitored and held
accountable for implementing these standards – preferably by both national bodies and
international actors such as UNICEF. Both inclusive schools and specialist schools should be
established to cater for the varying types and severities of disabilities. In areas where schools cannot
be established (e.g., due to conflict, rurality, or funding), community-based education mechanisms
should be implemented to provide education to all children, including those with disabilities.
Ministries responsible for building development and infrastructure should work with the ministries
of education to ensure that schools, along with healthcare facilities and other key sites, are adapted
to be accessible and safe for children with physical, sensory, and cognitive disabilities.

Economic Inclusion and Vocational Training
In all three countries, persons with disabilities faced extraordinary barriers to employment, and
many survivors referenced economic inclusion and monetary incomes as one of their primary
concerns. It was repeatedly stated that employment provided independence and transformed how
the survivor and their community viewed their position in society. It was also said to have an
influence on mental health. In all three countries, a lack of employment – often exacerbated by the
spread of COVID-19 – was linked to an increased willingness of people to take risks by collecting
scrap metal and entering or travelling through VAEO-contaminated areas. This, in turn, was
thought to have led to an increase in casualties.
Despite first- and second-hand accounts of the limited reach of economic inclusion programmes,
the vocational training that was in place was, in some cases, successful across the three countries
in increasing the personal income of survivors and persons with disabilities. In other cases,
however, these programmes fell short of facilitating sufficient and sustainable incomes for
survivors. When designing programmes, it was clear that victim assistance NGOs should ensure
that they considered the local economy, the skills and ambitions of the recipients, and the viable
paths to income. This may include supporting start-up costs for businesses or employment
opportunities and establishing employee-employer networks.
The most successful economic support programmes observed across the case studies were those
that preserved the agency of survivors as groups or individuals. Examples of this included loan
schemes, or schemes where communities were given collective resources to manage, such as grain
and livestock. In particular, it is recommended that zero-interest loan schemes be considered by
NGOs or the ministries responsible for labour and economy when strategizing economic
opportunities for survivors.
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As with other sectors, it is critical to understand the local context during the design of VAEO
victim assistance policies by consulting with local communities – particularly, in this case, with
persons with disabilities and prospective recipients of support. The most successful programmes
observed in this study emphasised close communication with prospective recipients during the
assessment period preceding the implementation of projects. Benefits included assurances that
programmes were providing relevant training options in trades and vocations that were in demand
and could generate sufficient sustainable income.

Food Security and Financial Support
The short- and long-term financial impact of VAEO harm on survivors and their families was
evident in all three countries. As well as healthcare-related costs, many survivors forewent income
for days, weeks, and sometimes months as a result of the initial harm – which, in some cases,
resulted in debt. Many survivors referenced income and food security as their primary concerns
and granting financial support to survivors was seen as a way to empower them and grant them
agency and independence.
Despite this, the provision of cash assistance to survivors and indirect victims by the respective
governments was extremely limited and difficult to access due to the process of obtaining the
necessary legal status. Barriers included the need to travel to government buildings to register or
collect money, especially for those living in conflict-affected areas or areas controlled by nongovernment entities. In the instances that people did receive financial support, it was not enough
for most survivors to sustain themselves or their families, even when combined with other
incomes. International organisations mitigated the lack of financial and food support from
governments wherever possible, but they were limited in their ability to completely fill this gap in
the state system, leaving victims without the necessary funds to support themselves and their
families.
Based on effective identification and proper assessment, VA stakeholders should ensure that quick
and suitable resources are accessible to survivors and vulnerable groups living in conflict-affected
areas. Support can be made in the form of direct provision of food, clean water, hygiene products,
and other resources, or through cash assistance. While the direct provision of resources can be the
most suitable option in times of intense conflict, humanitarian crisis, and instability, in more stable
environments with functioning economies, cash and voucher assistance is favoured. Cash
assistance localises the decision-making to survivors and their families, granting them flexibility
and a sense of independence. This can also ensure that money is used in the most cost-effective
way as survivors and their families are most aware of their needs and the resources they require.
Additionally, providing cash assistance is less costly for organisations as it does not require the
acquisition and transportation of goods.
Critical to both cash and resource provision is prioritisation to ensure that the reach and suitability
of the provision reflect the need. This requires cooperation with local communities and leaders, as
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well as consistent communication with recipients to monitor any change in needs. Due to the
costly nature of such credit schemes, they should be reserved for the most vulnerable families
(based on the cost of living and existing household incomes) to ensure that funding is
proportionate. It is acknowledged that in many conflicts heavily affected by VAEO harm, this will
include almost every survivor, and in these contexts, cash and resource assistance should be
prioritised by the international community.

Housing and Infrastructure
In all three countries, utilities (e.g., clean water, electricity, internet) were limited in rural areas,
especially those that had been heavily impacted by conflict. Public transport, as well as the safety
and quality of roads in many areas, were also compromised. Additionally, many houses had been
damaged in the conflict zones and many survivors had been displaced due to war, leaving them
without sufficient accommodation – and, in many cases, without sufficient support from
governmental and non-governmental actors. Many people had also been displaced due to VAEO
contamination, causing them to relocate to major cities to access healthcare. Some survivors had
been injured by various VAEDs within metres of their homes, and others had exhausted their
savings and incurred debt due to the cost of rent while accessing healthcare or fleeing dangerous
areas.
Hospitals, schools, transport, roads, and other critical infrastructure and facilities were stated to be
physically inaccessible to persons with disabilities across the three countries. This made accessing
certain services difficult and even impossible for some. In the most severe cases, survivors were
isolated within their homes because of the lack of accessible transport and infrastructure.
Humanitarian organisations, such as the United Nations High Commissioner for Refugees
(UNHCR), should support relevant government ministries and actors to provide suitable housing
for those who have been displaced by conflict and contamination. There should also be additional
support to repair housing damaged by conflict and prioritise the clearance of domestic areas to
allow the return of their residents as soon as possible. Where residential areas are inaccessible
because of conflict or VAEO contamination, alternative accommodation should be supported by
the government and NGOs until it is safe for survivors and other displaced persons to return. In
the provision of any accommodation for displaced persons, the specific needs of persons with
disabilities should be considered.
Government departments responsible for infrastructure, urban planning, and rural development
should collaborate with the private sector to establish a long-term national strategy to improve
access to infrastructure, buildings, and transportation. The relevant government ministries should
also establish laws on accessibility for any new buildings and public infrastructure based on
international standards. Until infrastructure and a sufficient number of buildings are made suitably
accessible, ministries responsible for social policy and healthcare should, as a minimum, provide
transport and mobility assistance for persons with disabilities.
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Utilities are also critical to the survival of those living in VAEO-affected communities, especially
for those with mobility difficulties. Their needs must be taken into consideration in the design and
development of urban and rural electricity, water, and gas supplies. Where infrastructure has been
developed, vulnerable groups (including persons with disabilities) should be considered for
subsidised utility costs. In the short term, victim assistance actors should work with local
communities to ensure that survivors and victims have access to clean water, heating, and
electricity (e.g., bottled water, small solar panels or batteries, local renewable generators, and water
wells).
As with other areas of support, the design and implementation of housing and/or infrastructure
policies and programmes must consult and represent persons with disabilities. The lack of input
from local persons with disabilities increases the risk that any programme may not consider all
their specialised needs.

Social and Political Inclusion
Discrimination and stigma were repeatedly experienced by survivors in all three countries. The
effect of stigma and discrimination impacted survivors’ well-being, as well as their desire to
participate in social, economic, and educational activities.
According to various testimonies, creating opportunities for survivors and persons with disabilities
to take active roles in society (social, economic, and political) improved the perception they had
of themselves and that of their communities. Second-hand accounts in all three countries (and
first-hand accounts in Cambodia) exemplified the benefit of sports programmes in the recovery
and rehabilitation of VAEO survivors. Despite this, only one organisation was running sporting
programmes across the three countries (i.e., the same organisation in all three countries).
Although real and perceived underrepresentation was most prevalent in Afghanistan and least
limited in Cambodia, all three countries experienced a feeling of underrepresentation of persons
with disabilities in local and national government institutions. In all three countries, it was observed
that there was a disproportionate underrepresentation of survivors, indirect victims, and persons
with disabilities working in administrative roles in governmental and non-governmental
organisations (with a few notable exceptions).
It should be considered essential that any actor focused on victim assistance in mine action should
have a suitable ratio of persons with disabilities and survivors in their workforce at all levels. Actors
must also ensure that local survivors and persons with disabilities are included in the political
process and are consulted in the design and implementation of policies and programmes related
to victim assistance (and beyond).
Governmental and non-governmental victim assistance stakeholders should include participation
in society (or social and economic inclusion) as part of the rehabilitation and recovery process for
those injured or disabled by VAEO harm.
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Protecting and Promoting Rights
In Ukraine, the rights of those impacted by VAEO harm were still being established in national
law. In Cambodia and Afghanistan, inclusive legislation had been established but there were
failings with the practical implementation of these laws (such as free healthcare for survivors,
financial support, etc.). The bureaucratic process of applying for various legal statuses of persons
with disabilities in all three contexts created barriers to accessing government-run services and
financial support for many survivors. Victim assistance actors and ministries responsible for social
policy and welfare should work to ensure that appropriate legal statuses can be easily and quickly
acquired, especially where they are necessary to access critical services and financial benefits. This
may include developing a remote application process (e.g., postal, online, etc.), streamlining
validation, or providing advice hotlines.
In all three countries, there was a lack of understanding of disabilities and the rights of persons
with disabilities. This led to examples of stigmatisation and discrimination of persons with
disabilities in schools, places of employment, local communities, and other areas of society. Factors
such as media campaigns, commitments to international conventions, national laws, role models,
and proactive policies on the rights of persons with disabilities were all referred to as areas where
discrimination had been reduced. Governments should commit to international conventions and
establish national laws relating to the rights of persons with disabilities and victims of VAEO
harm. In addition, relevant governmental ministries should consider national initiatives to promote
the rights of persons with disabilities through media, cultural, and sporting campaigns, as well as
the implementation of employment rates for persons with disabilities across the public, private,
and NGO sectors.
Finally, international victim assistance actors should advise governments on the design and
implementation of standards and laws related to the rights of persons with disabilities, as well as
non-discriminatory justice systems. The design of laws and legal systems must include consultation
and representation of persons with disabilities, women, and various ethnic groups. Victim
assistance actors should ensure that information on the rights of survivors, indirect victims, and
people with disabilities is made available at healthcare facilities, schools, community centres, and
other relevant sites (both physical and online) to ensure the maximum dissemination of
information. As well as raising awareness, victim assistance actors should provide legal assistance
when the rights of persons with disabilities are violated and the mechanisms that are in place to
provide justice fail.

Identification, Data Collection, and Information
Management
Where information management systems are in place, service providers in all three countries
complained of insufficiently available data regarding victim assistance. For example, many
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survivors and persons with disabilities were not registered and, as such, did not have the
appropriate legal status. Resultingly, the data held on them was limited or non-existent.
Additionally, none of the healthcare systems had a centralised patient database. In Cambodia,
however, the Cambodian Mine Action and Victim Assistance Authority (CMAA) was piloting a
quality-of-life survey to collect more comprehensive information on survivors and persons with
disabilities. This included identifying their needs, the needs of their families, and the services and
financial support they were receiving, and the benefit of measuring needs and prioritising resources
was already evident from the early phases of the pilot programme.
Victim assistance authorities – or, in instances where they do not exist, an international victim
assistance group headed by UNMAS, United Nations Development Programme (UNDP), or an
experienced international humanitarian or mine action organisation – should establish an
information management system to identify victims and their needs by both level and type. This
information management system should collect data based on international definitions of
disabilities, survivors, victims, and other key terms to ensure consistency. The Information
Management System for Mine Action (IMSMA) should measure and map the needs of both direct
and indirect victims throughout affected areas by utilising comprehensive surveys and
questionnaires that are designed in accordance with international standards and contextualised
through consultation with local stakeholders (including survivors).
Mechanisms for collecting data should include all relevant mine action, humanitarian, and
development actors in a country (governmental, non-governmental, private, national, and
international), and close cooperation with local authorities and communities should be built into
the process. International actors that have experience in building information systems in mineaffected countries, such as those operating in Cambodia, should advise in the process of designing
and implementing an information system, and international bodies such as the UNDP or the
GICHD should facilitate information sharing between VA stakeholders in each country.
Databases should be available, with proper safeguarding laws and regulations in place, to all
relevant actors so that they may analyse needs, prioritise resources, request sufficient funding, track
outcomes, predict trends and access victims to provide support. A database of victim assistance
actors and services should, in turn, be publicly available to civilians so that they can request support
from appropriate organisations and actors.
The ministries and departments responsible for healthcare should consider establishing centralised
databases for patients that can allow for secure information transfer between hospitals, which will
likely reduce morbidity and mortality in prehospital and emergency care. In contexts where
centralised databases are not possible, local databases on patient history (digital where possible)
should be established. The design of these databases should be guided by international actors.
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1. Case Study: Afghanistan
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1.i. Key Findings and Recommendations: Afghanistan
Key Findings

Recommendations

The government was facing significant challenges
in providing emergency responses due to a lack of
resources and trained healthcare staff. At a
national level, their capacity to treat VAEO
victims was hampered by an intensification of the
conflict with the Taliban, increased VEAO
contamination in 2021, and the destruction of key
infrastructure (including utilities such as electricity
and healthcare facilities).

Establish a network of first aid points and smaller
healthcare posts with suitable transportation to
ensure that injured patients can swiftly get firstresponse care and, subsequently, reach operating
theatres. To improve referral and limit prehospital
time, there should be coordination and
cooperation between governmental and nongovernmental organisations that are managed
under an umbrella cluster or agency. This
coordination network should include mine
clearance organisations with nationwide transport
networks and resources (i.e., emergency vehicles)
that can be utilised to transport patients. Clearance
operators should also focus on creating corridors
for emergency transportation by surveying and
clearing access roads.

The challenge to provide emergency and
continuing care was further compounded by the
spread of COVID-19 and a reduction in
international funding. Due to a lack of staff, many
surgeries and specialist treatments related to
trauma could only be provided in the large cities
(predominantly Kabul) and, in some cases, abroad.
However, there were multiple claims that state
hospitals in Kabul did not have the resources to
meet the mid- to long-term needs of trauma
patients with spinal injuries or patients who are
paraplegics. Because of this, they were discharged
too early.

Increase the effort to train specialist staff to
ensure that surgical services are available within
suitable proximity of those who need them,
reducing prehospital time. If the government does
not have the finances or expertise to train staff –
which is most relevant for surgeons –
international organisations should provide experts
to support the training of local staff online or in
person. International organisations should provide
interim support and training (where safe to do so)
by utilising international health staff.

There were multiple claims that the above issues
were exacerbated in rural and remote areas, where
resources and staff were even more limited.
Infrastructure and security were also worse in rural
and remote areas according to various accounts.
Facilitate agreements with conflicting groups to
allow safe passage for emergency vehicles. Local,
At one surgical centre for conflict-caused trauma
national, and international experts in peace talks
victims, only 54% of patients arrived at the
and mediation should be included in this process.
emergency centre within six hours, and, in June
Moreover, these talks should, critically, involve
2021, they lost 15 patients in transit to the
local community leaders from all tribes, ethnic
hospital.
groups, and other parties to the conflict. A
primary goal of these talks should be to mitigate
For VAEO survivors, emergency and
attacks on healthcare infrastructure, facilities, and
continuing care were the most important
resources. In addition, a universal identification
services following an incident. Although each method for signifying and identifying healthcare
recommendation will emphasise the need for
and transport facilities from the air and on the
additional funding from national and
ground should be established to avoid
international budgets, emergency and
misidentification.
continuing healthcare should be prioritised
above all else by national and international
Focus on funding existing resources and
funders of victim assistance.
infrastructure managed by the NGO sector in
order to utilise money most efficiently and quickly.
The instability of government services and setting
up new systems will require time and money and
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should be a longer-term goal given the
humanitarian crisis and the need to establish an
enhanced humanitarian system as quickly as
possible.
When establishing new services, national and
international stakeholders must focus on utilising
local human and material resources to ensure that
they are building the capacity of Afghanistan’s
civil sector as well as providing employment and
income. The civil sector should be designed in a
sustainable way, which may require long-term
funding from the international sphere.
Partnerships and pooled funding should be
established for smaller donors and organisations
to ensure that facilities and services are
sustainable, ensuring any initial investment is not
wasted in the long term.
Focus on establishing reliable electricity, water,
transport, and other auxiliary services. There
should be the development of healthcare clusters
with all organisations working in cooperation and
managed by an organisation(s) with experience in
the country (such as the UN cluster or the ICRC).
Expertise in the design of a national healthcare
structure should include persons with disabilities,
conflict victims, local communities and leaders,
national leaders, international and local NGOs
and other stakeholders. The focus of the design
should be on effectiveness, efficiency, suitability,
and sustainability.
There were fewer female than male staff working
in healthcare services at all levels.
In all the observed programmes, both
governmental and non-governmental, most of the
senior staff were men.

Ensure, as with persons with disabilities, that there
are women involved in the design and
implementation of VA-related policies and
programmes from their inception. This will mean
that these policies and programmes are more likely
to consider and provide for the specific needs of
women from the outset, rather than having to
adapt the policies to suit the needs of women
retroactively.
Ensure that there is a sufficient number of suitably
trained female healthcare workers in prehospital,
emergency, and continuing care facilities so that
Afghan women have equal opportunities to seek
emergency and continuing care.

Rehabilitation is a critical service for those with
disabilities in Afghanistan, and it is closely
associated with the ability to gain income, access
food and water, and support one’s family.
Rehabilitation services were only available in 22 of
34 provinces.

Establish rehabilitation centres in the remaining
12 provinces once the conflict subsides to ensure
that services are locally available for those that
need them. This work should be undertaken by
the government with support from the
international sector.
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In provinces where rehabilitation centres were
available, they were hard to access for those living
in rural and remote areas. As with emergency care,
the difficulty in accessing these services is related
to financial cost, hazardous roads due to VAEO
contamination and conflict, and the distance to
centres that could provide necessary services.
NGO workers who were interviewed for this
study believed it was unethical and inefficient to
only provide rehabilitation services for those
directly harmed by conflict. The indirect impact of
conflict and contamination – including restricted
access to healthcare and medicine, sufficient
nourishment, access to clean water, secure
housing, and other factors – led to or exacerbated
disabilities for many people. One rehabilitation
centre lost its funding for treating ‘too many’
persons with disabilities not directly caused by
conflict.
The provision of services in government-run
rehabilitation centres was limited and the amount
of funding being directed towards them from the
national budget was being reduced. This led to
wasted resources due to the lack of funding for
properly trained staff and operational costs (e.g.,
equipment that could not be operated by existing
staff, air conditioning units not being used because
of a lack of electricity, etc.).
Staff in government-run centres complained of
short contracts and reduced wages, leading to a
falling retention rate.

Ensure in the short- and medium-term that there
is financial and logistical support for those who
must travel to access these services.
Transportation corridors to access cities with such
facilities should be a priority for clearance
organisations. Mobile centres can also provide
alternative access to services. Rehabilitation
centres often exist in the same geographical
location as hospitals and healthcare facilities, so
improvements to transport and infrastructure will
also benefit those who require rehabilitation,
prostheses, and orthotics.
Direct resources towards those that require lifesaving and critical healthcare support, especially in
a context where conflict is intense, as with
Afghanistan in July 2021. Those who require
longer-term healthcare support necessary for
improved quality of life should be a priority for
national and international actors. There was
already a strong NGO system in place to provide
rehabilitative services in Kabul, and many
government centres existed. Properly funding
existing centres and organisations will be key to
addressing the increasing demand for rehabilitative
services.
Ensure that rehabilitation services are managed
and funded in a way that they can treat all those
who require them, including persons with
disabilities not caused by conflict.
As with the existing and continuing healthcare
system, the rehabilitation sector should be folded
into a nationwide plan to provide care in the short,
medium, and long terms.
Ensure that running costs are considered by
national and international actors when designing
and establishing rehabilitation centres. Without
proper long-term funding for salaries, utilities, and
other ongoing costs, rehabilitation centres risk
being unsustainable due to a lack of local
resources.

Mental health can be severely affected by an
incident of explosive violence and can cause
anxiety, depression, post-traumatic stress, and
other difficulties, all of which can impact
survivors’ quality of life in relation to social,
economic, educational, emotional, and health
factors. Ensuring survivors receive MHPSS as
soon as possible following an incident was found
to be critical to the outcome of a survivor.

Improve the availability of MHPSS services across
Afghanistan through the training of mental health
professionals and the establishment of peer-topeer support networks. The focus should be on
training staff and volunteers to operate out of
existing healthcare and rehabilitation institutions.
The physical and mental impact of violent trauma
is clearly intertwined, so establishing MHPSS
services in healthcare facilities will make the
referral system and the collaboration between
these sectors more fluid. In addition, having
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Service providers who were interviewed for this
study (specifically those working in the
rehabilitation and healthcare sectors) universally
agreed that while physical recovery was the same
for trauma victims no matter the cause,
psychological recovery was different for violent
trauma survivors. It was also stated that mental
health played an important role in physical
rehabilitation as the patient’s recovery depended
on their desire to get better.
There was a severe lack of psychosocial and
mental health programmes and professionals in
the country. None of the interviewed survivors
had seen a psychologist or psychiatrist for mental
health support.
Informal peer-to-peer support was conducted in
multiple PRCs, which both service providers and
survivors stated was effective in psychological and
physical rehabilitation for survivors. It was also
stated to be inexpensive and easy to train
survivors to conduct effective peer-peer support.
One organisation stated that peer-to-peer was
especially effective for children.
The lack of MHPSS was worse in rural areas,
according to second-hand accounts.
One clearance organisation stressed the
importance of providing MHPSS not only to
VAEO harm survivors but also to their families.
Various stakeholders stressed the importance of
providing MHPSS services as soon as possible
following an incident to increase the likelihood of
a positive outcome for the survivor.

MHPSS in hospitals and healthcare facilities will
allow survivors to access these services quickly.
Ensure that survivors have a support network
through family and community, and that their
support network is informed about the mental
health impact of trauma. It is essential to
disseminate this information in hospitals, PRCs,
schools, and other facilities. Not properly
understanding and supporting the mental health
of trauma victims can be detrimental socially,
emotionally, and physically for trauma victims.
Inform local support networks about the
importance of MHPSS care and train survivors to
conduct peer-to-peer support. Although training
MHPSS staff can take years (for psychologists,
counsellors, and psychiatrists), training local
support networks and survivors to conduct peerpeer support can be done relatively quickly and
cheaply. Due to the increasing intensity of the
conflict in Afghanistan and the capacity of
national and international structures, funding
mental healthcare should be second in priority to
emergency and continuing healthcare, alongside
rehabilitation. But establishing peer networks in
these centres and in local communities is
(relatively) low cost and can be easily sustained, so
directing resources towards these survivor peer
networks could be done immediately using the
existing contacts of victim assistance operators.
Establish these networks for both direct and
indirect victims. There should also be peer-peer
services for children and, as with other victims,
ensure that they receive this as early as possible to
reduce risks of long-term psychological impact.

Over half of the interviewed survivors said having
active economic and social roles in society was the
most important factor in terms of their mental
health. Over 24 survivors claimed that accessing
economic roles in their communities improved
their mental health, and the head of one PRC
stated that their sports programme had a
tremendously positive impact on the mental health
of their programme recipients.

Provide opportunities for social and economic
roles in society, which both survivors and service
providers believed should be an MHPSS priority.

Mainstream schools lacked equipment and
adaptations to allow physical access to persons
with disabilities. They also lacked properly trained
specialist staff. These failings severely limited
schools’ abilities to provide education for children
with disabilities.

Target education funding to improve physical
access, increase specialist resources and
equipment, and train staff to facilitate inclusive
education.
Ensure that the financial support for people with
disabilities reflects the additional costs associated
with access to education.
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An interviewee with mobility difficulties reported
that they faced heightened costs (compared to
persons without disabilities) when accessing
university, primarily due to additional transport
costs. Survivors also missed classes due to time
out for rehabilitation, continuing care, and the
provision of care to others.

Establish adapted curricula and resources so that
all children with varying cognitive, sensory, and/or
physical disabilities can receive suitable education.

Many children lacked access to education, and the
provision of specialist and inclusive education for
children with disabilities was inadequate regarding
both reach and suitability. The core challenges to
providing education for persons with disability
were the availability of funding and resources as
well as the conflict-related restrictions on their
ability to access target children, especially those in
rural and remote areas.

Put in place community and remote education
services (particularly in places where schools are
not available due to the impact of the conflict_
until schools and educational facilities can be reestablished.

There was a lack of trust, cooperation, and
communication between the government bodies
in charge of inclusive and specialist education.
The Ministry of Education did not provide any
home learning materials for students with
disabilities while they were out of school due to
COVID-19.

Foster cooperation between stakeholder agencies
when forming a nation-wide specialist and
inclusive education system for persons with
disabilities and operate the system under the same
management. This will increase the efficacy of
referral, resource provision, and data management.
Consider auxiliary costs such as transport and
food when budgeting for education policy and
programmes, as well as core infrastructure
essential for schools and community-based
education.

Girls’ schools were repeatedly targeted in attacks
by extremist groups.
According to multiple female survivors, girls were
more likely to be taken out of school to support a
family than boys.
According to administrators from a specialist
school in Kabul, its funding had been reduced
once it was handed over to the government. They
felt students with disabilities were not a priority
for the government.
Provision of transport, food, and cash were
considered fundamental to supporting children
with disabilities and allowing them to access
education. This extended to the university level,
where the heightened costs of transport were a
challenge to accessing higher education.
Limitations on general infrastructure such as
electricity and internet access created additional
challenges to providing education.

39

Active social and economic roles in society were
claimed by many survivors to be imperative to
their psychological wellbeing and general quality
of life. Accordingly, vocational training
programmes had a positive influence on their
lives.
Integrating socioeconomic support into PRCs has
proved to be widely successful. Such support was
referenced by various service providers as
necessary for survivors’ full reintegration into
society. However, there was an issue with the
programmes’ reach. The processes preceding
acceptance for a loan were time-consuming and
required a comprehensive assessment of the
recipient. Additionally, security concerns relating
to the intensified conflict in 2021 and the spread
of COVID-19 further complicated home visits to
assess prospective recipients.
One of the most successful schemes at an INGOrun PRC was the microcredit programme, which
provided loans to survivors to set up businesses.
This support was said to be successful because it
did not take agency away from persons with
disabilities.

Streamline the process for assessing prospective
recipients of loans. In the short to medium term,
funding should be redirected to provide essential
and immediate humanitarian support such as food
packages.
Reintroduce and expand microcredit and
employment programmes once the humanitarian
and security situation allows. Socioeconomic
programmes should be integrated into all
governmental and non-governmental PRCs
(wherever possible) to allow for easy referral.
Improve the financial sustainability of vocational
programmes and maintain the long-term reach of
projects by providing no-interest loans to help
recipients to establish enterprises. Students of the
vocational training programmes referenced
mechanisms that would allow for more effective
access to employment, which included longer
courses, business and accounting skills,
networking with employers, and start-up funding
for enterprises.
Promote personal agency and independence of
recipients through economic programmes that
focus on generating sustainable incomes.

The reach of vocational training programmes was
also their greatest challenge. All centres knew of
dozens of persons with disabilities (many of
whom were survivors) who wanted to access their
programmes.
Another common challenge faced by the
vocational training programmes was the lack of
employment opportunities following vocational
training.
Survivors said that vocational training
programmes had limited course offerings,
inadequate equipment, or courses of insufficient
length.
Most of the interviewed survivors and indirect
victims claimed that their families had suffered
financially due to the harm caused by VAEO. The
increasing humanitarian crisis due to the conflict
and the consequential inflation meant that they
were suffering further financial vulnerability and
food insecurity. This vulnerability led to people
taking increased risks for economic gain,
sometimes resulting in injury by VAEOs.

Establish clear referral mechanisms in hospitals,
healthcare centres, and other key sites for
accessing MMD benefits. Although the benefits
that were being provided by the MMD were
limited, they were available. The core issue was
that the awareness of these benefits was extremely
limited, meaning that those facing economic
hardship were missing out on available financial
support.

The Ministry of Martyrs and Disabilities Affairs
(MMD), which provides financial benefits to

Make financial support available to vulnerable
families rather than only those that have been
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survivors, admitted that these benefits were not
enough to sufficiently support survivors and their
families but claimed it could not offer more within
its budget.
Due to the worsening humanitarian crisis and
security situation, providing cash and food
assistance was becoming more costly and more
difficult for both governmental and nongovernmental actors.
To access financial benefits from the government,
survivors needed to travel in-person to an MMD
centre. For those living in rural and remote areas
during a time of intensified conflict, this was an
additional struggle.
Persons with disabilities not directly caused by
conflict did not receive any financial benefits
despite suffering many of the same socioeconomic
challenges as survivors.

injured by conflict. To ensure that money is
getting to the most vulnerable, it should be
accessible to all. If funding is outside the capacity
of the government, then assessment and
negotiations for additional funding from
international investors/donors should be
established and data should be utilised to make the
case for additional international support.
Direct funding to provide basic sustenance and
resources to as many vulnerable people as
possible. The specific needs and vulnerabilities of
survivors and persons with disabilities should be
considered in any humanitarian response. To
maximise the impact of such support, survivors
and persons with disabilities should be included in
the design of programmes.

None of the survivors said they received financial
support from the government, and only some had
heard of it.
All interviewed survivors believed that they lived
in suitable housing.
Residential centres for those who are homeless or
require care do not have the capacity to meet the
demand, nor do they have the capacity to properly
care for those already in their centres.
The intensifying conflict and the spread of
COVID-19 increased the need for housing for
those visiting major cities for security and care.
There was insufficient infrastructure and domestic
amenities suitable for persons with disabilities.
Transportation in the city of Kabul was not
suitable for most of the interviewed survivors.
None of the survivors believed that the
government was supporting people with
disabilities. This was a sentiment supported by
administrators and service providers.
Only one interviewed member of government was
disabled.
Most interviewees referenced selfishness and
corruption as the reason for believing that the

Direct funding towards residential centres to
provide homes for survivors who are homeless or
require intensive care. During times of heightened
humanitarian crisis, funding should be directed
towards emergency shelters and domestic
infrastructure for displaced persons fleeing
conflict. Such shelters should consider the
specialised needs of persons with disabilities.
Improve the availability of accessible public
transport for people with disabilities and provide
subsidies for accessible taxis (in the medium term).
Improve, build, and repair infrastructure to make
urban and rural public spaces accessible for
persons with disabilities (in the long term).
Bolster mechanisms of transparency and
accountability to counter real or perceived
corruption.
Increase representation of people with a range of
disabilities in the government. This is critical to
ensure that the specialised needs of persons with
disabilities are considered. Failure to do so will
likely lead to the implementation of policies that
do not serve persons with disabilities, incur
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government was not supporting people with
disabilities or the victims of conflict.

additional costs, increase social harm, and
ultimately require further changes.

A large majority of governmental and nongovernmental senior staff were men.

Include and consult women in the design and
implementation of policies from the outset.

Sports and social integration programmes were
reported by administrators to be widely effective
in improving mental and physical outcomes
following trauma.

Provide sports and cultural programmes for
survivors to stimulate mental and physical
recovery (when funding allows and following the
provision of other key healthcare and critical
services). These services should be integrated into
rehabilitation centres to aid the recovery of
patients while undergoing rehabilitation.

Multiple survivors and administrators claimed that
active roles in society and communities were the
key to overcoming internal and external stigma.

None of the survivors had received any
information on their rights under national and
international law.

Ensure that persons with disabilities are granted
the opportunity to play active social, economic
and political roles in society to help fight stigma.
Improve the education on rights in public
workshops, employment facilities, healthcare
centres, schools, and other areas where people can
easily access information.
Ensure survivors have access to information about
their rights, which will allow them to access crucial
national and international justice mechanisms.

Legal mechanisms to respond to domestic abuse
and the abuse of women’s rights were, in reality,
absent.
There were no mechanisms for reporting domestic
abuse relating to children, despite mechanisms for
reporting abuse being present in schools.

The information management system that was in
place in August 2021 did not have sufficient
information on the needs of survivors and the
services they could access.
Many survivors were not registered by the
government as persons with disabilities and did
not have an identity card (which was provided to
those registered by the MMD). Multiple
administrators claimed that victims, especially of
improvised mines, were chronically
underreported.
The definitions of persons with disabilities have
changed in national surveys over the years, making
it difficult to track trends over the long term.

Ensure that a fair and accessible justice system is
in place for women, children, persons with
disabilities, and other vulnerable groups to address
rights violations.
Pressure the national government and local
structures to ensure that women’s rights are
protected and promoted. International justice
systems should make additional efforts to identify
wrongdoings and contact victims, with special
consideration for vulnerable groups such as
women and persons with disability.
Collect data on programme recipients at hospitals,
healthcare centres, and rehabilitation facilities.
This data should be stored either digitally or
physically and should be used to measure or
estimate needs and request funding and resources.
It can also be revisited later to inform longer-term
policy and strategy.
Update the information management system so
that it serves as a more effective tool for
identifying victims, their needs, and referrals to
appropriate services.
Capture all survivors and victims of VAEO harm
through standardisation of definitions and
collection methods (based on international
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standards). Emphasise strong coordination
between governmental and non-governmental
actors.
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1.1. Victim Assistance in Afghanistan: Context and Key
indicators
Any reference to the Afghanistan government and their ministries refers to the government of the Islamic Republic
of Afghanistan (January 2004 – August 2021), not the current Taliban regime of the Islamic Emirate of
Afghanistan.
CASUALTIES AND CONTAMINATION

Afghanistan has seen one of the Indicator
Figure
Time
deadliest and most protracted periods
period
Minimum
number
of
40,850
(DMAC,
2021)
1979of conflict in modern history, with
civilian casualties involving
May
sustained conflict in the country since victim-activated explosive
2021
the Soviet invasion (1979-1989). In ordnance 1979-2021
1,509 (DMAC, 2021)
June
the
decades
that
followed, Minimum number of
civilian
casualties
involving
2020 Afghanistan has witnessed some of
victim-activated explosive
May
the most severe and widespread ordnance June 2020 – May
2021
reported
contamination
from 2021
Herat, Kandahar,
1979explosive ordnance use: by the Most affected provinces
regarding contamination
Farah, Paktika, Kabul, May
Taliban from 1992-2000; the US in
Zabul, and Ghazni
2021
2001 and 2002; and non-government
(DMAC, 2021)
1,560,000 (980,000
As of
actors (including the Taliban) from Estimated contamination
(m2) according to DMAC
(63%) sq km of ‘new
May
2002-present. Afghanistan remains
contamination’28)
2021
amongst the countries with the
(DMAC, 2021)
largest area of victim-activated Table 1: Country Indicators: Casualties & Contamination
explosive ordnance contamination, estimated to cover at least 1562km of the country, 63% of
which is ‘new contamination’. This includes 6592km of contamination from ‘firing grounds’ where
US and NATO troops would practice – according to the Directorate of Mine Action Coordination
(DMAC), these firing grounds have been linked to over 200 casualties. Consequently, the country
has also suffered one of the highest rates of casualties from VAEO29, with an average of at least
126 casualties per month between June 2020 - May 2021. In the most recent conflict alone (20012021), over 38,000 Afghan civilians have died (Brown University, 2018). Accordingly,
Afghanistan’s Mine Action Programme (known as the Mine Action Programme of Afghanistan
(MAPA)) is the world’s largest and oldest Mine Action programme and was established in 1989 by
the United Nations Office for the Coordination of Humanitarian Affairs (UNOCHA).
MAPA was facing huge challenges in the lead-up to August 2021 due to the rate of new
contamination and was struggling to meet clearance, risk education, advocacy, and victim
assistance goals that were originally developed in relation to legacy landmine and explosive
remnants of war (ERW) contamination (UNMAS, 2021). According to the DMAC, from May to

New contamination includes improvised explosive ordnance (IED) or abandoned improvised mine (AIM), firing range
munitions, and ERWs). Due to the increased rate, the true extend of victim-activated IED contamination is not known, and the
true contamination level is likely to be far higher.
29 According to the Landmine & Cluster Munition Monitor, Afghanistan saw the highest rate of casualties each year from 20012020 besides 2005, 2006, and 2007, in which Colombia saw the highest rate of casualties, and 2020, when Syria saw the highest
rate of casualties.
28
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August 202130, Afghanistan saw
the level of harm caused by antipersonnel explosive ordnance
(EO) increase dramatically due to
the use of improvised mines (IMs)
(also known as victim-activated
improvised explosive devices
(VAIEDs31)) by non-state armed
groups including the Taliban
(UNAMA, 2019, 2020). Before this
period, from June 2020 – May
2021, IMs accounted for 66.6%
Figure 2: Contamination in Afghanistan as of May 2021 (DMAC,
(1,005) of the total 1,509 recorded
2021)
civilian casualties. Ten years prior
in 2011, IMs accounted for 12.5% (94) of 752 VAEO casualties, showing the shift in the intensity
and type of mine use. Even before 2020, VAEO-related casualties and the need for VA was high32,
with the ICRC’s PRC programme manager Alberto Cairo stating that "the record number of
Afghans seeking rehabilitation assistance is a reflection of the general increase in needs… Even
with all of the people we helped, we aren't coming close to being able to assist everyone in need"
(ICRC, 2019). This was in response to the record number (12,000) of people that sought assistance
from the ICRC’s PRCs in 2018 (ibid., 2019).
According to incidents recorded in Afghanistan’s Information Management System for Mine
Action,33 since the start of the mine action programme in Afghanistan and until May 2021, IMs
accounted for at least 8,359 (20%) civilian casualties, the second most common cause after ERWs,
which caused at least 22,843 (56%) civilian casualties out of a total of 40,850. Due to the increased
use of VAIEDs, the level of contamination is now unknown and most of the country will need to
be resurveyed, according to two of the largest mine clearance operators in the country. Utilising a
dataset provided by DMAC, which recorded civilian casualties from 1979 to 2020, we can observe
the age, gender, and outcome of incidents involving victim-activated explosive ordnance34. From
1979-2020, 50% of civilian casualties were men, 38% were boys, 6% were women, and 6% were
girls (for more detail on annual trends, refer to Figure 3). Utilising data provided by DMAC, the
number of civilian casualties starting in 2011 – when the UK and US began withdrawing their
troops from the country – increased by an average of 64 VAEO casualties each year, with the
This study considers the timeframe up until the field research was concluded on 20th July 2021. Since this time the context has
changed dramatically with the instillation of the new Talban government.
31 According to the head of one international clearance organisation in Afghanistan, improvised mines (IMs) or abandoned
improvised mines (AIM) has become the preferred term in Afghanistan as it is less political as it does not insinuate strategic
placement.
32Utilising data provided by DMAC, if observe the number of civilian casualties from 2011-2020, starting in 2011, when the UK
and US began withdrawing their troops from the country, there was an average increase of 64 VAEO casualties each year, with
the highest number of casualties in 2017 (2,663) and the lowest number in 2011. The number of casualties declined each year
from 2017 to 2020, but, based on the increased conflict, was predicted to increase dramatically in 2021 at the time of field
research.
33 Due increased use of IMs/VAIEDs and the ongoing new discovery of previously laid mines, these figures are likely to
understate the true scope of contamination and casualties in Afghanistan.
34 Victim-Activated Explosive Ordnance (VAEO) does not include explosive ordnance that activates in presence, proximity or
contact with a vehicle – only with a pedestrian. See Appendix 1 for all definitions that this paper uses.
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highest number of casualties in 2017 (2,663) and the lowest number in 2011 (752). The number of
casualties declined each year from 2017 to 2020, but, based on the increased conflict, was predicted
to increase dramatically in 2021 at the time of field research.
DMAC was established in 2005 to oversee mine action activities in Afghanistan (under the
authority of the Afghanistan National Disaster Management Authority (ANDMA)). The Afghan
government took over complete national ownership of mine action coordination from the United
Nations Mine Action Service (UNMAS) in May 2018, although UNMAS still provided technical
and advisory support to DMAC. The Ministry of Martyrs and Disability Affairs (MMD) was the
focal point for victim assistance and disability in Afghanistan, supported by DMAC.

Figure 3: Disaggregated Data on Civilian Casualties in Afghanistan by Victim-Activated Explosive
Ordnance (source: DMAC, 2021)

The MMD was responsible for VA coordination, quality assurance of services, and facilitating
cross-sectoral and ministerial collaboration on VA and disability activities. The ministries of Public
Health (MoPH), Education (MoE), and Technical Vocational Education and Training (TVET)
were all directly involved in VA-related activities. In addition, Afghanistan showed its commitment
by signing and ratifying the APMBC, the CRPD, and other relevant international conventions. It
had also established (at least on paper) a strong national coordination system, including national
mine action and disability action plans, laws, and coordination groups (see Table 3). The Law on
the Rights and Benefits of Persons with Disabilities, and the Law on the Rights and Benefits for
Relatives of Martyrs and Disappeared Persons, were two of the key laws related to victim
assistance. In addition to these laws, a 2020-2030 National Disability and Inclusion Strategy was
being developed by DMAC and the MMD, with the support of UNMAS and other key
stakeholders. The strategy was aligned with relevant international frameworks such as the
Convention on the Rights of Persons with Disabilities, the victim assistance sections of the
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APMBC, the Convention on Cluster Munitions, and the SDGs with a focus on cross-cutting issues
such as gender and social inclusivity.
One of the primary focuses of
DMAC was gender equality. It was
estimated that the female percentage
of the labour force had increased by
45% from 2010-2019, but still only
accounted for an estimated 23% of
the total labour force35 (The World
Bank, 2021). Due to the additional
barriers to people with disabilities
finding employment in Afghanistan,
the chances of women with
disabilities securing employment
were extremely limited.

Figure 4: Recipients of victim assistance in Afghanistan (2020)
(source: Directorate of Mine Action Coordination, 2021)

In addition to the efforts of the government, there were many other actors in Afghanistan working
in relation to victim assistance. As of July 2021, there were at least 17 national NGOs, eight
international NGOs, 19 national commercial organisations, four international commercial
organisations, two intergovernmental organisations, and multiple foreign government-run
programmes. These agencies and organisations worked alongside the government and were a
critical part of the mechanism to provide victim assistance across the 34 provinces of Afghanistan
in every regard.
Anti-Personnel
Mine Ban
Convention
(APMBC)

Convention on
the Rights of
Persons with
Disabilities
(CRPD)

CRPD
Optional
Protocol

Convention
on Certain
Conventional
Weapons
(CCW)

CCW Protocol
II on Mines
Booby-Traps
and other
Devices

CCW
Protocol V
on
Explosive
Remnants
of War

Convention
on Cluster
Munitions
(CCM)

Convention
on the Rights
of the Child
(UNCRC)

(acceded)

Table 2: Afghanistan’s Commitments to Relevant International Conventions and Treaties as of July 2021

National
Mine Action
Authority
(NMAA)

Victim
Assistance
Department
within National
Authority

National Mine
Action
Information
Management
System

Disability and VARelated Technical
Reference Groups
(TRG) and
Coordination Groups

National
Mine
Action
Strategy/Pl
an

National Disability
Strategy/Plan

National Law on
the Rights of
People with
Disabilities

(A 2020-2030
disability inclusion
strategy was drafted but
pending approval)

Table 3: National Mine Action and Victim Assistance Structures in Afghanistan as of July 2021

35

This is using data considering people aged 15-64. Many Afghans under 15 are in informal employment.
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As a result of the work by the national and international organisations, over 434,000 people in
Afghanistan had received victim assistance as of May 2021 (according to DMAC). Figure 4, using
data from the Article 7 Report by DMAC, presents the number of people that were reported to
benefit from VA services in Afghanistan in 2020.
Despite efforts by governmental and non-governmental actors in Afghanistan, the victim
assistance needs in 2021 remained extensive due to the decades of conflict and instability36. Other
interrelated factors such as large-scale migration, high population growth, and changing social and
cultural norms have added to the complexity of the situation. As a result, Afghanistan ranked ninth
on the Fragile States Index in 2021, indicating severe humanitarian concerns in the country (Fragile
States Index, 2022).
To mitigate these challenges,
Afghanistan has committed
to establishing a structure of
support for survivors and
people with disabilities and it
has consistently been one of
the largest recipients of
international funding for
mine action in the world. It
received 42.7 million USD in
2020, making it the thirdlargest recipient (Landmine &
Cluster Munition Monitor,
Figure 5: International funding for mine action in Afghanistan (source:
2021). In recent years,
Directorate of Mine Action Coordination, 2021)
Afghanistan has also been
one of four countries (along with Iraq, Syria, and Yemen) to receive over half of all victim
assistance funding, 20 million USD in 2020 (60% of total VA funding, up from 49% in 2019)
(ibid., 2020, 2021). Despite the relatively large amount of finance flowing into the country, the
DMAC reports that from 2011-2020 there was a 72% decrease in funding for total mine action in
Afghanistan (from 113 to 32 million USD). The reduction of funding in Afghanistan correlates
with a reduction in capacity exemplified by the fact that, during the same time period, there was a
61% decrease in mine action personnel in Afghanistan. This aligns with the global trend in mine
action funding (the impacts of which will be explored in Section 2.2.). In a statement on VA
submitted to the APMBC Fourth Review Conference in 2019, the Ministry of Martyrs and
Disability Affairs confirmed that: “The available services in Afghanistan at the present time cannot
suffice the increasing needs of victims and persons with disability, not only in terms of quantity
and coverage but also from a quality point of view” (Ministry of Martyrs and Disability Affairs,
2019).

USSR invasion (1979); USSR-supported government (1989-1992); civil conflict (1992-1996); Taliban rule (1996-2001); ‘War in
Afghanistan from 2001-2021’ (2001-2021); Taliban rule (2021–present).
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The fall in funding and personnel are thought to be contributing factors – along with the new
contamination and infrastructural challenges (especially for the large rural areas) – as to why
Afghanistan is falling behind on its commitments to the APMBC. In response to this, the Afghan
government requested 129.3 million USD for MAPA in 2020, of which only 25% (32.2 million
USD) was secured (Directorate of Mine Action Coordination, 2021). Only a fraction of the secured
funding (3%/ 900,000 USD) was then directed towards victim assistance programmes (ibid., 2021).
During an interview in July 2021, a DMAC spokesperson explained that the heavy focus on
funding for clearance was the pressure to meet clearance targets as, in contrast, victim assistance
targets were not clear and definitive.
Due to a lack of funding for healthcare services (outside of mine action funding but related to
VA), Afghanistan relies on external funding and out-of-pocket spending to sustain government
services related to victim assistance. For instance, in 2019, the healthcare sector relied on 79% of
funding provided by out-of-pocket expenses and 12% from external sources, with only 8% being
provided by the government (World Health Organisation, 2022). In 2018, the Afghan government
only provided 4% of the total healthcare expenditure (as a percentage of total spending), while
external expenditure accounted for 20% and out-of-pocket spending for 76%. Because most
services are only available in urban areas, even if someone could afford healthcare, accessibility
restrictions due to the devastated infrastructure meant that services were inaccessible to many. The
escalating conflict also exacerbated the risk of movement and accessibility issues, especially during
the instability in 2021 (Médecins Sans Frontières, 2021). As a result, although there was a mine
action and disability strategy in place to integrate victim assistance within broader healthcare
programmes for people with disabilities, it was unlikely that mainstream services such as the
healthcare sector would have had the capacity to effectively achieve this.
The conflict in Afghanistan has also influenced the economy, making life extremely vulnerable and
volatile for the population. Despite over 24 billion USD being spent on Afghanistan’s economic
development (2001-2019) (Almukhtar & Nordland, 2019) and poverty reduction being the main
objective of the Afghanistan National Development Strategy (Asian Development Bank, 2012), as
of 2019 Afghanistan had a human development index (HDI) value of 0.511, putting it in the
bottom 20 countries and classifying it as a low human development category (UNDP, 2020). Even
before the ongoing humanitarian crisis following the Taliban takeover, Afghanistan had a gross
national income (GNI) per capita of 500USD in 2020, with only five other countries recording a
lower figure (The World Bank, 2021). Additionally, the unemployment rate was 11.7% (with many
of the ‘employed’ working in the informal sector) (The World Bank, 2022).
There is an estimated 79%37,38 of Afghan adults over 18 and 17%39 of children40 who live with
some form of disability, many of whom are survivors (The Asia Foundation, 2020). They each face
specific and exacerbated difficulties, and the next section will discuss these difficulties in more
detail.
Based on a survey conducted using a sample of 14,290 households across the 34 provinces in Afghanistan by The Asia
Foundation in 2020, representing 111,641 Afghans
38 24.6 % mild, 40.4 % moderate and 13.9 % severe forms.
39 6.6% mild, moderate 7% moderate and 3.5% severe forms.
40 As a % of total adult and child population respectively. The total population of Afghanistan, as of 2020, was 38,928,341.
37
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1.2. Victim Assistance in Afghanistan: Findings from
the Field

Figure 6: MAPA Victim Assistance Activities April 2020 to March 2021 (Source: DMAC, 2021)

This section details the findings from the
field in Afghanistan, based on interviews with
stakeholders and observations. The main
objective is to highlight the needs that
survivors, indirect victims, and people with
disabilities were facing in Afghanistan as of
July 2021.

Participant Population Profile: Afghanistan

Two hundred and fifteen (215) people took part in the
group and individual interviews, including 71 survivors
(12 female and 59 male), 71 indirect victims (e.g.,
someone displaced, or an individual with at least one
family member injured or killed by VAEO), and 52
administrators/service providers. Forty-two (42) others
participated in interviews, 14 of whom were people with
disabilities not directly caused by VAEO, and 28
participants had at least one member of their family that
was a person with disability (not directly related to
VAEO). Of the 71 survivors that participated in the
interviews, 21 participated in one-to-one interviews and
50 participated in (six) group interviews. Of the
administrators that participated in the interviews, 32
were working for the Afghan government, ten
represented national NGOs, and nine represented
international NGOs.

The primary researcher for this study visited
Afghanistan between 2nd July 2021 and 20th
July 2021, at a time when the country was in
intense conflict leading up to the takeover of
the Taliban. The security risk, combined with
the COVID-19 pandemic, restricted access
to survivors and programmes. Because of
this, much of the information gathered is
based on group interviews and meetings with
service providers (e.g., those working on the ground each day with survivors and people with
disabilities) in Kabul. Despite this, a range of information was collected, and a good understanding
of the needs of survivors and the challenges for the VA system was established, largely thanks to
the help of the Directorate for Mine Action Coordination (DMAC).
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As discussed in the previous section, VA plays an extremely significant role in Afghanistan. In a
meeting with DMAC on 3rd July 2021, it was stated that the vision of the prospective five-year
mine action strategic plan was for Afghanistan to become a place where “men, women, boys and
girls, live in a safe environment conducive to sustainable development and where EO victims are
fully integrated into society and have their rights and needs recognised and fulfilled.”. One of the
core strategic goals within this plan was to create rights-based, gender and diversity-sensitive,
inclusive services made accessible to EO victims”.
Despite this ambitious rhetoric, the ongoing conflict and use of VAEO, insufficient (and declining)
direct and indirect funding for VA-related activities, and a weak government VA system rife with
corruption41 meant that the feeling of positive change on the ground was limited. In an interview
with a senior of one of the largest humanitarian programmes in the country, they stated: “There is
some improvement by the government, but it is mainly the development of laws, commitments,
and strategies. Regarding real action, there is not much change. [The government] are talking about
rights and inclusion, which is good, but when this will become a reality on the ground, nobody
knows. The presence of international organisations makes them complacent. The people we work
with beg us not to hand over to the government, claiming that ‘everything will be lost’. Only once
this has changed, talks about handing over can begin.”
Although these national and international organisations were supporting thousands of survivors
and people with disabilities, the need in Afghanistan was (and is) one of the greatest in the world,
and yet the funding to mitigate this need was dwindling. Many administrators of VA-related
programmes claimed that their funding had fallen, and, in a time of increased need, their capacity
had been stripped, which placed extreme stress on existing structures and limited survivors’ access
to a level of assistance than they had seen in previous years. One of the structures that were most
impacted was emergency care, to which we now turn our focus.

1.2.1. Emergency Care
According to the Landmine and Munition Monitor 2002, 50% of mine victims in Afghanistan died
before reaching a medical facility and only 45% were able to access healthcare facilities in 2001
(Landmine & Cluster Munition Monitor, 2002). Supported by the National Health Policy (20152020), the efficacy and scope of Afghanistan’s healthcare sector had steadily been improving since
2001. According to the World Health Organisation (WHO), in 2018, there were a total of 3,135
healthcare facilities in Afghanistan, which ensured that 87% of the population were within two
hours travel time of some form of healthcare. In addition to these healthcare facilities, there were
over 17,000 healthcare posts, which according to one hospital administrator were critical to
providing prompt first responses and minimising loss of life following an incident of explosive
violence. In addition, the WHO was supporting the government to establish mobile health teams
“in 12 provinces to provide nomadic populations with better access to basic health services” as

41

Afghanistan was ranked 174/180 on the corruption perception index in 2021 (Transparency International, 2022)
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well as establishing “the Public Private Partnership (PPP) model to provide basic reproductive
health and immunization services in remote and insecure districts of six insecure provinces”
(World Health Organisation, 2018).
Despite the improvement in services, Afghanistan still Health Facility Type
Number
faced significant challenges in providing emergency Sub-Centre
986
interventions and first responses, especially for those Basic Health Centre
873
living in rural and remote areas. This issue was Comprehensive Health
432
Centre
exacerbated by the intensification of conflict and the
District Hospital
84
subsequent growth in casualties in recent years. A Provincial Hospital
27
representative from a large NGO-run hospital in Regional Hospital
9
Special
Hospital
30
Kabul stated that their peak in casualties was in 2018,
242
reducing thereafter, but numbers had begun rising Mobile Clinic
Other
452
again significantly since September 2020. In addition
Total health facilities
3,135
to the rise in casualties, the increase in conflict and the
Health Posts
17,297
use of improvised mines have demolished
Table 4: Type and number of healthcare
infrastructure and meant that travel around the Facilities in Afghanistan as of 2018 (Source:
country was not safe, leading to transportation issues World Health Organisation, 2018)
for victims and services providers (Médecins Sans Frontières, 2021). Healthcare facilities in
Afghanistan were “attacked more often than in most countries in the world, forcing their
temporary or permanent closure and depriving millions of access to vital medical services” (ibid,
2021). Médecins Sans Frontières have personal experience with this as their hospital in Kunduz
was destroyed in 2015 by a United States AC-130 gunship (Médecins Sans Frontières, 2015).
The limited capacity of Afghanistan’s healthcare structures was compounded by a reduction in
funding for the healthcare sector from international donors (World Health Organisation, 2018).
The reduction in funding for the mine action sector – whose infrastructure plays a critical role in
the transportation of explosive ordnance casualties – had also impacted the system of emergency
care, according to the head of one of the largest clearance organisations in the country. They stated
that due to a severe reduction in funding from the United Kingdom, their workforce has been
reduced by over 1,400 personnel. A representative from the Afghan government also said that
healthcare centres were often too far away to be accessed. The head nurse of a specialist hospital
in Kabul – which was admitting, on average, nine new conflict casualties each day – said that
specialist services, and especially surgical services, were only available in the country’s large cities.
The reasoning for this, according to a representative from ‘Kabul’s only free, specialist trauma
surgery’ was that they needed resources and supplies (such as electricity, medicine, etc.) that were
only available in large cities. As a result, people often had to travel hours before they could receive
the treatment they needed, and for that specific hospital, only 54% of casualties arrived within the
six ‘golden’ hours after an accident. To illustrate this, 15 patients died on their way to a hospital in
June 2021 alone. The surgery representative also stated that the limited availability of specialist
staff (there were only three surgeons in their centre) meant staff from other hospitals had to travel
to Kabul to cover, limiting the capacity of other hospitals. They said that in both the governmental
and non-governmental spheres, there is a need for additional trained specialist staff. They also
suggested that there was a need for more small centres spread throughout the country. The head
of an international organisation that focuses on physical rehabilitation said that government
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hospitals do not have the capacity to meet long-term patient needs and, as a result, they were
required to take paraplegic patients and patients with spinal injuries into their centre to provide
them with the months of care they should have received in the hospital. More widely, it was a
common complaint that the Afghan government was not providing sufficient funding to care for
victims across the country and that they relied on NGOs to bear the burden.
Despite cities being the ‘best’ locations for hospitals, they still face issues. In June and July 2021,
the electricity in Kabul was consistently interrupted due to the conflict, meaning that the hospital
had to rely on a local generator.

Ambulances of a demining INGO in Kabul sit at their national headquarters in Kabul.

Due to the cultural factors in Afghanistan, women can only be attended to by another woman.
According to one NGO-run hospital, they tried to ensure that they had two female staff on duty
at each first aid station and ambulance, but this was not always possible at smaller facilities. There
have been a number of studies focusing on Afghanistan and explosive ordnance harm that have
claimed that women were often not given priority in trauma situations, were less likely to have
access to healthcare, were likely to wait longer to access emergency services following an incident
and, as a result, were more likely to die from explosive harm (Lindsey, 2000; Bini & Massleberg,
2011; GICHD, 2014; Laws, 2017).
Although access to victims in emergency care was not always possible, one man (Survivor 14)42
permitted an interview only a few weeks after his incident. The man, a farmer in his late 40s, was
driving his tractor from his home to his field when he hit a roadside improvised mine. He lost his
right leg, suffered serious shrapnel injuries to his chest (requiring two rounds of surgery), and
suffered additional shrapnel injuries to his right arm. His left leg had also been seriously injured
but had been saved. Because he was injured in his local village in a rural area of Logar, he was first
taken to a government-run district hospital but – as was often the case – they did not have the
specialist staff or equipment to treat his injuries. He was then referred to a first aid point run by
an international non-governmental organisation (INGO), which then transported him to Kabul.
From the time of the incident, it took him eight hours to reach the operating theatre (two hours
outside of ‘golden hours’). At the time of the interview, he had not received any information about
when he could be discharged. Due to COVID, his family were also not permitted to enter the
hospital and he had not had any direct contact with them – including his two brothers, who were
also injured – since the incident. It was his understanding, however, that members of his family,
42

See ‘Appendix X’ for basic details on the interviewed survivors (and all other interview participants).
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like many of the families of patients from other provinces, were sleeping outside the hospital on
the streets. The hospital stated that their patients come from all over the country and many families
cannot afford to travel to Kabul, and those who did often could not afford accommodation.
Although he was appreciative of and happy with the services he had received, the experience clearly
had a psychological impact on him, and he was very emotional during the interview. Significantly,
he had not been offered any mental health support as the hospital did not provide such services.
Through tears he questioned his future, stating, “I was once a full man, I am now only half. What
future do I have in this country?”
The farmer said that there had not
been any injuries in his village in 20
years, but in the last month, seven
people had been killed by IMs. As
this interview was conducted, two
children (Survivors 15 and 16)
played in the hospital room nearby.
Both had recently been injured in
separate IM incidents – one was in
a wheelchair and the other had
severe injuries to his neck and face.
These two children, although only
spoken to briefly, seemed
unconcerned about their future at One of the largest PRCs in Afghanistan (run by an INGO and
the moment, but Survivor 14 located in Kabul), which treats thousands of patients every year.
showed his concern for them.

1.2.2. Continuing Healthcare and Physical Rehabilitation
Sharing many of the same challenges HEALTH INFRASTRUCTURE IN AFGHANISTAN
as emergency care, the continuing
Indicator
Figure
Time
healthcare system in Afghanistan in
period
2021 was under serious pressure Density of medical doctors
3 (World Health
2016
(per
10,000)
Organisation,
2022)
from increasing instability, the health
Density of nursing and
3.6 (The World
2016
and socioeconomic shocks of the midwifery personnel (per
Bank, 2022)
COVID-19 pandemic, and a 1,000 people)
unknown
2017
reduction in funding from the Health insurance coverage
international community. These same
Approximate number mental 561 (78 psychiatrists, 2017
issues were increasing the barriers to health professionals (gov.
0 child psychiatrists)
and
non-gov.)
(World Health
accessing
healthcare
facilities,
Organisation, 2017)
including necessary rehabilitation and
Table 5: Healthcare Infrastructure in Afghanistan
recovery services for survivors and
people with disabilities. According to a representative from UNMAS in Afghanistan, there were
rehabilitation services in only 22 out of 34 provinces. They also stated that even in the 22 provinces
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where these services were available, it was very difficult to reach these areas, especially for women
who needed to find a facility where they could be seen by a female doctor.
There were various mechanisms in place to mitigate the extreme challenges facing the healthcare
sector, such as the Health Cluster, which helped to provide services to almost a million Afghans
in 2019, including 144,708 people affected by conflict (UNOCHA, 2020). However, despite
disability and physical rehabilitation being included in the MoPH Basic Packages of Healthcare
Services and the Essential Packages of Hospital Services in Afghanistan, non-governmental
community actors were the primary providers of continuing healthcare services for people with
disabilities. A primary issue with this, however, was that NGOs and INGOs did not have the
financial means to sustain services nationally (The Asia Foundation, 2020).
When discussing this with the programme
manager at one of the largest INGO
rehabilitative service providers in Afghanistan,
he stated that they originally opened to serve
only war victims and turned away others who
needed support but were not directly harmed
by conflict. Soon after opening, they realised
that it ‘was not the right thing’ to do, so they
opened it to all people with mobility disabilities.
That was when they realised how broad the
effects of the conflict were in Afghanistan and
that “everyone in Afghanistan, in a way, is a war
A technician making a prosthetic leg at a nationalvictim”. The ratio of over 100,000 direct
NGO-run PRC in Kabul
conflict- to non-conflict-caused disabilities they
treated in 2021 was approximately 1/10, respectively. A DMAC representative stated that victim
assistance was the right pillar in the wrong place, and it should be used to bolster integrated
programmes for all people with disabilities. This was a sentiment shared by many administrators
who participated in the interviews.
However, one national NGO, running a rehabilitation centre, said that they lost their funding
because they began to treat ‘too many’ people with disabilities that were not harmed by conflict
(60% directly harmed by conflict, 40% not directly by conflict). They stated that of the 40%, 20%
were indirect conflict injuries and 20% were congenital. They were in their third year without
funding and the seven staff that worked at the centre had been operating as volunteers since the
funding stopped. The centre was treating four women and five children a day (on average) with
rehabilitation and prosthesis. When they were being funded, they were treating approximately 40
people a day. They had also lost male staff due to the withdrawal of funding, so they were now
only able to treat women and children. The centre received some resources from a donor but did
not have funding for electricity, salaries, and other running costs. (To note, all the 71 survivors
that participated in the interviews had received physical rehabilitation, with over 90% provided by
NGOs. However, all interviews were conducted in Kabul, where rehabilitation services were more
available than in other provinces, especially rural areas.)

55

A government-run physical rehabilitation
centre also stated that they were struggling
to cover running costs. The staff
complained that their salaries were too low,
and some were working on six-month
contracts without knowing whether they
would be renewed. They had already cut
back on services due to a reduction in
funding by the government, meaning that
they could no longer support people with
sensory disabilities (despite having the
expensive equipment to do so). They had
A young boy receiving new prostheses at a local NGO
lost many of their specialist staff because PRC in Kabul
the government had refused to pay their
salaries. In addition, they could not afford electricity, so they could not run the air-conditioning
unit that had been donated to them, making it very uncomfortable for patients. As of August 2021,
they had also just made the decision to stop providing services to women due to budget cuts. Prior
to losing access to service, two female patients at the centre (Survivors 12 and 13) also complained
that there was not enough equipment to do all of the rehabilitation exercises that they had been
instructed to do. Even the largest INGO PRC programme in the country had seen ‘donor fatigue’
and, in 2019, following one of the highest levels of casualties, their funding was reduced by 10%.
An INGO surgical centre in Kabul was also having to send out mid-year requests for additional
funding – despite having a three-year funding strategy – to deal with the uptick in violence.
On observation, the INGO centre was exceptionally well-equipped, the national NGO centre was
well-equipped but with limited resources, and the government-run centre was poorly equipped
with poor resources. In all cases,
administrators were struggling to staff
the centres, especially specialist staff
such as orthopaedic technicians and
physiotherapists. The programme
manager of the INGO said that there
was a shortage of orthopaedic
technicians in the country, and the
national NGO and government-run
centres claimed that they could not
afford the salaries of specialist staff. An
INGO-run hospital in Kabul faced a
different issue: they had to reduce their
rehabilitation services to space out beds Participants to rehabilitation sessions provided by an INGO
due to COVID-19. Other centres had in Kabul
also seen a dramatic reduction in
patients due to COVID-19.
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While visiting the national NGO-run centre, there were three children and one woman receiving
physical rehabilitation and prosthesis (Survivors 3, 4, 5, and 6). The parents of the children and
the woman all said how invaluable the centre was to their quality of life. One young boy (Survivor
3), who lost both his legs as a child due to a landmine incident, said that he had been able to go to
school since receiving prostheses and that he was ‘really enjoying it’ despite being reluctant to go
at first. One of the administrators of the centre was a landmine survivor herself (Survivor 7) and
the centre provided her with rehabilitation and prostheses, as well as support through school and
education. At the government-run physical rehabilitation centre, two women (Survivors 12 and
13) using the rehabilitation facilities stated that they wanted to set up centres themselves to help
others like them. They also said that all physical rehabilitation centres should be run by people
with disabilities, allowing them to help themselves. It should be noted that over half of the people
working in the national NGO-run centre had a disability caused by VAEO harm and 790 out of
the 816 patients in the international NGO-run programme were Afghans with disabilities – all of
whom had been trained to work at the centre by the organisation.
In the government-run centres, four of the staff were people with disabilities. One INGO provided
training for specialist staff as well as equipment for other NGOs (but not the government). The
INGO and the government had many disagreements about the supply of equipment as the
government wanted high-tech German, components, which the INGO refused to supply as it was
not what they used. The INGO in question sourced all their supplies locally and recycled any
components that they could.
Although it was not possible to visit rural areas because of the intensification of the conflict in the
summer of 2021, all four of the centres that were visited agreed that there were serious barriers for
patients to access healthcare services in rural areas. Mobile services, which provided prosthetic and
rehabilitation support had largely been reduced or halted due to funding cuts and the
intensification of the conflict. When speaking with UNMAS and DMAC in July 2021, they were
looking to improve rehabilitation services
(both static and mobile) in three of the 12
provinces that did not currently have them.
One programme manager from an INGO
PRC programme was very critical of
government rehabilitation programmes,
stating that they had repeatedly failed to
provide services across these provinces and
any of the projects they funded were shortterm and focused on war victims rather than
people with disabilities in general. They said
that “if they do fund projects, it’s only shortterm funding. This type of funding does not Female technicians making components at an INGOrun PRC in Kabul
facilitate sustainable programmes; they need
at least ten years of funding in order to have
a chance to survive.”
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All interviewed representatives from INGOs stated that the end goal was to hand over care to the
government when they are ready, but there had historically been a high risk of losing capacity after
the handover, which was the case with the centre that was visited in July 2021. This concern was
also shared by patients of the centre who openly distrusted and criticised the government’s care
for people with disabilities. It should be noted that the MoPH, MMD, and the Ministry of
Education have regular meetings with the INGOs in question, but this had resulted in little change.
In some cases, such as with hospital care, standards had been set by the MoPH, but the hospital
administrators did not follow them. For
instance, they were discharging paraplegics
and those with spinal injuries months before
they should. It was a shared sentiment
among NGOs that the government chose
not to do the work because they knew
NGOs would pick up the pieces. When
speaking to the government, however, they
said that certain INGOs wanted a monopoly
on rehabilitation and would not support it
with equipment or funding. This lack of
cooperation between governmental and
mobile rehabilitation and prosthetic/orthotics vehicle
non-governmental entities made it difficult A
belonging to a national PRC in Kabul. It was out of
for survivors and people with disabilities to use due to a lack of funding.
access services.

1.2.3. Mental Health and Psychosocial Support
The process of recovery for a survivor is not only physical but also psychological. In all the physical
rehabilitation centres that were visited in Afghanistan, it was universally agreed by physiotherapists,
nurses, doctors, surgeons, and other service providers that there was no difference in the physical
recovery of people with disabilities regarding the cause (violent or non-violent). They did, however,
believe that the psychological recovery (which is critical in encouraging patients to seek out and
accept rehabilitation and prosthetic services) was different for violent trauma patients, including
VAEO harm). Those who experienced violent trauma had a heightened need for mental health
support, and the system in place to support this recovery process was limited in its capacity to
meet demand despite being a core focus of DMAC, the MMD, and the MoPH (Directorate of
Mine Action Coordination, 2021). According to the WHO, there were only 561 mental health
professionals in Afghanistan in 2017 (1.5 per 100,000 Afghans), with only 78 psychiatrists (two
per 1,000,000 Afghans). This under-resourced system was supporting a population where an
estimated one in every two people experience “depression, anxiety, or post-traumatic stress, which
can have a disastrous impact on people’s mental health and the well-being of their relatives and
friends” (Human Rights Watch, 2019). This was considered to be a conservative estimate and,
given the spread of the COVID-19 pandemic and increasing conflict, there was a need for a
comprehensive study to quantify the true mental health crisis in Afghanistan. A UNMASconducted study in 2020 interviewed a ‘diverse set’ of 132 victims from all regions of Afghanistan
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and found that 100% of people injured reported ‘negative effects on their emotional wellbeing’
(UNAMA, 2020).
Survivor 14, who was interviewed at the surgical centre, was a clear example of the mental stress
that immediately follows an explosive incident. He was facing a new life with a disability and was
clearly struggling with his new reality as a person with disabilities. He had also been without family
contact for weeks. Despite this, the surgical centre that was caring for him had no ability to provide
psychological support. The hospital administrator said that the need for such support was a matter
of debate as some people in the hospital believed that implementing western mental health
practices was not appropriate.
Despite a weak mental healthcare system and an obvious need for improved healthcare services
more generally, the response by both the government and the international community has been
limited (Human Rights Watch, 2019). UNOCHA stated that “mental health care or psychosocial
support remains out of reach to many, particularly in rural areas. Despite Mental Health and
Psychosocial Support Services (MHPSS) being integrated into the national Basic Package of Health
Services (BPHS) and Essential Package of Hospital Services (EPHS), nationwide only 320 hospital
beds in the public and private sectors are available for people suffering from mental health
problems” (UNOCHA, 2020, p. 64).
Like international donors, the Afghanistan government has spent only a fraction of their health
budget on mental health services43 (about 3.7%) (Human Rights Watch, 2019). As a result, there
were only four psychiatric units in general hospitals, one mental health outpatient facility attached
to a hospital, and one psychiatric hospital (World Health Organisation, 2017). Those who did use
government services sometimes suffered abuse, such as forced hospitalisations and treatments
(Human Rights Watch, 2019). When visiting a PRC run by the government in Kabul, the
administrative and rehabilitation staff of the centre stated that service users were referred to the
psychosocial therapist by the orthosis doctor., The physio and psychosocial therapist would work
together whenever a patient was identified as needing support, which proved very effective for the
recovery process. This comprehensive process was rare in PRCs in Kabul and, unfortunately,
psychosocial support was removed at this centre due to funding cuts. DMAC stated that
psychosocial support is an area of weakness in the country, and they were planning to focus on it
through partnerships with national agencies. One of the largest clearance organisations in the
country also saw the value in psychosocial support and were funnelling funding towards local
organisations that offered this level of care. In addition, the clearance organisation also provided
professional psychological support to injured deminers and the families of martyrs.
Mental health facilities and psychiatric wards were not the only form of mental health support for
survivors. There were also peer-to-peer support groups where survivors supported one another.
Survivor 1, a man who lost his leg as a child to a landmine, stated that “I truly believe in the power
of psychosocial support”. Regarding peer-to-peer counselling, he added, “A lot can be achieved
for very little”. The head of a PRC in Kabul stated that they decided to cut their psychosocial
In 2004, the combined international and government funding directed towards mental health was 0.04% or 100,000 USD of a
289.4 million health development budget (World Health Organisation, 2006).
43
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department in favour of informal peer-to-peer support through their staff because, they claimed,
service users found it more helpful. He said that the physical recovery process was the same for
all people with disabilities but there was a significant difference in the psychological recovery
process.
Survivor 7, who now helped to run a physical rehabilitation centre, stated that she had seen firsthand the power of peer-to-peer support in helping survivors, especially children. She also stated
that it was easy to train survivors as psychosocial counsellors, even children, due to their insider
understanding of the stress and emotion of VAEO trauma. She also emphasised that MHPSS
needed to be implemented as soon as possible to improve the likelihood of positive outcomes,
especially for child survivors – a sentiment reinforced by Survivor 1. They were unable to do this
due to a lack of funds, but they did monitor the well-being of children and kept in close
communication with their families. They had thought about outsourcing mental health support,
but the only centre was on the other side of the city and neither they nor the service users could
afford the transport.
Mental health can also have an
impact
on
education.
Administrators at the Kabul
Blind School stated there had
been many instances where
people with new war-related
injuries had dropped out of
school because they struggled
with the stress and anxiety of
being newly disabled. The school
administrators admitted that they
did not have a psychological or
psychosocial department, nor did
they work with the MoPH to Participants to rehabilitation sessions provided by an INGO in
Kabul
provide support. They said that
the teachers did their best to provide peer-to-peer support but sometime ‘that is not enough’.
Despite all these efforts, none of the survivors that were spoken to as part of this study had
received any mental health support, and no psychosocial programmes were observed, so it was
difficult to assess the implementation of these programmes. In addition, none of the indirect
victims who participated in this study had received any form of mental health support.
Over half of the interviewed survivors said having active economic and social roles in society was
the most important factor in terms of their mental health. A majority of the 42 survivors in Group
Interviews 2, 3 and 6 stated that, with the support of the vocational training programmes, accessing
economic and social roles in their communities improved their self-view and gave them hope. In
addition, a sports programme (explored further in section 1.2.8.) at one INGO-run PRC in Kabul
was stated by the head of the programme to have an extremely positive outcome on the
psychological circumstance of survivors.
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1.2.4. Inclusive Education
According to a dataset provided by DMAC (2021), children in Afghanistan make up approximately
17,682 out of 39,936 (or 44%) of VAEO casualties recorded by Afghanistan’s IMSMA from 1979
to 2020. They are also the most-affected population when it comes to ERW incidents (12,428 out
of 22,442 or 55%). The impact of conflict on children in Afghanistan does not stop at casualties.
Education is of the most critical areas that has been disrupted in Afghanistan for all children,
including child survivors and children with disabilities. According to UNICEF Afghanistan, of the
3.7 million children who were out of school in Afghanistan at the end of 2020, 1.5 million were in
“hard-to-reach areas and conflict zones where mainstream schools are not available or where
children cannot access them” (UNICEF, 2020).
Despite these challenges, Afghanistan has made progress in its commitments to creating inclusive
education, including the ratification of the Convention against Discrimination in Education in
2010, the adoption of the Inclusive and Child-Friendly Education Policy in 2014, the creation of
the National Education Strategic Plan 2017-2021, and the adoption of the Community-Based
Education Police and Guidelines in 2018. The National Education Strategic Plan 2017–2021
placed strong emphasis on the inclusion of children with disabilities within the broader inclusion
agenda as well as embracing a theory of change44 that focuses on creating inclusive learning
environments and improving access to education (Ministry of Education, 2016). Despite these
efforts, the Afghan Living Conditions Survey in 2016/17 found that 75% of children with
disabilities had never attended school (Government of Afghanistan, 2017). Additionally, an
Education Sector Analysis in 2016 found that only 5% of children with disabilities had access to
education (Pouras Consult Aps., 2016). This suggests that although the commitments and
legislation offered promise, there was limited progress in practice.
When visiting the inclusive education department of the Ministry of Education (MoE), it was
explained that the strategy for providing accessible and inclusive education for children was twofold: inclusive education and special education. The MoE worked with the MMD and a British
NGO to identify and refer survivors and people with disabilities to schools. The Ministry admitted
that there was a need for “a better referral system” and an education database to record the
disabilities and needs of the child (explored further in Section 1.2.10).
For those they have identified, the MoE stated that out of over 11,000 schools in Afghanistan,
only 700 offered inclusive education (with specially trained teaching assistants and specialist
equipment) across 16 out of 34 provinces, in which 4,754 children with disabilities are enrolled
(approximately 1,700, or 36% of whom are girls). They stated that they provided specialist classes
for children with disabilities to learn sign language, braille, and other skills before enrolling them
in inclusive schools. They also said that they supply MP3 players, glasses, braille textbooks (made
locally), and other materials to make education accessible for children with sensory disabilities.

44

The strategy did not include an explicit definition of disability or inclusive education.
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There are also eight specialist schools in Afghanistan, with four in Kabul and one each in
Kandahar, Herat, Ghazni, and Nangahar
For cognitive disabilities, the government did not provide education for children that they deemed
posed a ‘risk’ to themselves, other children, or teachers (the ‘risks’ were described as physical or
violent harm). For those that they deemed to have a ‘mild’ cognitive disability, they enrolled them
in school but did not provide a separate curriculum. For those with ‘severe’ cognitive disabilities,
they enrolled them in education but only to teach them ‘basic skills’, and they did not follow the
standard curriculum. For all types of disability, the Ministry of Education stated that they also
provided support to families, including materials on sign language and other information.
The main challenges that the ministry said it was
facing were the supply of supportive materials,
such as braille notebooks, as well as the availability
of trained specialists. It also struggled to provide
services to those living in rural and remote areas
due to staffing, infrastructural, and security
difficulties related to the conflict. In some cases,
where formal schools were not available, the
Ministry
established
‘sub-schools’
(e.g.,
community-based education), which were
understood to be informal centres where children
could receive a less comprehensive education
within their communities. It said they were unable
to help children with transport to schools or
accommodation due to budget and logistical
restraints. The spokesperson for the Ministry
attributed the challenges it faced to the conflict
and socioeconomic crises. During COVID, they
stated that the challenges of providing education Braille on the floor of a government-run blind
had been exacerbated and, at the time of the school in Kabul
interview (July 2021), no children were attending
school. The Ministry did not provide any material for children with disabilities to learn at home
because of the lack of internet services. They stated that the ministry had tried a campaign on
television, but it was not accessible for or tailored to children with cognitive and sensory
disabilities.
In addition to the schools run by the MoE, there were 17 schools over 14 provinces managed by
the Technical Vocational Education and Training Authority (TVET-A) that provided special
education and training for older children and young adults (14 to 25). These schools offered longterm education, non-formal education (short courses and vocational training), and informal
training (vocational training courses). As with the Ministry of Education, a TVET-A spokesperson
claimed that they had unsuitable budgets and insufficient staff. They said that “people with
disabilities were the lowest priority for every ministry. Education was no different and that was
why funding was so low.” Like the special education department of the Ministry of Education,
62

the TVET-A spokesperson also stated that providing education to victims of explosive ordnance
and more generally children with disabilities was no different. They also claimed that all the
ministries (MoE, Ministry of Social Affairs, the Ministry of Health (MoH), and TVET-A) were
atomised and lacked coordination. TVET-A had the ambition to combine specialist education and
vocational training for people with disabilities under one umbrella as they believed this would
improve coordination and efficacy of services.
TVET-A administrators and staff were critical of the Ministry of Education, claiming that the
inclusive education programme did not work and that the figures were inflated. They said that the
Ministry of Education could only accommodate ‘mild’ physical impairments in their inclusive
education and did not support people with ‘moderate’ or ‘severe’ disabilities. These claims could
not be substantiated and were denied by the Ministry of Education. There was no external body
monitoring the services of the Ministry of Education, and due to the lack of available data and a
centralised database, this could not be investigated further. A 2021 UNICEF report on disabilityinclusive education practices in Afghanistan stated that progress regarding inclusive education had
been made on paper, but "in practice, however, most children who were able to participate in
learning opportunities were enrolled in special schools. There was little evidence indicating the
wide implementation of inclusive strategies in mainstream schools. Teaching and learning practices
needed to catch up with the philosophy promoted in national and international policies.”
(UNICEF, 2021).

The National Braille Press located at a government-run blind school in Kabul, also
featuring a library of braille books.

It is important to also consider the gendered aspect of education in Afghanistan, which was under
threat even before the takeover by the Taliban. In May 2021, just weeks before the Sir Bobby
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Charlton Foundation visited the city, this was highlighted by an attack on girls leaving a school in
Kabul, which resulted in the deaths of as many as 85 people (Human Rights Watch, 2021). Beyond
the direct threat to education for girls in Afghanistan, the indirect threat was always present: when
a family member was injured, it was often the girls rather than the boys who were pulled out of
school to help care for them. When speaking to one female survivor (Survivor 13), she reported
that accessing university cost her around 150USD per month in transport costs. She said that she
had missed many of her classes because of rehabilitation and health requirements, as well as
working to make an income. Her father was also a VAEO survivor, so she had to care for him and
earn money for the family. In some cases, as with an INGO rehabilitation programme in Kabul,
education services were provided by the non-government sector to children who were enrolled in
physical rehabilitation programmes. In some cases, where the child was unable to leave their home,
teachers visited the child’s home directly. The head of this programme stated that they were
providing this service for approximately 85 children in Kabul and 220 nationwide but acknowledge
its limited reach.
The Sir Bobby Charlton Foundation visited the Kabul Blind School45 – the only government
specialist school exclusively for children with visual impairments – to speak to the teachers and
administrators. The school was initially established by an INGO and was handed over to the
government in 2006. There were complaints that the capacity and quality of education had dropped
since being exclusively funded by the government, and the reduction in funding had also come
with decision-making restrictions. The administrators stated when they were INGO-run, they had
more consultation about the budget and equipment they needed. Since the handover to the
government, however, they had submitted their budget but never received the amount they request
and had no say in the decisions taken. The director stated that he had applied for funding to build
an additional classroom to accommodate 16 additional students every year.
The school was one of 18 schools for people with visual and audio impairments across Afghanistan
(split between the MoE and TVET-A), 13 of which were combined and five which were separate.
In each school, they had three departments: general education (same as general curriculum),
Islamic education, and vocational education. In special cases, they provided training for adults –
for instance, a medical doctor who lost his eyesight due to a mine explosion came to the school to
learn how to adapt to life and work with a visual impairment. In total, the school had 220 students,
both boys and girls. Twelve students had VAEO-related injuries, and some had multiple disabilities
or impairments, with one student having both visual and audio impairments. They also had a
preschool to provide support for children aged four to six. In order to make education more
suitable and accessible, they had formulated specialises syllabuses that were developed by 50
teachers, all of whom had sensory disabilities (8 of whom had lost their eyesight due to conflict,
two of whom participated in the interviews (Survivors 18 and 19), and ten of whom were women).
For instance, they taught adapted classes such as art for the blind and music for the deaf.
The school was also adapted for physical access including braille features (e.g., floors, walls, signs.),
accessible computers (e.g., talkback functions), ramps, etc. Additionally, they provided the students
As a point of context, in 2017 there was a terrorist attack on the school, in which one guard died, and it cost 20.1 million
Afghanis to repair the place. Following the attack, the school was cleaned and resumed operations in 1 week. The school was
rebuilt better than it was before. This highlights the challenges that schools face in Afghanistan.
45
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with cash for sustenance and transportation services. They supported these auxiliary costs/services
to ensure that schools were accessible as Kabul’s transport infrastructure was not suited to those
with sensory disabilities, which they said was a primary issue for children when they left the school
to go to university or work. There was no fund to sponsor students to go to university, so some
of the teachers used their own money to provide assistance – in most cases, however, they referred
the students to other organisations that could help. They said, however, that the universities were
not properly equipped to take on persons with disability, and some students found it difficult to
transition.
The school administrators supported the opinion that specialist education was not a priority for
the government and that the inclusive education system lacked equipment and specialist staff. They
also stated that there was, from their knowledge and experience, a lack of appropriate
consideration for children in mainstream schools. One of the teachers with a visual impairment
stated, “For some persons with disabilities, inclusive education works, but for a person with
sensory disabilities, special education is better as they cannot provide for the needs of children
with sensory disabilities in mainstream education.” They also acknowledged that other specialist
schools, especially those outside of Kabul, were less equipped and effective. They stated that they
wanted their school to be a model for others – not just in Afghanistan but across the region.

A football pitch located at a school in Kabul. Children with visual impairments play with a ball
that has a bell inside, so that they can hear its location.

Unlike the inclusive education department, the school provided children with materials to use at
home while it was closed due to COVID (which it had been for two months at the time of the
interview). They also created a Student Telegram for the 60 students that had access to the internet
and established a learning portal on the MoE website. For those who did not have internet, they
provided them with USB sticks and books. Many of the books they provided were printed at the
braille press (located on-site), which also housed a library of braille books funded by an
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international donor. In addition, even before COVID-19, they trained families in braille and helped
them to support children with mobility impairments by holding regular parent-teacher meetings.
When speaking to one of the teachers (who was a VAEO survivor himself), he stated that upon
graduating from the Kabul Blind School, he went to university and then returned as a teacher. He
said that the reason he returned was because one of the biggest impacts the school had on him
was that it gave him hope that he could achieve in life despite his disability. He said that, in turn,
he wanted to give other children hope.

1.2.5. Economic Inclusion and Vocational Training
Economic reintegration was one of the primary focuses of the Afghan National Disability Action
Plan 2008-2011 (The Asia Foundation, 2020). In 2019, the Independent Commission for
Administrative Reform and Civil Servant Development passed a policy to include people with
disabilities within a broader economic framework. It set a 3% target for employees with disabilities
amongst civil servants and ensured accessibility as a consideration in all new construction projects
in 2020 (Landmine & Cluster Munition Monitor, 2020). This was discussed with the teachers at a
specialist school in Kabul who stated that they had a partnership with the government regarding
employment and that 20 students who had graduated in the last 12 months had gone on to work
for the government (July 2020-July 2021). Additionally, the MMD, DMAC, and their national and
international partners provided economic reintegration services to 11,907 people with disabilities
in 2021 (Directorate of Mine Action Coordination, 2021).
During the field research, the Sir Bobby Charlton Foundation visited two national organisations
that provided vocational training services – one national PRC that provided educational support
and vocational training services and one international organisation providing education and
vocational training services as well as loans for small businesses. We also interviewed one
international clearance organisation that was channelling its funding towards organisations with
economic support programmes (such as vocational training) for survivors and people with
disabilities in mine-affected areas. Another organisation was making buildings more accessible for
people with disabilities across multiple provinces.
While visiting an international rehabilitation centre in Kabul, Survivor 21 – who worked as an
administrator at the centre – stated that providing physical rehabilitation alone was not enough.
Survivor 21 claimed that recipients of their programme would say as they left the centre: ‘Thank
you but what should I do now? I have no job, nothing to go back to.’ The programme manager of
the same centre stated that this common issue is why the centre decided to offer not only
rehabilitation but also to facilitate full economic and social inclusion of survivors and people with
disabilities. The way they achieved this was multifaceted and tailored to the individual: they
provided vocational training and established internships (that led to employment following
training) through public-private partnerships; they prescribed to positive discrimination; they
provided employment and training within their own programme (790 out of 816 of their staff were
people with disabilities that had been trained and employed); and they had a microcredit scheme
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to help people with disabilities start small businesses. For the latter, they stated that the programme
had been remarkably successful with a 93% repayment rate within 18 months. The money they
loaned went directly towards rent payments for buildings, purchasing equipment, and running
costs. The success of this programme they said, was largely due to their assessment and monitoring
process, which involved an assessment and interview with the prospective recipient, a home visit,
and an interview with their family to ensure the recipient’s commitment to the business. They then
helped with the business plan and monitored the situation closely to ensure that progress was being
made and that the money was being spent in the right way. Despite the success of this scheme, the
programme manager admitted that the reach was limited and that only about two or three percent
of those who came in for physical rehabilitation could be included in the economic inclusion
programme. However, before the spread of COVID-19 and the intensified security risk due to
conflict, it was closer to 9%. Teachers at a specialist school in Kabul claimed that they also
benefitted previously from vocational partnerships, but the declining security situation meant that
organisations and enterprises that were offering these partnerships had greatly declined in 202021.
The spokesperson for the INGO-run
PRC noted that, at first, their
organisation was sceptical about
applying such a policy, but thanks to its
unprecedented success it had now
been adopted by the organisation’s
programmes around the world. The
programme manager said that the ‘real’
reason for the success of the economic
programmes was the drive of the
people with disabilities with whom
they worked. He stated: “Afghans are
so good; fast learners, talented, and
hardworking.” A national organisation Participants of an NGO-run vocational training programme,
that integrated educational and teaching students to fix mobile phones.
economic schemes into their rehabilitation programme said that, when active, their programme
had been hugely successful in helping 20 people through university (many of whom went on to
work for employers such as NGOs, banks, and the government). They also trained orthopaedic
technicians that now made up 50% of their staff. The success of this programme was corroborated
by Survivor 6, who had been part of it. They attended university and then worked at the centre as
a volunteer (at the time of the interview). However, funding cuts had meant that their economic
programme was suspended, so they had reverted to focusing solely on rehabilitation and
prosthetics.
Despite these programmes and initiatives by both governmental and non-governmental actors,
Afghanistan remains one of the poorest countries in the world. When speaking with the MMD,
which included a deputy minister who had grown up in Afghanistan with a disability herself (and
was the only woman with a disability to run for parliament in 2018), they said that people with
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disabilities (and especially women) faced extraordinary social and cultural barriers to both
accessibility and economic opportunities.
The Sir Bobby Charlton Foundation
conducted six group interviews with 163
recipients
of
vocational
training
programmes, 50 of whom were survivors and
71 of whom were indirect victims. The
courses offered in these programmes were
electronics, tailoring, and mobile phone
repair. All of the (8) female survivors were
enrolled in the tailoring course, and the male
survivors were split between the electronics
(35) and mobile phone repair (7) courses.
These courses were just a sample of the
A man with disabilities making assistive devices at
services the national NGO offered across 21 an NGO rehabilitation centre in Kabul.
provinces. They said that they also employed
62 people with disabilities, including the head of the NGO, who was a VAEO survivor himself.
Of these staff, seven were female, including two of the teachers who ran the classes visited by the
Sir Bobby Charlton Foundation.
During the interviews, many of the female students wished they had alternative options for
training, such as flower arranging and cooking courses. Some of the male survivors also expressed
a desire to learn about domestic and civil construction. In both groups, there was a repeated desire
to have longer courses – something the head of the organisation said was not possible due to
funding constraints. He said that the international labour organisation suggested 18-month courses
for a full electrical training qualification, but they could only offer ten-month courses. Many of the
students also complained about the need for additional equipment; for instance, the mobile phone
repair groups wanted additional equipment to do computer repair training as there was a demand
for it in their communities. The female classes also wanted additional equipment to practice at
home. People frequently wanted to learn business skills such as accounting and business planning
– many of the students were planning on banding together to set up businesses once the course
was over and they had saved up enough money. Despite these shortcomings, all programme
recipients stated that they enjoyed the courses insofar as they continued to come to the centre
despite the risk of COVID-19.
One of the suggestions from a group of four survivors (23, 24, 25, and 26) in an electrical class
was that they be given money to start up their business as an interest-free loan. This was very
similar to the initiative that one of the largest INGOs in the world had adopted alongside their
PRCs, and it was a scheme that the MMD were looking into adopting as a government programme.
It showed the expertise that survivors and people with disabilities could offer with regard to
programmes and policy. They also discussed the idea of a social enterprise through which they
could fix items for customers, bringing in money to buy equipment and learn new skills. It would
also teach them trade skills, accounting, and business management. However, the head of the
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organisation said that funding constraints would not allow them to conduct a programme of this
scope.
Both the teachers and the students stated that they knew people with disabilities who wanted to
join the course but could not because the classes were at capacity and did not have the resources
to take on more students. By a show of hands, over 70% knew of more than five people, and over
20% knew of more than ten. One of the female teachers claimed that she had over 80 people
asking to join but had to turn them away. In all cases, the recipients of the programme were local
and could either make their own way to the centre or would be assisted with transport (i.e.,
provision or subsidy) by the organisation.
The programmes were largely successful
according to both the students and the
teachers. For instance, 11% of the male
survivors completing the electrician
course had already found formal
employment, while the remainder stated
that they were making money fixing
items for family members and people in
the community. In one of the female
tailoring classes, which included eight
survivors and 22 indirect victims, 80%
stated that they were running their own
businesses (either from home or from a
Students of a one-year electrical engineering training
shop) and were using the money to
programme run by an NGO in Kabul.
support their families. Before the
programme, the women with disabilities claimed that they were stigmatised by their communities
but now they ‘were being shown respect’. It was universally agreed that the course had a positive
impact on the way others viewed them and also the way they viewed themselves. One survivor
(22) said that the technical training and the money he was making with the skills he had gained had
also given him economic independence and freedom. As with many who are helped by
programmes (as was observed when speaking with those in PRCs and the Kabul Blind School),
some of the students said they wanted to become instructors or teachers so that they could help
others in the way that they had been helped. One of the electrician course instructors proudly
stated that some of the students were almost in a position to help run the course for others.
Given the social and cultural context of Afghanistan, the gendered aspect of employment should
also be considered. A global review of women in ‘poorer countries’ found that those who were
injured or disabled found it more difficult to generate income, which meant that they were less
likely to be able to pay for specialised health care, food, and other critical resources and services
(Murray, 2013). A report which collated and analysed information from Afghanistan, Cambodia,
Uganda, Vietnam, and Yemen also showed that victim assistance regarding economic help was
lacking for women and that they were less likely than men to receive socioeconomic assistance,
education, and employment opportunities (Bini & Massleberg, 2011). This study also found that
women were less likely to receive financial support, find work, and were more exposed to poverty
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(ibid., 2011). A 2001 report by the ICRC noted that medium- and long-term assistance
programmes needed to look at women’s access to land for specific agricultural programmes,
especially for women who had become heads of households (Lindsay, 2001). The report also
included the need for women to be
provided with the ‘means and resources
for cultivating and utilising their land’ as
well as educational programmes (ibid.,
2001). Additionally, a 2018 report
highlighted that, following injury from
VAEO,
women’s
employment
opportunities were limited, which put
them more at risk of isolation and poverty
in societies where there were already
inequalities including limited education,
lower levels of literacy, and restricted
mobility patterns (Gender and Mine
Action, 2018). Research by HI showed
that following mine and cluster munition Men with disabilities, that received rehabilitation and
were trained by an NGO, now making components for
injuries, women with disabilities were 50% assistive devices for the same NGO.
less likely than men with disabilities to be
employed. The study also found that their families were overlooked by livelihood programmes and
that a gender analysis was often not included in economic inclusion programmes (Humanity and
Inclusion, 2019). Research specific to Afghanistan showed that women were less likely to receive
government disability pensions or loans to start businesses (Paterson et al., 2013).

1.2.6. Food Security and Financial Support
IN 2020, 93% of Afghans were estimated to be living below the international poverty line of 2
USD per day, 44% of the workforce were reliant on agriculture for employment, and 80% were
reliant on agriculture for produce (Afghanistan Food Security and Agriculture Cluster, 2020).
According to a 2021 analysis, 35% of Afghans (10.9 million people) were facing high levels of
acute food insecurity, and only 28% of the population (8.7 million people) were in food security.
Key drivers included higher food prices, reduced incomes, unemployment, COVID-19, and
conflict (and the related displacement of 62,200 people) (Integrated Food Security Phase
Classification (IPC), 2021).
Low income and reliance on farming to provide food are closely connected with landmine harm
in Afghanistan. According to MAPA, victims are predominantly male adults and children, and
often “day labourers (particularly those who travelled to the mountains), nomadic pastoralists, and
farmers” (UNMAS; DMAC; Samuel Hall, 2021). Survivor 14 was the victim of a roadside
improvised explosive device (IED) explosion and interviewed in the surgical centre in Kabul
(introduced in section 3.1). He stated that he was warned by the Taliban days before the incident
that they had laid the mines along the road, but he said he had to take the risk in order to feed his
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seven children. His two brothers, who had 18 children between them, were also injured in the
incident. The primary concern for this farmer was that he would no longer be able to provide for
his family, and he did not know how they would survive in the future. Alongside his and his
brothers’ injuries, they had lost their tractor, which was needed to cultivate the fields. He was
unaware of any financial or economic support he could receive, including a monthly pension for
conflict victims. In an interview with the head of DMAC in June 2021, he said that the economic
imperative was also a reason why children made up a majority of casualties from ERWs in
Afghanistan: they collected scrap metal to sell in the market. He gave an example of a teenager
who tried to swap scrap metal for food, and when the trader refused, he dropped the metal on the
ground and it exploded, killing ten people. The head of the DMAC stated that even once children
knew the risks, as with the farmer, they often still chose to continue the dangerous activities
because of the need for money and food.
At a vocational programme in Kabul, eight of the survivors and 25 of the indirect victims who
participated in group interviews were female. All the participants claimed that they and their
families suffered economically following the explosive incident and/or injury of their family
members. They all also reported using their newfound income from the programme to support
their families, and none of them had received any economic support from the government.
Highlighting the additional costs of disability, Survivor 13 was interviewed at a PRC and stated
that to support herself and her family (which also included another person with disabilities (the
head of household)), she spent around 300USD per month, with much of the expenditure related
to transport and other services linked to her disability. This was double the stated amount of
Survivor 12 at the PRC, who did not have another person with disabilities in her family. The
disparity was also connected to the fact that Survivor 13 needed to pay for transport and other
costs related to her university course. They both referenced the need to purchase specific and
expensive nutritious food to assist their recovery. A survey conducted in 2019 estimated that 82%
of the population in Afghanistan had an income of below 20,000AFN (about 260USD (in 2019))
per month and over 50% had an income of less than 10,000AFN (about 130USD (in 2019)).
Neither of the women received financial support from the government.
Approximately 70% of survivors complained about higher food prices, which caused additional
economic stress on their households. A report in 2020 by the Afghanistan Food Security and
Agriculture Cluster stated that households with at least one person with a disability were 1.2x more
likely to be severely food insecure and female-headed households were 1.6x more likely to be food
insecure (Afghanistan Food Security and Agriculture Cluster, 2020).
The deputy ministers of the MMD said that there was financial assistance up to 70USD per month
available for survivors and the families of those who had been killed in conflict. They admitted
that this was not enough to support families, but it was all they could afford in order to cover the
‘370,000 people with disabilities from war’. Despite the government’s constant reference to
integrated and inclusive support for people with disabilities (conflict-related or not), they only
provided ‘pensions’ to those directly affected by conflict. According to the United Nations
Institute for Disarmament Research (UNIDIR), indirect conflict injuries were injuries “resulting
from a loss of access to essential goods and services as a consequence of explosive weapons use”
or, in a more general context, as a consequence of conflict (UNIDIR, 2020). The Afghan
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government did not share this understanding and only considered those who had been injured by
violent means as war victims.
In the group interviews, 14 of the participants were persons with disabilities not related to conflict,
and 28 (female) participants had family members with disabilities not related to conflict. None of
them were eligible to receive financial support from the government, and over half claimed that
they were struggling financially. Although they did not provide direct financial assistance to
persons with disabilities, some government-run services did assist with food and cash, such as the
Kabul Blind School. The teachers at the school stated that they previously had provided food but
switched to the provision of cash because it was more flexible for students and allowed them to
spend it where and when it was most required.
According to the MMD, the system
to provide pensions had recently
undergone a significant change,
from a complex and timeconsuming paper system to a
digitised biometric system. They
said that the changes would make
applications more accessible for
conflict victims and prevent people
from manipulating the digital
database due to the biometric
identification (e.g., fingerprint)
system. According to the MMD
they also planned to use this
digitised database for referrals. In
addition, the MMD had an
informational telephone hotline that
provided conflict victims and the
families of martyrs with information
Children eat by the side of a main road in Kabul, while a man
about their pensions. They said that using crutches walks in the background.
this was to reduce the need for
recipients to travel to the ministry. However, applying for a pension still required people to travel
to the ministry – a trip that could be very problematic for those living in rural and remote areas,
especially those with disabilities. One male survivor (Survivor 30) complained of the complexity
of the application and validation process. When discussing this process with the MMD, the
ministry stated that a member of the military or police needed to validate the incident as well as a
doctor (who would provide proof of death or injury). Without this validation, no one could receive
the pension. The MMD admitted that the validation process could often be long and complicated,
and sometimes it was difficult to find an official to validate injuries and incidents. One member of
an INGO said that this process left open opportunities for corruption, and he had heard stories
of doctors and police requesting payment to validate incidents. (This could not be confirmed.)
None of the survivors who participated in the study said that they were receiving financial support
from the MMD, and only some claimed that they were aware of the potential pensions.
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1.2.7. Housing and Infrastructure
According to the Internal Displacement Monitoring Centre, at the end of 2020 there were
approximately 4,664,000 people in Afghanistan that had been displaced by conflict (3,547,000) and
disaster (1,117,000). While in Kabul, the Sir Bobby Charlton Foundation witnessed many people
with amputations and other disabilities (including children) sleeping on the streets, seemingly
homeless. Many people with disabilities (including children) were also begging and requesting
food, which supported the claims of food insecurity. According to the head nurse of one hospital,
Kabul, like other major cities, was overwhelmed with internally displaced persons (IDP). The Head
of victim assistance at DMAC corroborated this statement and claimed that the influx of IDPs
was putting a major strain on the city’s infrastructure.
All the survivors interviewed for this study felt that they lived in suitable housing. While no homes
were visited during the field research, the Sir Bobby Charlton Foundation did visit a governmentfunded residential centre in Kabul for people who had been harmed by conflict. The health
administrator of the residential care centre was a double amputee (Survivor 10) who was injured
by a landmine in 1986. He stated that he was flown to Germany and provided with care and a
prothesis (the same one he was using on the day of the interview). On his return, he was granted
an apartment and given employment by the government. He said that care was ‘much better’ back
then, likely because “there were fewer people to care for”. In the residential centre, he said that
their budget was only 1USD per person per day, which had to cover food, medicine, and other
supplies. Most of the people cared for in the centre had been paralysed or had spinal injuries;
almost all the residents had been homeless or were handed over by families that could no longer
care for them. As of July 2021, there were only 22 people living in this centre, and there were only
four other government centres in the country (all located in other provinces). There was also one
independently run centre in Herat that received funding from both NGOs and the government
which, based on generous estimates, supplied beds only for 150-200 people. In addition, there was
one INGO-run rehabilitation programme that provided short-term accommodation for people
with spinal injuries and those who had been paralysed (as outlined in section 1.2.3). At the time of
the interview, they were housing 1,200 people but released them once they had received
appropriate care and rehabilitation. As most of those living in the residential centres stay there for
life, all three survivors (7, 8, and 9) interviewed at the centre had been there since 2003. They had
all been homeless before entering the centre – Survivor 8 claimed he was in Uruzgan before
coming to the centre, living on rocky terrain with no access to healthcare and very little food. He
said that this kind of service was only available in the cities, so he now lived almost 300km away
from his family.
The health administrator said that they could only make space for new residents when someone
died on rare occasions that residents were provided with an apartment by the government. As with
the pension support, these residential centres were only available to people who had been injured
by conflict and were not offered to people with disabilities in general.
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A disabled man resides in one of the few residential centres in
Afghanistan for those with disabilities. He had been living here
since 2003.

The centre did not provide any
educational services, psychosocial
care, or social activities. The health
administrator said that they barely
had enough money for food and
medicine. He also stated that if he
had more money, he would
expand the centre so that more
people could have somewhere to
live. However, every so often,
when they had saved up enough
money, they would take residents
to the countryside to ‘enjoy the
view’.

Regarding water sanitation and
hygiene
(WASH)
and
infrastructural projects, one national NGO was providing irrigation channels, water reservoirs,
greenhouses, and allotments as part of 76 projects across six provinces. Due to the deteriorating
security situation at the end of July 2021, the Sir Bobby Charlton Foundation could not fly to
observe these projects, but the programme coordinator stated that they had been extremely
successful. They reported that the reason for the success was that the responsibility had been
placed in the hands of local people and NGOs, with the support and funding from international
organisations and donors. They said that combining local expertise and workers with international
funding sources created the best recipe for sustainable and effective projects. Although this
organisation targeted mine-affected areas, it did not exclusively help survivors and, notably,
prioritised women and children in their projects.
When speaking to one survivor (Survivor
2) of an IM explosion about the state of
housing
and
infrastructure
in
Afghanistan, he said that “nobody can use
the toilets, but nobody talks about it”. He
said that, as a double amputee, squatting
over a toilet on the ground – the type used
in Afghanistan – is extremely difficult. “If
you ask people in the community, they
will say that everything is fine because
they are too embarrassed to talk about it,”
he reported. He finished by saying, ‘This
is why you need people with disabilities in Houses upon the side of steep cliffs with limited assistive
the positions making decisions and infrastructure in Kabul, a city where thousands of
residents have physical disabilities.
policy, because they know the problems
people face (although they will be different person-to-person), the small and personal details that
if you are not disabled, you would not identify.”
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To note, nearly all the survivors with severe physical or sensory disabilities believed that public
transportation was not suitable for their needs. They reported that they had to get taxis or lifts
around the city; some struggled to use the bus and others did not travel at all.

1.2.8. Social and Political Inclusion
A questionnaire conducted by the Afghan Landmine Survivor Organisation in 2018 found that
many leaders of disabled people’s organisations are survivors of war and VAEO harm and have
been included in annual planning, coordination, and consultation processes (Landmine & Cluster
Munition Monitor, 2020). The same questionnaire, however, found that although these persons
with disabilities and their organisations were formally included, their views were not “fully taken
into account” and that survivors and indirect victims were only involved in “short-term decisions”
as a “means of appeasement” (ibid., 2020). It should be remembered that one of the deputy
ministers of the MMD was a woman with disabilities, but she was the only female disabled
candidate to run in 2018 and no other government official of the 27 who were interviewed as part
of the study had a disability themselves. None of the survivors believed that the government was
doing enough to support persons with disabilities. Most administrators (both those working in
governmental and the non-governmental sectors) agreed with this statement and had lost faith in
the government regarding disability, with both groups repeatedly referencing corruption. One
survivor, a maintenance worker employed at an NGO hospital, claimed that the government “does
not care for the people, they are only looking to line their pockets”. It must be noted that
Afghanistan ranked 174/180 on the Corruptions Perception Index in 2021 (Transparency
International, 2021).
A 2011 study looking at gender-based victim assistance in Afghanistan, Cambodia, Uganda,
Vietnam, and Yemen also recorded that women are, when compared to men, more likely to face
stigma and isolation, often being abandoned by their families and spouses or unable to find a
partner (Bini & Massleberg, 2011). All the survivors that participated in the interviews, both
women and men, stated that they had faced stigma and discrimination. A representative from
DMAC said that towns had been built specifically for people with disabilities, segregating them
from the rest of society – this included a town built by a United Arab Emirates charity, seemingly
with good intention, but with questionable benefits according to the representative from DMAC
(Stefanie Glinski, 2020)
When speaking to the programme manager of an INGO-run PRC, he stated that over the decades
he had spent working with people with disabilities in Afghanistan, he believed that they were
treated as ‘social cases’ and pitied rather than given opportunities. One of the most effective
campaigns, he claimed, that their organisation had run was their basketball programme. He also
stated that “showing people that they are differently abled rather than disabled, through sport or
employment, can help to change cultural attitudes and the opinions of one’s own abilities – through
this, you help people to feel empowered and improve their quality of life.”
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Survivor 2, who was a double amputee, believed that stigma and discrimination were practical
issues. He said that if you facilitated active roles for people with disabilities in society, then they
would not face stigma. It was his opinion that if a person with a disability required support from
their community, then they were looked at with pity and discriminated against, but once they could
help provide for their community, this was no longer the case. When discussing this with the 50
survivors of vocational training programmes in Kabul, there was a shared feeling (mentioned in all
six group interviews) that their new skills that they brought to their communities had transformed
the community’s perception of them as well as their perception of themselves. Survivor 31, a male
double
amputee,
stated:
“In
Afghanistan, if you
are a young man that
gets their legs blown
off, you will not have
the same economic
opportunities. You
may not be able to get
married, you may be
shunned, People in
the west would call
this stigma, but in a
society where you
need to do manual
work to provide, if
you are not able to do
A basketball court for wheelchair basketball, located in one of the largest PRCs
that, you become a in Kabul. Run by an INGO.
burden
on
the
community – this is a simple fact of life, not stigma. If you give that person some finance to start
a shop, or an opportunity to be an active part of society, then the ‘stigma’ disappears.”

1.2.9. Protecting and Promoting Rights
Article 22 of The Constitution of the Islamic Republic of Afghanistan stated: “Any kind of
discrimination and distinction between citizens of Afghanistan shall be forbidden. The citizens of
Afghanistan, man, and woman, have equal rights and duties before the law” (Islamic Republic of
Afghanistan, 2004). On the 3rd of December 2020, Afghanistan held the International Day of
Persons with Disability, conducting a special meeting where the National Disability Inclusion
Strategy was presented to the President. President Ashraf Ghani then tasked the MMD and other
relevant ministries to develop an action plan for the execution of this strategy. In addition, six
advocacy meetings were conducted with different governmental and non-governmental
organizations for the rights of persons with disabilities (Directorate of Mine Action Coordination,
2020). This day was a symbol of the progress that Afghanistan had made since the constitution
was written in 2004, along with a reminder of the various legislations and commitments to people
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with disabilities that had been signed, ratified, and adopted by the Afghan government over the
years. On the ground, a majority of the NGOs and government-run organisations that participated
in this study claimed that they were involved community disability awareness-raising campaigns.
An example of this was the Kabul Blind School, which in collaboration with the Afghanistan
Independent Commission for Human Rights held lessons twice a month on human rights, the
rights of women, the rights of children, and the rights of people with disabilities. The teachers at
the school also stated that the Afghanistan Independent Commission for Human Rights
conducted national awareness-raising campaigns through mass media, including television. Despite
these efforts, none of the individual participants to the study claimed that they were aware of their
rights under national or international laws.
Regarding the protection of the rights of women, a study in 2011 found that women with
disabilities are more likely to be exposed to gender-based violence (Bini & Massleberg, 2011). In
addition, some evidence in the study showed that women are less likely to have information about
their rights and the assistance available to them (ibid., 2021). When discussing this with various
governmental and non-governmental organisations, administrators appeared reluctant to interfere
with “home life”. When speaking with one local female-run rehabilitation centre, they said that
they did not report domestic violence or abuse because they claimed that it would have a negative
effect on the woman as she “would not be accepted into another family”. The organisation also
feared legal repercussions if it
reported a case over concerns
that they would become
responsible for housing the
subject if they left or were
removed from the household.
It did say, however, that if
they identified abuse, they
would provide advice to the
women.
Regarding the protection of
the rights of the child, when
discussing
avenues
for
reporting abuse in schools
with the inclusive education
department of the Ministry of
Four children walk past a mural of the UN’s sustainable development
Education, they did have a
goals in Kabul three weeks before the Taliban took power.
mechanism to report and
respond to abuse. This mechanism included two ‘safeguarding officers’ in each school that would
work with families and police. However, this was only for incidents of abuse that happened in
school, and they did not respond to suspected incidents at home.
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1.2.10. Identification, Data Collection, and Information
Management
Alongside the services that DMAC coordinated (e.g., emergency and continuing healthcare,
economic reintegration, social inclusion, advocacy, physical rehabilitation, psychological
counselling, physical accessibility), one of its core functions was to collect and analyse data. Using
the IMSMA system developed by GICHD, which ensures the quality of data and minimises data
loss, DMAC analysed mine action data (including GIS visualisation) and shared this data with their
MAPA partners (including NGO implementing partners (IPs). In addition, the Afghanistan
National Disability Database was established in 2017 and adapted for the MMD when it became
independent in 2019. Both DMAC and the MMD acknowledged that their registration and
database system needed updating, saying that the new digitalised biometric system would be more
comprehensive and reduce errors and missing information. In a joint interview, both DMAC and
MMD stated that the new system would record the type of harm to a victim, the cause of the harm,
and the services they required. Representatives from both agencies stated that this would help with
the system of referrals, which was seen as a major area of concern. Multiple INGO health
administrators criticised the previous identification and referral system of the MoPH and other
government structures, with the head of one NGO-run rehabilitation centre stating that “for
amputees, we do a lot but for other forms of disability, the care is not as good because of the poor
referral system. Some people arrive at the centre at 18 with scoliosis, for instance, once it is too
late to help them because of growth. We need people to be identified and referred much earlier.”
The digitalisation of the approximately 370,000 conflict victims registered with the MMD was
supported by UNMAS and had been trialled in Kabul but was still awaiting funding as of July
2021.
In the existing system, the MMD collected data twice per year and evaluated the data on a quarterly
basis, with two inflows of information: one containing those who received a pension and one
containing those who received services from mine action and victim assistance organisations in
the country. Those who did not receive the pension, and were not receiving services from
organisations, had to self-register. Once registered with the government, the MMD stated that in
addition to pensions survivors were granted identification cards that allowed them to access
government services for free. None of the interviewed survivors said that they had a card, but two
survivors (12 and 13) stated that they were able to access government rehabilitation services for
free.
In the interviews with survivors, it was difficult to distinguish who was registered in the existing
centralised system as a survivor as, in most cases, the participant was not sure. It should be noted,
however, that none of the survivors were receiving financial support from the government, which
suggested that they were not registered. All the INGOs recorded and stored victim data locally,
based on the IMSMA forms that DMAC provides. The data was shared with the centralised system
as well as being used for their own programme development, budgeting, and forecasting. When
speaking with the largest clearance organisation in the country, they said that they worked with
DMAC to crosscheck the victims registered on the IMSMA system whenever they visited
communities. They were doing this in seven regions and had a specific team that was tasked with
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collecting, checking, and communicating data. From their work they had come to understand that
survivors, especially those harmed by IMs, were chronically underreported. At the time of the
interview in July 2021, they were recording approximately 100 new victims each month. They also
shared the information with local healthcare clinics and appropriate community organisations that
might have been able to offer help.
Outside of mine action, the Asia Foundation,
supported by the WHO, conducted the first
comprehensive national disability survey
since 2005. The survey aimed to “provide
rigorous and current data for policy and
action” by determining the prevalence and
severity of disabilities, the needs of children
and adults with disabilities, and the
determinants of disability outcomes (The
Asia Foundation, 2020).
Despite these efforts, there have been
various reports that questioned the efficacy
of the registration process for people with
disabilities in general. The Afghanistan Living Conditions Survey 2016-17 suggested that only 30%
of all children in Afghanistan under five had been registered at birth (Government of Afghanistan,
2017). Reiterating the point made by the doctor and programme manager of the largest
rehabilitation programme in the country, it was considered critical to identify children with
disabilities as early as possible to ensure that they received appropriate support as early as possible.
According to UNICEF (2020), there was no systematic screening or identification process for
children with disabilities in Afghanistan, and identification was primarily done once the child was
already in school and was largely limited to children with visible disabilities. The Ministry of
Education stated that children living in rural areas were hard to locate and they suspected that
there were tens of thousands of unidentified children with disabilities across the country. They
claimed that “there is a need for a better referral system to schools” to ensure that children with
disabilities were provided with education. In
addition, they stated that there was no
centralised education database where the
disabilities of children could be recorded.
Two persons with disabilities record and analyse data
at an INGO-run PRC in Kabul.

As in other mine-affected countries, the
definitions used to identify people with
disabilities have developed and changed over
the years, making it difficult to track changes
reliably. The National Disability Survey
(2005), for instance, preceded the
Washington Group Questions on Disability
Statistics (a group of questions adopted as a
standard for identifying disability). The later

Physical record of patient history at an INGO-run
PRC in Kabul.
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Afghanistan Living Conditions Survey in 2017 utilised a modified version of the Washington
Group Questions, and these questions have since been adopted for all national surveys on
disability. In addition, regular meetings were held with the technical working group for data
collection, which involved representatives from both governmental and non-governmental entities
who were constantly looking for ways to improve the system of identification, registration, and
analysis of data.
Up-to-date data and information are necessary to develop effective policy and to appropriately
target funding and resources. In a combined interview between the victim assistance teams at
DMAC and UNMAS, they admitted that “right now [July 2021], we don’t know how many persons
with disabilities are living in Afghanistan, their needs, or the cause of those needs”. This was a
bold admission given that MAPA had been running for 30 years, and it exemplified the severity of
the situation for survivors and people with disabilities in Afghanistan.
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2. Case Study: Cambodia
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2.i. Key Findings and Recommendations: Cambodia
Findings

Recommendations

The standards of roads in Cambodia and the
availability of appropriate emergency response
vehicles, especially in rural areas, are major factors
that determine how quickly landmine/ERW
victims can reach health facilities for first aid and
emergency treatment. Almost no survivors had
access to state-provided emergency transport at
the time of their incident, which led to prolonged
prehospital time. Those living in rural areas
claimed that they had to travel long distances for
continuing healthcare treatment and services,
sometimes hundreds of miles. In some cases,
survivors chose to pay for local private care to
avoid transport and other auxiliary costs.

Improve roads that serve as corridors to
emergency and healthcare facilities in the long
term - this should be a priority in national
infrastructural planning. Additionally, ensure that
suitable emergency transport and trained staff are
in place, which should be a priority for donors
looking to invest in the Cambodian health sector.

Additionally, survivors and people with disabilities
living in rural areas did not receive much-needed
prostheses or rehabilitation because of the
distance to their closest physical rehabilitation
centre.

Increase, as a long-term strategy managed by the
Ministry of Health, the number of local healthcare
centres that can provide specialised emergency
and continuing care.
Identify which geographical areas require mobile
rehabilitation services and fund such services.
Where mobile centres are not practical, healthcare
actors should account for the auxiliary costs of
individuals (such as accommodation and
transport) and consider them when planning
budgets.

Mobile facilities providing critical rehabilitation
services had been discontinued due to a lack of
funding. Especially during the height of the
COVID-19 pandemic, these services were critical
to people who did not want to face the health risk
of travelling.
According to those working in the sector,
hospitals and healthcare centres did not follow the
standards set out by the Ministry of Health,
which, in some cases, made it more difficult for
landmine/ERW survivors to access the care they
needed.
The Ministry of Health has established
comprehensive standards but at the hospital and
healthcare levels, there was evidence that
administrators did not always adhere to these
standards.
It was evident that the system of free healthcare
and financial support for people with disabilities
was undermined by inadequate identification of
those who are eligible for support. Some
survivors were charged for state-provided
healthcare, despite the claim that it is free for

Identify improved strategies for monitoring and
evaluating hospitals and healthcare centres to
ensure that their standards are being followed –
which should be designed, managed and
implemented by the Ministry of Health supported
by the international community where necessary.
Based on testimonies from those working within
the healthcare sector, a centrally and wellmanaged referral and coordination system (run by
the Ministry of Health) would likely improve
consistency in emergency services.
Ensure that information on hospital standards are
on clear display in hospitals and healthcare
facilities so that patients are aware of the services
they should be receiving as well as the costs. This
will help to prevent deviation from national
standards and provide recipients with a tool to
hold healthcare staff accountable if they do so.
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people with disabilities and those with ID Poor 46.
due to failed identification.

There is a general issue with staff availability and
staff retention in the governmental and NGO
health sectors, which has a negative impact on the
accessibility of emergency and continuing
healthcare services. This is partly due to the lack
of incentives to work in the state- and NGO-run
healthcare sector, as well as the cost and difficulty
accessing courses necessary for healthcare roles.
There is a particular lack of medical specialists
(such as those who deal with head injuries) which
makes it even more difficult for landmine/ERW
survivors to access the treatment they need.
Administrators complained that staff retention in
the NGO healthcare sector was poor. It was
frequently stated that many workers decided to
move into the private sector, seek out alternative
careers, or work abroad.
Although retention was somewhat better in the
state-run healthcare system, availability of staff –
especially specialist staff – was poor. This limited
the ability to provide specific emergency and
continuing healthcare services across the country
– something many survivors who participated in
the study experienced. Because of this, survivors
were sometimes forced to pay for treatment or
transport to distant locations with specialists. In
some cases, survivors forewent medical care for
serious concerns due to the lack of suitable
services available locally.
There is a decline of external/international
funding for services provided to survivors by
both the Ministry of Health (MoH) and the
Ministry of Social Affairs, Veterans, and Youth
Rehabilitation (MoSVY) which has consequently
led to a loss of capacity in both sectors. It is the
opinion of many working in the rehabilitation
sector that capacity will continue to decline over
the coming years.
In addition, finding trained staff for rehabilitation
centres is a problem. Many staff in the
rehabilitation sector complained of low salaries,

Establish a government-run nationwide
programme to incentivise people to enter state
healthcare and rehabilitation sector careers.
International donors and organisations should
consider partnering on such a programme,
especially to help train specialist staff.
Consider revising the terms and conditions of
employment for those working in the healthcare
and rehabilitation sectors to create more
favourable working conditions (especially for
those working in the rehabilitation sector) to
improve the likelihood of staff retention. The
MoH and MoSVY should establish employment
policy/strategy in consultation with existing
healthcare and rehabilitation personnel to identify
the root causes of dissatisfaction, as well as
suitable solutions. For instance, within this
research, many staff in the rehabilitation sector
wanted to be moved to the authority of the MoH,
so that they could receive the same benefits and
job security as healthcare professionals – granting
equal conditions for healthcare and rehabilitation
staff, based on this consultation, would improve
staff retention in the rehabilitation sector.
Reconsider the withdrawal of funding by
international investors and stakeholders from the
rehabilitation sector in Cambodia. It is likely that
the capacity of PRCs will continue to reduce as
funding is withdrawn due to the limited budget of
the MoSVY. Maintain international investment in
the short term while a clear strategy for
sustainability is put in place.
Provide a mechanism by which voluntary
payment for rehabilitation and prosthetic services
can be made. This may relieve some of the
financial pressure on the rehabilitation sector and
allow for improved job security and working
conditions for service providers. Such a policy
would require extensive consultation with
recipients and must ensure that costs are not
automatically pushed onto survivors who cannot
afford it.

46 ‘ID Poor’ provides the most vulnerable households with monthly financial support and grants free healthcare for the

registered persons and their children. There are three levels of severity, with three being the least vulnerable and one being the
most vulnerable – the amount granted per month is based on the severity of vulnerability and the number of members in a
family. Among the respondents, the amount granted per month ranged from 30-60USD. The national minimum income to place
someone below the poverty line is approximately 80USD per month (National Institute of Statistics and Ministry of Planning,
2021).
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benefits, and limited job security as the cause of
dissatisfaction within the sector. Those managing
rehabilitation sectors (both governmental and
non-governmental) claimed that this was the
primary reason for difficulties finding and
retaining staff.
It was clear from the interviews that many issues
in the healthcare and rehabilitation sectors stem
from funding. These two sectors are costly, and
neither can become self-sustainable. There needs
to be an increase in funding to counter the
reduction in international investment if services
are going to remain available, especially in the
rehabilitation sector. Considering the economic
status of the survivors that participated in this
study, shifting the cost onto the user would likely
push many survivors further into poverty. That
being said, some survivors stated that they could,
would, and have voluntarily paid for auxiliary
costs, or rehabilitation and prosthetic services,
when there were no other options.
A lack of local specialist treatment/testing
services means that accessing necessary care can
be costly and time-consuming. This can have a
reverberating impact on the families of survivors.
The loss of earnings while accessing healthcare
services may, in some cases, prevent survivors
from accessing treatments. Availability and
accessibility of services in rural areas need to be
improved.
Even though most of the necessary healthcare
services are free to persons with disabilities and
vulnerable people in Cambodia, both groups still
face out-of-pocket costs such as transport,
medication, and accommodation. Combined with
the costs of missing work (or a family member
missing work), this can lead to financial
vulnerability for survivors and their families. It
can also act as a deterrent to seeking out care for
serious illnesses or injury or discharging oneself
from the hospital before it is appropriate.

Ensure that healthcare for vulnerable groups is
affordable and accessible. This should be a core
priority of the Ministry of Health, who must
consider the cost of services, including auxiliary
costs, as part of the national healthcare strategy.
This should be done in cooperation with the
MoSVY and the Ministry of Planning.
Consider the loss of income due to emergency
and continuing healthcare in financial support
plans for survivors and their families. This should
be done in coordination between the MoSVY, the
Ministry of Planning, and the Ministry of
Economy and Finance.

Most of the respondents did not believe that
healthcare was affordable, and many claimed that
this was because of the auxiliary costs
surrounding treatment (i.e., transport, food,
accommodation) coupled with the loss of income.
Many people with disabilities avoided or stated
they would avoid healthcare treatment because of
these costs, even in critical cases (often in order to
continue to support their children).
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Many survivors claimed that they would be
pushed into poverty if they were to spend more
than a week in the hospital.
Some survivors and their families incurred a large
amount of debt from the loss of income during
the time they spent in care following their
incident.
One survivor with an invisible disability struggled
to identify herself outside of her local community
despite being registered. This caused her various
difficulties when travelling.
Some survivors endured financial costs for
supposedly free healthcare services due to failed
identification.
Physical access was a near-universal complaint of
survivors, who, in most cases, felt it stripped them
of their independence.

Consider rolling out a nationally recognised form
of identification for survivors and people with
disabilities so that they may easily identify
themselves. Utilise the established data from the
QLS to identify those who require identification
cards. This should be conducted by the CMAA in
collaboration with the MoSVY.

Even in hospitals and healthcare sectors where
improvements had been made, there was still
limited access for those with mobility difficulties.

Ensure that buildings and infrastructure across
sectors are accessible for persons with all forms of
disability. This should be included in any national
standards and regulations on construction and
development, informed by the Ministry of Land
Management, Urban Planning and Construction in coordination with other relevant ministries.

Physical access was being improved in schools but
a recent graduate – a wheelchair user – claimed
that physical access remained poor in most
schools. She was not able to attend school
independently and relied on her friends to help
her get into class.

Ensure that the standards for access in public
development projects (e.g., new roads, hospitals,
schools, public buildings, etc.) are upheld, and
ensure that standards of access for persons with
disabilities are followed by private investors, both
domestic and foreign.

For three blind survivors who participated in this
study, independent living outside of their homes
was not possible.
Many survivors experience depression, sadness,
difficulty with sleep, anxiety, and other social,
emotional, and mental health problems. Most
survivors had not received mental health support,
and none said it was currently available to them
(in many cases because of COVID). Many
survivors stated that they had suicidal thoughts or
severe mental health difficulties in the early stages
after their injury.
The
negative
psychological
impact
of
landmine/ERW harm can be severe and, in some
cases, can create reverberating negative effects that
impact education and employment. Mental health
problems in the form of depression can also extend
to family members but families rarely have access
to mental health support.

Establish survivor networks in local communities
to provide regular peer-to-peer sessions facilitated
by and for survivors and people with disabilities –
this can be organised by local authorities in
coordination with persons with disabilities. Local
authorities should grant access to community
centres and other public facilities to host peer-topeer sessions.
Form a national campaign to encourage people,
including survivors, to follow a career in the
mental health sector. This national strategy should
designed and implemented as a coordinated effort
between the Ministry of Health, the Ministry of
Industry, Science, Technology, and Innovation
and the Ministry of Labour and Vocational
Training. Include tools such as subsidising
education in return for commitments to working
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There is a chronic lack of psychiatrists in
Cambodia which impacts the availability of
mental health treatment. Hospitals and other
health facilities stated that it was difficult to find
mental health services to refer people.
It was a commonly held view that psychological
support resulted in improved outcomes. All
survivors who had received peer-to-peer support
stated that they found it very helpful and wanted
to partake in it again. The one survivor who had
received counselling at a PRC shared the same
sentiment.
Those who were visited by family, friends, and
other survivors following their incident stated that
this was critical to their recovery.
Those working in rehabilitation claimed mental
health and psychosocial support was also
beneficial to physical rehabilitation for those who
have experienced trauma.
Cambodia has some of the lowest education
completion and attendance rates in Southeast Asia.
It is likely that children with disabilities, especially
those living in rural areas and from low-income
families, are less likely to complete primary and
secondary education.

or training in the state sector for a certain number
of years.
Extend all mental health services and support
networks to the families of survivors, to address
their own needs and enhance the support they can
provide to survivors.
Ensure that, due to the lack of existing mental
health professionals in Cambodia, any campaigns
or funding prioritise those who have experienced
recent trauma.
Establish a coordinated effort between relevant
stakeholders to conduct research on the prospect,
suitability, and best practice of mental health
services for people who have experienced trauma
in Cambodia. There is a lack of existing research
and understanding of mental health support for
landmine survivors in Cambodia.

Focus on building properly equipped and staffed
schools to provide specialist and inclusive
education, especially in areas where they are
lacking – this should be considered a priority for
the Ministry of Education.

Consider the education situation in Cambodia as
critical, especially regarding children with
disabilities. Both national and international
Even relative to the already limited education
stakeholders should directed funding towards the
services in Cambodia, special or integrated
establishment of special and inclusive educational
education services for persons with disabilities
facilities in areas where they are not currently
were extremely poor.
available, targeting communities with high
Despite the changes and strategies being populations of children in families with persons
established by Cambodian authorities, there is an with disabilities.
apparent lack of additional support for children
Ensure that - when building new schools,
with disabilities in mainstream schools in the form
establishing specialist curricula, training staff, and
of specialist staff and equipment.
conducting other elements of programme design
There are limited special education services for and implementation – there is extensive
children in Cambodia due to the lack of specialist consultation of persons with disabilities.
equipment and appropriate access. Some NGOs
do provide specialist teachers and boarding for
children with a disability and the children of
landmine/ERW survivors, but these were only
available in towns and cities. In addition,
international funding directed towards special
education has been reduced and continues to
decline.
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Out-of-pocket costs such as transport can be a
barrier to school attendance for the children of
survivors.
The disability-related poverty cycle means children
of survivors are often needed to work and support
the family or help their disabled parents rather than
going to school.
Children living in rural areas in low-income
families were predicted to be less likely to
complete primary and secondary education. Many
of the survivors that participated in this study had
children that fit into this category.
There was extremely limited specialist education
throughout Cambodia but, as with most services,
even more so in rural areas.
The Cambodian National Disability Strategic Plan
gives special consideration to the economic status
of landmine/ERW survivors, which is bolstered
by Cambodia’s additional SDG 18 aimed at extra
economic support for landmine victims.
Many landmine/ERW survivors are often
engaged in low-income, unsuitable employment in
the informal, primary, and secondary sectors
(such as farming or labouring). Because of this,
many landmine/ERW survivors rely on family to
financially support them, limiting their
independence. All participants felt their
employment was not secure, and many referenced
the spread of COVID-19 as a contributory factor.
The opportunities offered to people with
disabilities are often poorly matched with their
abilities, skills, or interests, and many agencies in
the formal sector are apparently falling short of
the 2% target of employing people with
disabilities. Over 66% survivor participants to the
study stated that they would like to change their
employment, but most of them did not believe
that opportunities were available to them.
Some claimed that the public sector is not
fulfilling its obligation to achieve 2% minimum
density of disabled employees.
Many of those who did find employment said
they would like to receive additional training but,
in most cases, did not have the opportunity.
Due to a lack of income, many survivors relied on
financial support from family and friends,
reducing their economic independence and, in

Ensure that there is coordination between the
Ministry of Economy and Finance, the Ministry
of Planning, and the Ministry of Labour and
Vocational Training to increase formal
training/employment opportunities, options, and
outcomes for survivors, people with disabilities,
and their families.
Strategies may include:
•

•

•
•

Provide vocational and educational
scholarships and enforce the rate of
persons with disabilities in an
organisation’s workforce. Sectors such as
healthcare and public services should be
primary targets for increasing
employment opportunities.
Consider tax exemption incentives for
employers to increase the number of
survivors and persons with disabilities
they employ.
Consider the provisions or requirement
of disability awareness and rights training
for employers and staff.
Ensure that survivors and persons with
disabilities are not automatically directed
into low-skill work and are given the
opportunity to fulfil their potential.

Ensure that private investors (from both the
national and international sphere) provide job
opportunities fir survivors, persons with
disabilities, and indirect victims of
landmine/ERW harm and contamination. The
relevant government ministries should seek out
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some cases, damaging their perception of
themselves.
To counter economic inequalities of persons with
disabilities and survivors in Cambodia, NGOs
and local authorities are working to provide
vocational training and loan schemes. However,
some well-intentioned NGO-run income
generation interventions fail as they are neither
well designed nor fully resourced.
Interest-free loans have been successful in helping
survivors develop and expand their businesses
and take a step closer to desired outcomes (e.g.,
economic self-sufficient communities of people
with disabilities). In other successful schemes, the
loans are provided to self-help groups that are
collectively accountable for repayments, as well as
responsible for directing the funding where it is
most needed in the community. The localised
decision-making of how the money is spent
within the community was found to increase the
sustainability and benefit of the schemes.
Food security and disposable income impact the
entire family when the survivor of
landmine/ERW harm is the head of the
household. The governmental and NGO support
systems alleviate some of the economic pressure
on low-income families, but it is often not enough
to elevate survivors from poverty. Recipients still
need additional support (especially older survivors
who are more reliant on family and friends).
The income of some survivors fell far below their
cost of living. Many of those interviewed found
themselves at or below the poverty line, some of
whom did not receive financial support from the
government.
Almost all survivors claimed that they still
required support from family, friends, or
members of their community even if they were
receiving financial support from the government.
Some of those who had been injured in the
military could not access their military pension
because of the difficulties involved in the
validation process.

opportunities for public-private partnerships that
stimulate employment opportunities for survivors
and persons with disabilities. This may include
subsidised rent or tax on agricultural land for
those who employ and/or contribute profits
towards affected individuals and communities.
Increase consultation with survivors on income
generation and employment initiatives to ensure
that the outcomes of vocational and economic
programmes are achieved.

Prioritise increased levels of financial assistance
and the provisions of key resources (such as food
and essential supplies) for financially vulnerable
survivors, people with disabilities, and their
families. This should be a coordinated effort by
the MoSVY, the Ministry of Economy and
Finance, and the Ministry of Planning.
Identify and refer financially vulnerable survivors
and people with disabilities to available financial
support through information-sharing and
administrative support. This includes support for
survivors attempting to claim military pensions
and other financial benefits. Such administrative
support should be managed by the MoSVY.
Ensure that injured deminers are properly
supported in the long term by clearance
organisations. Moreover, all private employers
should provide sufficient insurance and healthcare
cover for employees. This includes follow-up care
and consideration through mechanisms facilitated
by the employer following injury.

The quality of life for those who received military
pensions was far higher than those who did not,
highlighting the difference that an additional small
income could have on the quality of life for
survivors.
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A large majority of participants mentioned
income and sufficient access to food as their
primary concerns.
A lack of income, in some cases, forced survivors
into difficult decisions such as spending money
on food or transport for their children to get to
school.
The spread of COVID-19 and the subsequent
restrictions on trade and travel had a significant
negative impact on many survivors’ income.
There was a lack of understanding of insurance
and security for demining personnel if they were
injured. Based on one case of an injured deminer,
the long-term support provided by international
demining organisations was brought into
question, especially regarding continuing mental
health support.
Nearly all survivors who took part in the study
had experienced discrimination, but the majority
now felt supported by their community. Many
reported that they had an improved quality of life
and faced less discrimination thanks to new laws,
media campaigns, and general awareness-raising.
Survivors also agreed that being economically
active helped to reduce discrimination.

Continue government campaigns to reduce
discrimination through information-sharing and
advocacy in schools, workplaces, and other
central community facilities. Utilise national media
(radio, social media, and television) as an effective
avenue of raising awareness - campaigns should
be conducted across media platforms.

Include the number of persons with disabilities as
representatives and spokespersons of cultural,
entertainment, and sporting platforms. The
MoSVY and the Ministry of Education, Youth,
and Sport should implement standards and
The Cambodian authorities have enacted several campaigns to encourage such inclusion.
laws to protect the rights of persons with
disabilities, including a mechanism to report rights Reserve an increased number of senior political
violations and get legal advice. Awareness of these positions for persons with disabilities to give them
mechanisms was limited, as was general awareness the opportunity to represent their community,
of the rights of persons with disabilities. Only half present their capabilities, and serve as role
models.
of the survivors interviewed had received
information on their rights and none could
Continue the national quality-of-life survey being
describe any of their rights. NGOs are a major
carried out by the CMAA, and use it as a tool to
source of rights information.
identify how well rights are being respected, which
A quality-of-life survey of persons with disabilities should inform national policies.
is being carried out in Cambodia, which, in part,
will help to identify how well rights are being
respected.
Discrimination was found to have detrimental
effects on survivors, leading some to leave
education or employment.

Most survivors felt their interests were being
represented by the government, but some did not
feel as though they had been included in the

Consult and include people with disabilities across all sectors and at all levels, organisations
(both public and private) - in the development
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process of policy design and implementation even
though there had been some consultation. This
was a view shared by many administrators
working in the victim assistance sphere. Some
survivors attributed this as the reason why
services for people with disabilities had not
improved.
According to both governmental and nongovernmental personnel working in the victim
assistance sector, the level of understanding of the
needs of survivors and persons with disabilities
was not sufficient to design effective policy. The
QLS conducted by the CMAA is a step toward
improved understanding, especially if it is
upscaled to the national level.
In some specific economic programmes being
carried out by NGOs and local authorities, limited
understanding and consultation with survivors led
to poor and unsustainable support. Where more
in-depth consultation had been conducted,
programmes were more effective and sustainable.
Survivors had mixed feelings about the standard
and reach of services for people with disabilities
during the COVID-19 pandemic.
Survivors and people with disabilities living in
rural and remote areas almost never had access to
water and/or electricity mains, relying instead on
filters, bottled water, and solar panels. In some
cases, utility mains existed but survivors could not
afford access.
Accessibility remains one of the core issues for
people with disabilities in Cambodia, but work is
underway to build more accessible public
buildings (including supermarkets).
Land ownership is a significant issue for families in
Cambodia and a lack of ownership leaves them
feeling vulnerable.

and implementation of national and local policies,
especially in policies targeting persons with
disabilities and victims of landmines and UXOs.
Developing policies without consideration for and
inclusion of persons with disabilities in the design
process will likely be detrimental to the well-being
of persons with disabilities as individuals and as a
group, and, in turn, have a negative effect on
society.
Implement regulations regarding the number of
persons with disabilities in the workforce,
including those in senior positions – as stated, this
policy should be designed and implemented by
the Ministry of Labour and Vocational Training,
in coordination with other relevant ministries.
Ensure that governmental and non-governmental
actors align with the ‘nothing about us without us’
vision and ensure that, at all levels, there is
sufficient inclusion, consultation, and
representation of people with disabilities in the
humanitarian and development sectors. This is
especially important for policy and services
directly related to survivors and people with
disabilities.

Consider improved access to electricity and water
as a priority – an effort that could be done in
coordination between the Ministry of Land
Management, Urban Planning and Construction,
and the Ministry of Rural Development. In
addition, take steps to improve the accessibility of
public and private infrastructure and buildings
through the implementation of suitable
regulations on physical access requirements.
Identify and subsidised or provide utilities for
vulnerable persons (including survivors). The
CMAA and their database can be used to help
identify such persons.
In the short-term (likely to be conducted by
NGOs) focus on building wells, constructing
renewable electricity sources and other forms of
localised utility provisions where they are not
currently available for vulnerable persons.
Continue the government effort to provide
administrative assistance to turn “soft deeds” into
formal and recognised proof of land ownership,
safeguarding the right to private property.
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The Cambodia Mine/ERW Victim Information
System (CMVIS) is used to collect, analyse, and
disseminate information on casualties and
incidents. However, the widely used data
Information Management System for Mine
Action has been criticised for its limited
functionality regarding victim assistance (among
other issues).

Continue the qualitative and quantitative research
– headed by the CMAA - into the victim
assistance and disability sectors in Cambodia,
including the nationalisation of the QLS. The
CMAA should also adapt their information
management system to be more suited to the
analysis of victims’ needs and the provision of
victim assistance services.

Less than 40% of the survivors interviewed have
been formally registered as having a disability and
lacked an ID card that proved their disability.

Include survivors, indirect victims, and people
with disabilities in the design and management of
any research and data collection. This includes
consultation, decision-making, and
implementation.

There was insufficient understanding of the
current and developing needs of survivors,
indirect victims, and people with disabilities
throughout Cambodia. This likely hinders the
effectiveness of policy and programmes related to
victim assistance.
The QLS, a detailed national investigation into the
needs of survivors and people with disabilities,
will be critical in the design of future policies.
There was no centrally managed database for
patients within Cambodia’s healthcare system,
including survivors and people with disabilities.
Many people with disabilities were not registered,
including some of those working within the
government mine action departments.
The results and usefulness of the QLS was
acknowledged by those working in the sphere of
victim assistance in Cambodia. One stated
benefit is that the results of a ‘personal
circumstances score’ can trigger interventions by
the CMAA.

Maximise the identification and registration of
people with disabilities and survivors to identify
the extent of their needs, in compliance with the
CRPD and the APMBC. This should draw on the
knowledge of community-based disability support
groups and be managed by the CMAA. Within
this system, ex-military or other categories of
survivors should be given special status to allow
them to receive additional benefits that they are
entitled to by Cambodian law.
Design and build a digitised and centrally
managed database for people with disabilities (and
other patients) that can be accessed by all medical
care facilities, from prehospital care to emergency
care to continuing care and rehabilitation. With
proper data protection and safeguarding
mechanisms, this database may also be used by
other stakeholders in the governmental and nongovernmental sectors to inform policy and
programmes. This aligns with the ongoing work
of the QLS being conducted by the CMAA.

The lack of a clear, universally used definition of
disability has led to confusion and unreliability of
data relating to the numbers of people with
disabilities in Cambodia. According to official
figures, Cambodia has a low percentage of people
living with disabilities compared to the
international rate. However, the definitions used
in national surveys and censuses differ and, in
some cases, did not appropriately align with
international standards. This likely indicates that
many people with disabilities are left unidentified
and unregistered.
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2.1. Victim Assistance in Cambodia: Context and Key
Indicators
Cambodia suffered civil conflict and
instability for much of the 20th
century. From 1955 to 1973,
Cambodia was heavily involved in the
Second Indochina War (also known
as the Vietnam War). In the wake of
this war, there was protracted
instability and extremist rule by the
Khmer Rouge (1975-1979), which led
to the deaths of approximately 1.7
million people from starvation,
torture, execution, and forced labour
(Lemonade & Bunleng, 2009).
Following this period, civil unrest and
violence continued for over a decade
into the early 1990s.

CASUALTIES AND CONTAMINATION
Indicator

Figure

Number of casualties 1979-May
2022 caused by mines/ERWs
according to the CMAA (2021)

9,070 amputations
+ 36,108 injuries
+ 19,818 fatalities
= 65,003
9 amputations +
24 injuries + 11
fatalities = 44
Battambang,
Banteay Mean
Chey, Pursat, Siem
Reap, Oddar
Mean Chey
801,641,652

Number of casualties caused by
mines/ERWs in 2021 according
to the CMAA (2021)
Most affected provinces
regarding mine/ERW incidents
and casualties according to the
CMAA (2021)
Estimated contamination (m2)
according to Mine Action
Review (2021)

Time
period

1979May
2022
2021
19972021

2020

Table 6: Country Indicators: Casualties & Contamination

The effects of this bloody period are still being felt in Cambodia today, with cluster munitions
(dropped by the United States Air Force in the 1960s and 70s) and landmines littering the country
(see Figure 7 for a map of incident and casualty locations). For both landmines and ERWs, the
number of casualties is steadily declining, which is a testament to the massive clearance and risk
education effort coordinated by the Cambodian Mine Action Centre (CMAC) and delivered by
mine action agencies. Despite having one of the largest mine clearance programmes 47, Cambodia
is still one of the most landmine/ERW contaminated countries in the world, with at least
approximately 801.64KM2 of contaminated land across 73 districts (Landmine & Cluster Munition
Monitor, 2021).
The Cambodian Mine Action and Victim Assistance Authority (CMAA) – established in 2000 and
responsible for regulation, planning, and coordination of HMA activities – recorded 65,003
landmine/ERW-related casualties between 1979 and May 2022. To counter the daunting casualty
and contamination indicators, the country’s commitments to mine action, including the
development of policy, law, and institutions over the last two decades, has been strong and has
resulted in critical support for victims of landmine/ERW harm.
The Cambodian Mine Action Centre was established in 1992, making it one of the oldest national
mine action operators in the world. Since then, the Government of Cambodia has been committed
to the HMA effort. Table 7 displays the established national institutions that benefit victim
assistance and contribute to the protection and promotion of the rights of landmine/ERW victims
47 In 2019 and 2020 (combined), more landmines were destroyed in Cambodia (approximately 25,510) than in any other country.

In the same period, Cambodia reported more cleared land than any other country besides Croatia (Landmine & Cluster Munition
Monitor, 2021).
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and, more broadly, persons with disabilities. Table 8 presents the international conventions and
treaties most relevant to victim assistance (the majority of which Cambodia has signed or ratified).

National
Mine Action
Authority
(NMAA)

Victim
Assistance
Department
within
National
Authority

National
Centralised
Mine Action
Information
Management
System

Disability and VARelated Technical
Reference Groups
(TRG) and
Coordination
Groups

National
Mine
Action
Strategy/Pl
an

National
Disability
Strategy/Pla
n

National Law
on the Rights
of People with
Disabilities

Table 7: National Mine Action and Victim Assistance Structures in Cambodia

Figure 7: Map showing the intensity levels of explosive ordinance incidents
and casualties across Cambodia 1979-2021 (provided by the CMAA (2021))

In addition to the positive influences of these structures and commitments, Cambodia has seen
rapid economic and infrastructural development, particularly after joining the Association of
Southeast Asian Nations (ASEAN) Free Trade Area in 1999. During this time of economic
development, poverty reduction for landmine/ERW victims and people with disabilities has been
one of the main development goals of the government and a focus of various strategies (as outlined
in the next section). Poverty decreased from 47.8% in 2007 to 13.5% in 2014 (Asian Development
Bank, 2021).

MINE ACTION EXPENDITURE
Anti-Personnel
Mine Ban
Convention
(APMBC)

Convention on
the Rights of
Persons with
Disabilities
(CRPD)

CRPD
Optional
Protocol

Convention
Indicator
on Certain
Conventional

CCW Protocol
II on Mines
Booby-Traps
and other
Devices

CCW Protocol
Conventio
Figure
V on Explosive
n on
Remnants of
Cluster
War
Munitions
(CCM)

Weapons
Mine
action funding received
(CCW)
from
international donors
(USD$ million)

Conventio
Time
n on the
Rights of period
the Child
(UNCRC)

23.9 (seventh
largest recipient of
international
funding)
(Landmine &
(Not
ratified)
Cluster Munition
Table 8: Cambodia’s Commitments to Relevant International Conventions and
Treaties
Monitor,
2021)

2020
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0 USD (Landmine 2020
Despite the reduction in landmine Earmarked victim assistance
funding
received
from
& Cluster
harm, the growth of the economy,
international donors (based on
Munition Monitor
and the declining poverty rate, available information)
2021)
Cambodia remains one of the National contributions to mine
300,000 USD
2020
action
(Landmine
&
poorest and most undeveloped
Cluster Munition
countries in Southeast Asia, with
Monitor, 2021)
1,561USD gross domestic product Table 9: Funding for mine action and victim assistance in
(GDP) per capita (National Institute Cambodia
of Statistics and Ministry of Planning, 2021). Large disparities in living standards are also prevalent,
especially between rural and urban areas (National Institute of Statistics and Ministry of Planning,
2021). One of the most adversely affected groups in Cambodia – as in other countries – are people
with disabilities (Palmer, et al., 2019). Although the reasoning for this has not been well
documented in Cambodia, other research suggests that people with disabilities are more likely to
overpopulate the poor due to economic disadvantage, restricted access to education, and fewer
employment opportunities (see Filmer, 2008; Mitra, 2018; Mitra et al., 2013). In addition, the cost
of living for people with disabilities is likely to be higher than for people without disabilities due
to medical expenses, specialised transportation, and dietary requirements (Sen, 2004).

Exemplifying the additional healthcare requirements (and related costs) of people with disabilities,
the CMAA report that thousands of Cambodians need ongoing prosthetic and physical
rehabilitation support, many due to landmine and ERW harm. In 2021, the annual SocioEconomic Survey by the National Institute for Statistics indicated that around 4% (approximately
722,643 people) of the total population of Cambodia were disabled in 2019/20 (National Institute
of Statistics and Ministry of Planning, 2021). In the survey, 16,720 people reported that
landmine/ERW and war injuries were the cause of their disability, constituting around 2.3% of the
recorded population of people with disabilities and approximately 0.1% of the total population of
Cambodia (ibid 2021). In addition to this 2021 survey, the 2008 Cambodian census revealed that
rural areas had 5.8 times more people with disabilities than urban areas (National Institute of
Statistics and Ministry of Planning, 2009). The census also revealed that areas which are heavily
contaminated with landmines/ERW saw the highest levels of disabilities. Although somewhat outof-date, this data shows that contamination has a direct impact on people with disabilities and that
many people with disabilities are living in areas with limited access to the services they are likely to
require.
National and international mine action victim assistance mechanisms are in place to provide
resources, funding, and capacity to support victims of landmine/ERW harm – and, by extension,
people with disabilities. However, the Cambodian healthcare system is heavily reliant on external
support and international support for victim assistance has been steadily declining (see Table 9).
Some costs are being absorbed by the government, but other costs are also being pushed onto the
recipients (see Figure 8).
Age
Group

2019-20
Women

Men

Both sexes

94

4.9
4.5
4.7
Considering both domestic and international All
0.5
0.7
0.6
funding, the amount contributed to HMA in 0-14
1
1.3
1.1
Cambodia in 2021 was 300,000USD, which 15-29
1.6
2.5
2.1
was the total domestic contribution earmarked 30-44
7
8.3
7.6
45-59
for all five pillars of mine action activities in
29.1
29.6
29.3
60+
2020 (Landmine & Cluster Munition Monitor, Table 10: % of persons (in the non-institutional
2021). Inherently, the amount contributed to population) with at least one functional difficulty by
group, 2019/20. (Source: Cambodia Sociomine action victim assistance would have been age
Economic Survey 2019/20)
below 300,000USD in 2020. According to data
presented in the 2021 Landmine Monitor, there was an approximately 38.2% reduction in spending
(domestic and international) earmarked for mine action activities in Cambodia in 2020
(24,200,000USD) compared to 2011 (38,700,000USD) (Landmine & Cluster Munition Monitor,
2021). This is consistent with a steep decline in global funding for victim assistance programmes
in 2020 (as seen in section VI) and mine action activities in Cambodia (Landmine & Cluster
Munition Monitor, 2021). It is difficult to identify how much funding is being put towards services
for survivors and indirect victims. In the National Mine Action Strategy for 2018-2025, for
instance, it is stated that a total of 46 million USD will be needed to realise the goals envisioned
for the combined sectors of risks education, advocacy, sector management, and victim assistance.
How much of this is needed specifically for VA is not stated.

Despite this limited funding, HEALTH INFRASTRUCTURE IN CAMBODIA
national programmes are in place to
Figure
Time
address the needs of survivors, Indicator
period
including emergency care, long-term Density of medical doctors
1.93 (World Health
2014
physical and psychological care and (per 10,000)
Organisation, 2022)
rehabilitation, social and economic Density of nursing and
1 (The World Bank,
2019
2021)
inclusion, education, and social midwifery personnel (per
protection
and
reintegration 1,000 people)
Health insurance coverage
31% of Population
2017
(Cambodian Mine Action and (estimated)
(Nakamura, et al.,
2020)
Victim Assistance Authority, 2019).
Approximate
number
mental
1,203 (61
2017
There are also efforts to improve the
health professionals (gov and
psychiatrists, 0 child
understanding of victims’ needs, non-gov)
psychiatrists) (The
monitor progress of programmes,
World Health
Organisation, 2017)
and raise awareness through
Table 11: Healthcare Infrastructure in Cambodia
continued data collection and
dissemination, including the ongoing quality-of-life survey (QLS) being conducted by the CMAA
(ibid, 2019). However, it remains difficult to ascertain from existing research the nationwide impact
that the implementation of the legal, strategic, and programmatic commitments of the government
is having on the ground.
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Figure 8: Sources of Funding for the Cambodian Healthcare System as a % of
total healthcare spending2000-2019 (source: World Health Organisation (2022))

In contrast to the increase in government activity, there has been a reduction in internationally run
victim assistance programmes in Cambodia. Organisations continuing to provide victim assistance
services include the International Committee of the Red Cross (ICRC), Humanity and Inclusion
(HI), Australia-Cambodia Cooperation for Equitable Sustainable Services (ACCESS), Exceed
Worldwide, and the United Nations Development Programme. Many national organisations also
have a strong influence on the lives of survivors at the local level, including Action on Disability
and Development Cambodia (ADD) and the Disability Development Services Program (DDSP).
Alongside the government, these national and international organisations provide emergency
services, health and rehabilitation
services, vocational training and
economic support, rights promotion
and protection, and psychological
support.
Overall, the results from this research
suggest that the system to support
victims in Cambodia (which also
supports people with disabilities) is
overburdened,
understaffed,
underfinanced, and requires a
significant increase in investment and
development.

Figure 9: International Contributions for Mine Action
Activities in Cambodia (source: data provided by the
Landmine & Cluster Munition Monitor)
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2.2. Victim Assistance in Cambodia: Findings from the
Field
This section presents the findings from
interviews with victim assistance
stakeholders in Cambodia conducted in
November and December 2021. Unlike
Ukraine and Afghanistan, Cambodia is
a post-conflict country with a long
history of humanitarian mine action and
victim assistance. This section,
therefore, paints a picture of the longterm arc of VA activities from
humanitarian aid to development
programmes. With the support of the
Cambodian government and its
partners working to support those
affected by landmines and ERWs, this
study will provide a rounded picture of
the challenges facing programme
recipients service providers and
administrators. As this section will
demonstrate, many of these challenges
correlate with those witnessed in
Ukraine and Afghanistan even though
there is no active or ongoing conflict in
Cambodia.

Participant Population Profile: Cambodia
One hundred and two (103) ‘possible programme recipients’
(including 64 survivors, 16 indirect victims and 23 people with
disabilities)1 took part in group1 and one-to-one interviews, and
over 71 administrators and service providers of organisations
and agencies operating in Cambodia were part of formal and
informal interviews and meetings1.
Of the 64 survivors who were interviewed, 57 were male and 7
were female. These survivors were interviewed in Battambang,
Banteay Meanchey, Kratie, Oddar Meanchey, Pursat Ratanakiri,
and Siem Reap Provinces. Six survivors were interviewed in
urban areas, while 58 were interviewed in rural and remote
areas. Twenty-nine (29) survivors had been injured in the
military (fighting for various sides of the conflict), and 35 were
injured as civilians. Six survivors were injured after 2010, six
between 2000 and 2010, 12 between 1993 and 2000, and 18
before 1993. Fifty (50) of the survivors had leg amputation(s),
four had arm amputation(s), six had sensory damage, seven had
severe shrapnel injuries, and three had multiple injuries.
Those not included as survivors were 22 people with disabilities
that had a congenital disability, or a disability due to disease,
illness, or vaccine damage. Sixteen (16) respondents were family
members of the survivors who responded to questions during
interviews.
In group interviews, it was not possible to ask certain questions,
so some figures are based on a sample population largely made
up of one-to-one interviews (at least 36 survivors). When this
pool is referenced, the term ‘where distinguishable’ will be used.

Although this study could not reach
every survivor, the issues that were raised in the group and one-to-one interviews provide up-todate insight into the challenges being faced by survivors of landmine/ERW harm in Cambodia.
Unfortunately, many of these challenges are not new and therefore highlight the lack of progress
by the victim assistance, humanitarian, and development sectors. There is a need for renewed
effort, but direct financial support by governments in the international community earmarked for
victim assistance in mine action in Cambodia has fallen to nil (Landmine & Cluster Munition
Monitor, 2021). Without international support, the Cambodian government is struggling to take
on the financial responsibility for victim assistance programmes. Although their laws and policies
are relatively aligned with international standards, it seems that very little investment has been
directed towards the implementation of these policies.
For non-government service providers (national and international) that remain in the country, their
funding is declining, which, in some cases, has led to the withdrawal of services and a desperate
search for sustainable funding mechanisms. In some cases, such as with the PRCs, national
programmes are at risk of failure as ownership is being transferred over to a government that does
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not have the capacity to take it on. For many, the reduction in funding from the international
community will push the cost of services onto the recipients to such an extent that some will no
longer be able to access services that are critical to protecting their rights. If this were to happen,
both the Royal Government of Cambodia and the international community will have failed to fulfil
their obligations to the APMBC and the CRPD.

Two of SBC’s field researchers speak with a survivor in rural Oddar Meanchey.

2.2.1. Emergency Care
The number of physicians, nursing, and midwifery personnel across Cambodia is below 1.2 per
1,000 people, significantly falling short of the threshold to achieve universal healthcare (4.45 per
1,000 people) (World Health Organisation, 2016). Although private healthcare facilities do exist,
these services are financially out of reach for many of those who live in rural areas.
Based on survivor testimonies, one of the primary issues with the underequipped health sector in
relation to emergency care is the availability of ambulances and emergency vehicles in rural areas,
where most explosive incidents occur. Where distinguishable, 64% of survivors relied on the use
of personal vehicles or the vehicles of neighbours and friends to access hospital care (with 14%
using non-motorised modes of transport). One apparent consequence of the lack of emergency
transportation capabilities was the extended time it took for survivors to reach hospitals, with
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almost all respondents stating that it took
over two hours following their incident
and more than 50% taking over five
hours. Increased prehospital time
correlates with the likelihood of morbidity
and mortality (See Bedard et al., 2020;
Gauss et al., 2019; and Murad et al., 2012).
One man (Survivor 1), who was injured as
a child after following his cow into a field,
recalled an eight-hour journey in a cow
cart. Another respondent (Survivor 32),
injured in 2019 in Ratanakiri, recalled that
the ambulance could only get as close as
an hour away, meaning a friend had to
drive him to the ambulance on a ‘moto’
(petrol scooter).

Figure 10: Number of casualties each year 1979-2021
(Source: Data provided by the CMAA)

Regarding treatment, all three hospitals
that were visited as part of this research
(two of which were NGO-run) quoted the
availability of staff as a core challenge to
providing critical services. For instance,
one hospital that focused on providing
Figure 11: Number of Incidents Resulting in Amputation
care to children only had one specialist per each year 1979-2021 (source: Data provided by the CMAA)
department, while the government-run
hospital lacked a specialist to treat head
injuries,
critical
equipment,
and
medication. Both NGO hospitals said that
the wait times for patients to receive
emergency care were ‘too long’. One
common theme was the complaint that
contracts were too short, salaries were too
low, and the benefits such as pensions
Figure 12: Number of fatalities each year 1979-2021
were not good enough to inspire people to (source: Data provided by the CMAA)
follow a career in the state or NGO
healthcare system. One doctor said that not having fast access to trained specialists can have deadly
consequences, particularly for those requiring specialist surgery such as children or those with
complex injuries.
Most survivors stated that they received first aid when they arrived at the hospital or healthcare
centre and highlighted a lack of first aid knowledge within local communities. In addition to an
absence of first aid training, poor training of first responders can also lead to additional
complications. One man (Survivor 3) stated that the members of the military that provided him
with first aid applied the tourniquet onto his arm for too long, and as a result, he had to have it
amputated below the elbow. One national organisation stated that they recognised the need for
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first aid training and were planning on
conducting various trauma and first aid
training workshops across communities
in Preah Vihear and Kratie.
Although the capital city of Phnom Penh
had ambulances, the research suggested
other cities lacked enough emergency
vehicles to be effective. One hospital
manager reported that round-trip
emergency transport can take hours
because Cambodian hospitals cover such
a wide area. In rural areas, it seemed as
though emergency transport was almost
completely absent.

Figure 13: Number of Incidents Resulting in NonAmputation Injury each year 1979-2021 (source: Data
provided by the CMAA)

During the interviews, an administrator at a city referral hospital stated that there is currently no
central database for patients. Each hospital collects and retains some information but in many
cases, this is not digitised and lacks information about the patient’s medical history. He also stated
that each hospital collects and uses data differently.

A man with disabilities, who survived a UXO blast as a child, working as a deminer for a
Cambodian NGO in Siem Reap province.

Although emergency healthcare in Cambodia is free for those with disabilities, or ID Poor, two
respondents said they had paid for their emergency care despite being treated in government
hospitals, which highlights the inconsistency in hospital standards (explored further in the section
2.2.2). One of these respondents (Survivor 2), injured in Siem Reap in 1998 when free healthcare
was not widely available to people with disabilities, stated that to afford the hospital fees following
the incident, his family had to sell their cow, which was their primary source of income. At least
11 other respondents and/or their families accumulated debt because of the time they were out of
work due to their injuries.
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Over 55% of respondents stated that they would opt for private care with 39% claiming a lack of
trust in the state healthcare system as the reason. It should be noted that, in the case of
emergencies, all participants were treated in state or military healthcare facilities. One survivor
stated that both his daughter and wife died in government hospitals, and as a result, he would not
go there if he was in another accident.

2.2.2. Continuing Healthcare and Physical Rehabilitation
Underfinancing of the healthcare sector is arguably the most important sector for survivors of
landmine harm (see Figure 8). Of the survivors that were interviewed, only 45% (29) believed that
healthcare was affordable in Cambodia, which complicates the claim by the Ministry of Health
that healthcare is free for people with disabilities and for those with ID Poor.
The head of one of the government-run referral hospitals in a city on the Thai border suggested
that people were being charged for services due to a failure to identify users’ disabilities. In his
hospital, members of staff taking payment did not ask about disability or ID Poor, so the service
recipient was responsible for making them aware. In addition, another service provider pointed to
inconsistencies in the way that government standards are implemented, such as treatment before
payment. It should be noted that in the waiting rooms of the state hospital, there were many signs
and posters stating that healthcare was free for people with disabilities.
The fear of missing work led at least 8% of the interviewed
survivors to leave health concerns untreated. One woman
(Survivor 6), who lost her leg in a landmine incident, stated that
she put off critical and potentially life-saving surgery because
she was the sole provider for two dependents and could not
afford time off work. Other survivors resorted to private
healthcare facilities to treat their ongoing health problems as it
cut down on waiting and treatment times. One visually
impaired man (Survivor 29) in Kratie Province, who had been
injured by a cluster munition as a child, stated that the ongoing
specialist treatment he required could not be provided locally,
so she travelled to the closest government-run hospital that
could provide treatment, which cost around 50USD in
transport and food. He also stated that tests and treatment
numbers at a PRC in
could take up to seven days. As a result, he now opts for Patient
Battambang province.
treatment in a local private centre which is four kilometres
away. The reduction in time spent in hospital was a driving factor as his breadwinning wife now
only misses one day of work while supervising his visits.
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While healthcare centres were most often within 10-20
kilometres of the homes of survivors who participated in this
study, in many cases these centres could not provide specialist
services due to the complexity of their injuries. This forced
survivors to travel further from home, costing them in time,
transport, food, and accommodation (ordinarily for both them
and their families). Many survivors reported that taking time out
from work for healthcare was disastrous for their economic
independence (discussed further in section 2.5.). One woman
(Survivor 36) in Ratanakiri, who had shrapnel in her head, had to
travel to Phnom Penh (over 500km from her home) to do tests
once a month for eight years, costing her around 170USD per
trip (including transportation, food, and accommodation.). This
was because, she said, it was the only place she could see the
appropriate specialist.
It is estimated that a person with disabilities spends
approximately three to four times the amount on healthcare than
a person without disabilities (depending on the severity of
disability) (Palmer et al., 2019). Although the Ministry of Health
attempts to counter this by providing free healthcare services for
A homemade customisation to
a prothesis by a farmer in rural
all people with disabilities, the findings from the interviews show
Pursat province.
that this has not been universally effective. Instead, out-ofpocket health expenditure is on the rise in Cambodia, putting
even more economic stress on the most vulnerable individuals. Service recipients contributed an
additional 11% towards total healthcare spending (proportionally) in 2019 compared to 2015 (ibid,
2021). Of the total expenditure on health in 2019, 64% was out-of-pocket expenditure48.
Beyond financial accessibility, this study also investigated the physical accessibility of healthcare
facilities. The hospitals and centres that were visited did consider accessibility to some degree, with
some ramp access and assistance provided by staff, but there remained significant room for
improvement. The number of ramps, for instance, was limited, forcing people with mobility
difficulties to travel further and take longer to reach their destination. One person with mobility
difficulties was witnessed struggling down two flights of stairs to avoid taking the long route out
of the hospital. None of the respondents to the study criticised the accessibility of hospitals and
healthcare centres, but almost all (97%) reported that they faced general accessibility and/or
transportation difficulties related to their disability.
One area of continuing healthcare that plays a major role in the recovery and quality of life of
survivors is physical rehabilitation and prosthetics. This sector, although a core part of the physical

48 “Out-of-pocket payments are expenditures borne directly by a patient where insurance does not cover the full cost of the

health good or service. They include cost-sharing, self-medication and other expenditure paid directly by private households.”
(OECD, 2009)
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health recovery process, is managed by the Ministry of Social Affairs, Veterans and Youth
Rehabilitation.

A child and an adult await their rehabilitation session at an NGO-run PRC in Kampong Chhnang.

In many cases, physical rehabilitation centres (PRCs) offer transportation and/or financial support
to allow patients access to their services. There are 11 PRCs in Cambodia, nine of which were
supported to some capacity by international organisations in 2018, with PRCs run by the ICRC
accounting for 42% of all users (Persons with Disabilities Foundation, 2018). As of 2020, only six
PRCs were still being supported by INGOs49. All survivors who were injured in the last ten years
said that they were referred to a PRC (or a centre for continuing care where necessary). This referral
came, in most cases, from the hospital providing emergency or initial care. In other cases, referrals
came from NGOs, community leaders, or members of the local authority. There was only one
case of a missing link in which a local referral hospital in Kampong Chhnang was sending patients
to Phnom Penh for rehabilitation despite there being a PRC in the city. This issue had since been
resolved but it highlights how a lack of coordination between the Ministry of Health and MoSVY
can cause issues for survivors.
Besides four survivors, all those who required prostheses had received or been offered them for
free, with over 70% granted financial support for transport and other auxiliary costs. Most of these
respondents, however, stated that they had to pay something towards food, accommodation, or
transport. Almost all survivors who received physical rehabilitation and/or prostheses stated that
it improved their quality of life. Despite the general satisfaction of survivors with rehabilitation
services, both staff and survivors commented on the need for more mobile services so that patients
did not have to travel as far. Multiple PRCs stated that mobile services are expensive: one centre
in Battambang said that they had cut back on services, while another centre in Kampong Chhnang
could not afford to provide the service at all. Both providers and users stated that mobile services
were even more necessary since the COVID-19 pandemic as users were less likely to travel to
PRCs because of the risk of getting sick.
“Phnom Penh PRC, PRC Kampong Chhnang and PRC Kampong Som are supported by Exceed Worldwide, PRC Kampong
Speu and PRC Battambang are supported by ICRC, PRC Kampong Cham is supported by HI, and remaining 5 PRCs are
supporting by PwD-F.” Statement from email correspondence with the CMAA (28/04/22)
49
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In 2021, 17,748 people received physical
rehabilitation services in Cambodia, including
“prosthetics, orthotics, wheelchairs, tricycles,
and walking aids” (Cambodian Mine Action and
Victim Assistance Authority, 2021). According
to the administrators of one of the biggest PRCs
in the country, the withdrawal of funding by
international organisations was significantly
reducing capacity at their centre – and putting
the entire PRC network at risk of closure.
People with amputated legs participate in mirror

According to those working within the therapy in a village in Samlot to treat phantom
pain.
rehabilitation sector, as with those working
under the Ministry of Health, finding staff is a major issue due to the low wages and the length,
difficulty, and cost of training health personnel. There are NGOs in Cambodia that support this
training, but this seemingly has not solved the issue. When discussing why this may be, the
administrators of the PRCs suggested technicians get paid more in the private sector, or abroad,
or by moving into another sector (even one requiring a lower skill set). All PRC administrators
who were consulted on the matter agreed that rehabilitation should fall under the Ministry of
Health so that those working in the sector are classified as healthcare workers and receive the same
benefits (such as pensions).

A technician makes a prosthetic at a PRC in Battambang.

2.2.3. Mental Health and Psychosocial Support
A study in 2019 reported that, despite the growth of the mental healthcare system and the
introduction of the national mental health strategy in 2010, there were only approximately 60
psychiatrists in Cambodia in 2017, or one for every 260,000 people (Parry & Wilkinson, 2019). By
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comparison, there is one psychiatrist for every 12,567 people in the UK (Royal College of
Psychiatrists, 2021). The Cambodian Ministry of Health reported during the interviews that they
only had ten psychiatrists within their system. Two NGO-run hospitals also stated that they
struggled to find mental health services to refer patients. Despite the lack of services, when
discussing the rehabilitation process with rehabilitation and healthcare professionals, it was almost
universally agreed that mental health and psychosocial support were beneficial to the recovery of
trauma victims such as survivors of mine/ERW harm.
47% of survivors claimed that they desired some form of mental health support, with only 33%
having the opportunity to partake in limited peer-to-peer support through NGOs. One person
was offered professional counselling, and no one was offered services with a psychologist or
psychiatrist. Where distinguishable, all the respondents claimed that, at some point following their
incident, they had had trouble sleeping due to negative feelings, or experienced depression, stress,
anxiety, or sadness related to the incident or injuries. Over 25% of respondents from the one-toone interviews said that they still experienced one or more of these feelings on a regular basis. Of
those who had received some form of peer-to-peer support, 100% said that they found it helpful
and would choose to attend sessions again (if they were
still available).
The psychological toll from trauma caused by explosive
harm was evident from the interviews: two of the
respondents were injured as children (Survivor 1 and
Survivor 5) and claimed that they did not return to school
following their incidents, both stating that they felt
ashamed and embarrassed by their injuries. Survivor 14
claimed that he often felt depressed to the point that he
could not work and spent many days in bed crying.
When speaking to those working in rehabilitation, it was
universally agreed that mental health is a critical part of
recovery for landmine/ERW survivors, and a majority
believed that psychosocial support could improve the
outcomes of rehabilitation. By improving mental and
emotional health, practitioners believe that patients are
less fearful, have increased motivation to engage in
rehabilitation exercises and are more likely to use
prostheses. Although the physical recovery is similar
across various traumas (i.e., car accidents, etc.), it was a
common opinion amongst those working in the
rehabilitation sector that the psychological recovery of
landmine/ERW survivors – due to the violent nature of
the injury – is distinctive and requires specialised and
ongoing support.

A farmer in Rottanak Mondol talks of
various difficulties related to his injury.
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It should be remembered that the psychological impact of landmine/ERW harm does not stop at
the survivor but extends to their families. One woman, whose husband (Survivor 31) had a stroke
due to complications with his injuries from a landmine explosion in 1989, said that she experienced
depression, as did their daughter. Survivor 34 stated that his landmine incident had a greater
psychological impact on his family than on him. In both cases, neither family had been offered
any mental health support.
Finally, the head of one NGO, who has been working on victim assistance in the country prior to
1997, said support needed to be contextually and culturally appropriate and reflect both religious
and scientific beliefs. In addition, mental health support workers would benefit from a knowledge
of landmine harm; those who had received support from other landmine survivors found it
especially helpful.

2.2.4. Inclusive Education
No child survivors were interviewed as part of this case study, and due to COVID-19 closures, we did not visit any
schools. Only three survivors were injured as children, and it was therefore difficult to obtain first-hand accounts of
the Cambodian education system for survivors as it exists today. As such, this subsection is largely based on available
data, accounts from people with disabilities (that were not injured by Landmines/ERWs), as well as service
providers and government ministries.
UNICEF’s database on education indicates that, in 2014, 73% of children completed primary
school in Cambodia, and 20% of children completed upper secondary school (UNICEF, 2021).
(While these rates have likely improved with the growth of the Cambodian economy in the last
eight years, they may have also been detrimentally affected by the impact of COVID-19.) When
narrowed to rural areas only, however, this figure falls to 71% of children completing primary
education and only 13% completing upper secondary education (UNICEF, 2021). This is
important, as rural areas are where the impact of explosive contamination is most prevalent in
Cambodia and where most survivors and indirect victims live. (From our field research, for
instance, 90.6% of respondents lived outside of urban areas.) By comparison, the global average
for completing primary education is 79% and is 91% in the East Asia and Pacific region50 (ibid,
2021). For completing upper secondary education, the global average is 43% and the regional
average is 59% (ibid, 2021). If we consider only the countries with the least developed education
systems in the East Asia and Pacific (EAP) region in the UNICEF database, which includes
Cambodia, the aggregate primary completion rate is 83%, with 73% for lower secondary.
Cambodia has the lowest primary (73%) and lower secondary (40%) completion rates in the EAP
region.

50 In the UNICEF database, Cambodia is considered to be in the East Asia and Pacific region, which also includes Australia,

Brunei, China, Cook Island, Democratic People’s Republic of Korea, Fiji, Indonesia, Japan, Kiribati, Lao PDR, Malaysia,
Marshall Islands, Micronesia, Mongolia, Myanmar, Nauru, New Zealand, Niue, Palau, Papua New Guinea, Philippines, Republic
of Korea, Samoa, Singapore, Solomon Islands, Thailand, Timor-Leste, Tokelau, Tonga, Tuvalu, Vanuatu, Vietnam
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Although education data for people with disabilities in Cambodia was not available in the UNICEF
database, observing the completion and attendance rates of people with disabilities for nine
countries with the ‘least developed’ education systems (the same UNICEF classification as
Cambodia), we can see that the completion rate for primary education is almost always lower for
children with functional difficulties (Figure 14). Equally, observing the same nine countries, people
with disabilities are almost always less likely to complete primary education in addition to the
general education levels being lower in rural areas (Figure 15). A similar trend is observed in the
out-of-school rates for children in upper secondary school. When the socioeconomic influence is
taken into account, only 48% of the poorest group and 75% of the second poorest group complete
primary education. This figure falls to 5% and 6% respectively for upper secondary education (ibid,
2021). Looking at these trends, especially considering that many survivors in Cambodia are from
low socioeconomic groups and live in rural areas (as explained in Section 2.1), it is likely that less
than 73% of children with disabilities (and survivors) completed primary school in Cambodia, and
less than 20% completed upper secondary school.

Figure 14: Estimated Primary Education Completion Rate for Children with and without Functional
Difficulties (Source: UNICEF Database on Education for Children with Disabilities (2021))

The CMAA’s 2019 Article 7 report found that “253 children with disabilities, including
mine/ERW survivors, were sent to study at primary school” (Cambodian Mine Action and Victim
Assistance Authority, 2019). According to the CMAA, 190 children with disabilities were equally
supported in 202151.
During the interviews for this study, there was repeated reference to children with disabilities not
being fully supported in mainstream education. One person with a disability (not harmed by
conflict), who now runs an organisation to provide vocational training and education for people
with disabilities, stated that there are only two special education services in Cambodia, no specialist
equipment or staff for integrated education, a lack of a specialised curriculum, and poor physical
access in schools. Another person with disability not caused by conflict - a wheelchair user who
51

Email correspondence with the CMAA on April 28th, 2022.
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was studying at university and volunteered at a disability-focused NGO - also said that she needed
constant support from friends in order to access classes.
In Pursat, two children with Down’s
Syndrome were being supported by a
local NGO. As part of this support, the
NGO was providing education for the
children in a school with two specially
trained teachers and a social worker. It
was the understanding of this NGO
that there was an absence of teachers in
the mainstream education system who
were trained to support children with
cognitive disabilities52, and they
reported that this was one of the
primary reasons that parents chose not
to send these children to school.

Figure 15: Estimated Primary Education Completion Rate
for Children with and without Functional Difficulties in
Rural Areas (Source: UNICEF Database on Education for
Children with Disabilities (2021))

In Ratanakiri and Pursat provinces, Survivors 16 and 35 stated that their local schools were being
adapted to be physically accessible for wheelchair users and other persons with physical disabilities.
Also, in urban areas, schools that supported people with disabilities were more readily available.
For instance, there was an NGO in Poipet offering to provide children with disabilities and
children of survivors (including those of Survivor 23) with free education, food, healthcare, and
accommodation. Additionally, an NGO-run specialist school for children with physical and
intellectual disabilities on the outskirts of Phnom Penh has been taken over by the Ministry of
Education Youth and Sport (MEYS) (as of June 2021). One of the volunteers at this school stated
that funding had become more and more difficult to obtain and they could no longer rely on
international funding, hence the transition to the MEYS.
The MoSVY stated that there is an ongoing national effort to raise awareness around the right to
education for people with disabilities, and various strategies are being carried out by the MoH, the
MoSVY, and the MEYS to expand and improve education for them. Initiatives include the
Inclusive Education Strategic Plan, the Policy for Inclusive Education, and the Continuous
Development Action Plan. Because these efforts to improve and expand education for people
with disabilities were relatively recent, the participants to this study had not benefited from their
impact at the time of the interview53. Only six survivors stated that they completed primary school,
with only four completing high school and none attending university. The reasons given for not
attending school included costs, conflict, the need to work to help family, the lack of specialists

52

This is referred to as ‘intellectual disabilities’ by many organisations and government agencies in Cambodia.

53 All survivor participants to the study were over the age of 27. The youngest participant completed primary school, attended

high school, and received vocational training provided by the government in partnership with an NGO. She now has her own
hair salon.
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and/or support staff, physical
accessibility, and location/distance of
school from home. Survivor 1 also
cited discrimination as a reason and
said that the parents of the other
children had put pressure on him to
drop out of school because they did
not want their child in the same class
as someone with a disability.
Education for the children of Figure 16: Estimated Out-of-School Rate for Secondary
Children with and without Functional Difficulties in
survivors is also an issue, with 94% of School:
Rural Areas (Source: UNICEF Database on Education for
the survivors who had children Children with Disabilities (2021))
referring to it as a primary concern
(either in relation to cost or access). Many survivors (4, 5, 12, 13, 32, 33, and 34) in rural areas
claimed that the distance to high schools and transportation costs were the reasons that their
child/children did not attend secondary school. Survivor 12 stated that the closest school was
10km away from his house and cost him 2.5USD in transport each day; some days this meant that
he had to choose between sending his children to school or eating. Some survivors (4/10 survivors
in group interview 2, and Survivor 29) also mentioned that, as they got older, working on their
farms became more difficult, so they had to take their children out of education to help bring in
an income. Another family
referenced the need for their
daughter to stay home from school
to help care for Survivor 31, who
had had a stroke and needed
constant supervision.
This was not the case for all
survivors in rural areas, and two
survivors (4 and 35) had managed to
support their children through
university, although both had to take
out loans which they had since paid
off.

Figure 17: Estimated Out-of-School Rate for Children with and
without Functional Difficulties (Source: UNICEF Database on
Education for Children with Disabilities (2021))

2.2.5. Economic Inclusion and Vocational Training
Cambodia’s 2019-2023 National Disability Strategic Plan aims to counteract some of the negative
economic effects of disability through poverty reduction and the creation of job opportunities
(The Royal Government of Cambodia, 2019). There are special considerations for landmine/ERW
survivors within this strategy which is bolstered by the National Mine Action Strategy 2018-2025
(The Royal Government of Cambodia, 2017). Under the management of the CMAA, this effort is
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being strengthened by Cambodia’s additional SDG, Goal 18, which includes the objective to
“Promote the rights and improve the quality of life of persons who have disabilities due to
landmine/ERW accidents” (Kingdom of Cambodia, 2019, p. 82). Despite this, the implementation
and impact of these policies seem to be limited, and many of the participants have found
themselves in informal, low-income, and unsuitable employment. In addition, local NGOs
supporting survivors and people with disabilities claimed that many agencies were failing to hit the
target for the number of employees with disabilities (2%), a target set by the Law on the Protection
and Promotion of the Rights of Persons with Disabilities (2009). Contrary to this view, the local
authorities in Poipet claimed that 2% of the public sector employees and 3% of private-sector
employees in the area were people with disabilities.

Children and adults with cognitive and physical disabilities learn how to make clothing using looms at
an NGO centre in Kampong Chhnang. The garments are sold as part of the NGO’s social enterprise
model of financial sustainability.

In rural areas, where many survivors live, the level of disposable income falls far below that of
urban areas. Most survivors with disabilities are likely to work in the informal, primary, and
secondary sectors, including farming and labouring. Of the 51 participants to the study where their
employment was distinguishable54, nine worked for NGOs (seven in demining), 25 had their own
farm or livestock (e.g., poultry, cattle, pigs), six had a business (e.g., shop, motorcycle repair,
hairdresser, tailor, mat making), two worked as labourers, and nine were unemployed. An
additional five people with disabilities were earning an income by selling textile products with the
support of an NGO but they were not survivors of landmine/ERW harm.
The challenges linked to low incomes can be masked by the general employment context in
Cambodia. With an unemployment rate of 0.33, it is the second-lowest in the world (World Bank,
2022). The reason for such a low rate, however, is that most people work in the informal sector
with no insurance and a low and unstable income. This was evident in the interviews as the income
54

The employment of some participants in group interviews was not distinguished
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of those working in the informal sector was limited: one female survivor in rural Kratie Province,
for instance, was earning approximately 25USD per month before costs, putting her far below the
poverty line of 81USD per month. In fact, none of the survivors believed that they had a suitable
and sustainable income to independently support themselves and their families (where survivors
had families). Of the three blind participants in the study (Survivors 26, 29, 30), none were working,
and all relied on their children, wives, or other members of their family for support. However,
both the blind participants under 60 (Survivors 26 and 29) expressed their desire to earn an income.
Survivor 26 wanted to raise chickens and had been provided with the birds and training by an
international NGO. However, they had failed to provide the survivor with coops, resulting in the
chickens being killed by dogs.

A male survivor cleans a customer’s moto in Rottanak Mondol, utilising skills he gained from
vocational training provided by an INGO.

Consideration of the skills of the individual and their aspirations was often overlooked when
economic programmes and opportunities were offered to survivors. For those involved in existing
programmes, some claimed that the positions were ill-matched. Survivor 20, a woman in Oddar
Meanchey, stated that she wanted to repair motorbikes as she lived on a main road and enjoyed
fixing them. Another survivor in the same province stated that she was given farm animals to look
after by an NGO, but she wanted to have a shop to sell groceries. In fact, 66.7% of survivors
stated that they wanted to change employment due to reasons such as aspirations, skillset, physical
pain, etc., but did not feel as though there were opportunities to do so.
Other survivors, such as a hairdresser (Survivor 3) and a tailor (Survivor 6), said that access to
employment through vocational training programmes had greatly improved their quality of life
and stated that it had given them independence and improved their mental health. However, they
stated that to achieve a sufficient income they required additional skills that were not available in
their area. Therefore, they continued to rely on external support. Where distinguishable, 70% of
survivors claimed that their employment did not provide them with enough income to support
themselves and their families, with 100% of women stating this to be the case.
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In addition to vocational training programmes, three
farmers in Pursat (Survivors 12, 13, 14) praised an interestfree loan scheme that helped them expand their farms and
greatly improve their quality of life. Survivor 13 also stated
that the loan scheme had allowed his youngest child to go to
high school, something that was not possible for his two
older children. This exemplifies the extended impact of
economic support on indirect victims.
Also highlighting this interconnectedness and extended
impact of economic status is the link with physical and
mental health. Positive physical and mental health were
seemingly intertwined with the ability to earn an income and
support families. For those working in agriculture and
labouring, some (Survivors 5, 14, 21 32, 35, 36) quoted pain
during and subsequent to labour-intensive work as a source
of mental distress. Survivor 2 referenced the insecurity of
employment as a source of mental distress. In fact, almost
all respondents stated that they did not feel as though their
income was secure. Even those working in the NGO sector
(Survivors 7, 8, 9, 10, 11) said that they worried about a
reduction in funding leading to the loss of employment.

A female survivor cuts a client’s hair
in a salon paid for by the local
authority, and utilises skills gained
from vocational training paid for by
an INGO.

COVID-19 compounded the lack of viable employment choices and placed additional pressure
on many of the participants to this study. One disabled people’s organisation in Battambang that
gives out loans to people with disabilities and survivors stated that many businesses they funded
had lost money due to their enforced closure during the pandemic and some had even collapsed
completely. A female survivor (Survivor 3) in Battambang stated that the number of customers in
her hair salon had reduced greatly and that she was struggling financially as a result.
In addition, discrimination is another key factor that has a direct impact on economic inclusion.
Survivors 18 and 19 described how they were pressured to leave their work because of
discrimination. Survivor 18, an ex-teacher who was injured by a landmine in 1986, stated that after
his accident he was forced to quit because neither staff nor parents wanted him to teach in the
school. Survivor 19, a woman who was injured by a landmine in 1998, volunteered to cook at the
local school but people refused to eat her food because she was disabled. In both cases, they stated
that they no longer faced discrimination in the workplace and were being supported by their
communities. Survivor 18, however, claimed that he would never return to teaching because of
the way he was treated.

2.2.6. Food Security and Financial Support

112

Food security and financial support are a critical part of the welfare system for survivors, with
many experiencing reduced or lost income because of their injury or disability. This can have a
compounding effect on a family when the survivor is the head of household or when other
members of the household are required to support them. Disposable income and food were
mentioned as primary concerns by 81% of the survivors who were interviewed for this study.
To mitigate the economic impact of landmine/ERW harm, the Royal Government of Cambodia
has various mechanisms in place to provide low-income families with financial support, food, and
other resources. One of the primary and most common mechanisms is the ID Poor program,
which grants free healthcare and provides a monthly welfare payment adjusted according to the
socioeconomic context of the family. According to the Department of Social Welfare, there are
three levels to this scheme, with level 1 granted to the most vulnerable and those requiring the
most support. Where distinguishable, 32 survivors had access to ID Poor (with a majority of these
at level 1, highlighting the severity of their situation). Administrators at the Department of Social
Welfare in Battambang stated that they were aware that the amount granted through the ID Poor
scheme was not enough to elevate low socioeconomic survivors and people with disabilities from
poverty, but it was all that they could offer on the budget they were granted. The amount granted
per month (on a 12-month review basis) to participants of the study ranged from 30-60USD55.
Another government support mechanism is the Health Equity Fund, which provides free
healthcare to low-income groups. Awareness of free healthcare is seemingly limited as at least three
survivors stated that they had not had health concerns checked due to the perceived costs.
The military pension for injured veterans is an additional mechanism for providing survivors with
financial support. (This does not include those that fought for the Khmer Rouge). The difference
in the quality of life for those who received the military pension and those who did not was clear
when visiting houses and families. There was a much higher level of access to clean water, food,
and education for those receiving the military pension. Also, fewer survivors receiving the pension
complained of mental health concerns or physical pain from work.
The final observed mechanism is the allowance for persons with severe disabilities, which came
into force in 2011 as a sub-decree of the Law on the Protection and Promotion of the Rights of
Persons with Disabilities. However, only one of the participants to the study believed that they
were receiving this allowance.
None of the survivors believed that they worked in enterprises that were covered by the social
insurance schemes managed by the National Social Security Fund, which provide financial security
for survivors and people with disabilities working in large (since 2007) and small-to-medium (since
2018) enterprises.
All survivors stated that they relied on some form of income in addition to their employment,
either through an official mechanism or through family and friends. It should be noted that in
For a full description on the procedures for identifying ‘Poor Households’, please refer to the following report by the Ministry
of Planning (2017): https://mop.idpoor.gov.kh/files/documents/IDPoor_Procedures_Urban.pdf
55
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some cases, survivors earned over the poverty line (approx. 2.7USD per day) but still did not have
enough money to support themselves and their families (e.g., food, education, healthcare). In four
cases, those who were qualified to receive the ID Poor or the military pension had not received it.
A representative of the Victim Assistance Department of the CMAA said that the validation
necessary to receive the military pension was sometimes difficult, especially for those who were
injured before 1993 as the process requires a senior member of the same regiment to validate their
service. In addition, two female survivors whose husbands died in the war had failed to obtain the
military pension.

A woman with disabilities discusses how she makes money with a representative from
the Jesuit Refugee Service.

For those entitled to ID Poor, the acceptance rate was seemingly much higher due to the process
by which the status was validated. This is done on a discretionary basis by a member of the local
authority. However, one woman (a mother of two children with Down’s Syndrome) who has no
income said that she was not granted ID Poor because she inherited a house and motorbike from
her husband. Another survivor (Survivor 22) in Oddar Meanchey was not receiving ID Poor
because she was unaware of how to apply. The CMAA acknowledged that the system was not as
effective as it could be but stated that efforts were being made to improve it.
All the survivors over 60 were being supported in some capacity by their families, although many
continued to work. Five survivors working for an NGO were all trying to get their contracts
extended beyond retirement age despite all receiving the military pension. They stated that without
work, they would not be able to provide for their families.
While speaking with deminers of both national and international mine action organisations, their
knowledge about insurance was very limited. It was the understanding of those who did have
information, however, that there was a one-time pay-out and short-term support following an
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injury. The insufficiency of support was exemplified by the case of a female ex-deminer, who was
injured while on duty and yet was not receiving appropriate support. Those who knew her said her
injuries, exacerbated by her precarious financial position, caused her difficulties.

The research team observes a pen and pigs provided to a survivor by an NGO
in Rottanak Mondol.

In addition to government mechanisms, various NGOs and disabled people’s organisations
(DPOs) were running programmes to provide families with food and financial support. One of
the most effective was a self-help programme in which cattle and rice were granted to communities
to generate sustainable mechanisms of income. One of these communities was thriving with a
stocked rice bank, a savings fund (that could be used to help people with disabilities in their
community), and several cattle. Another national organisation, which provided loans to farmers to
expand their yield had similar results.

2.2.7. Housing and Infrastructure
Suitable housing, access to water, electricity, heating, and other infrastructure is critical to quality
of life, hygiene, health, and security. Where distinguishable, 82% (40) of survivors believed that
they had suitable accommodation, 86% said that they had access to clean water (mostly bottled or
filtered), 94% stated that they had some form of electricity (either small generators or solar panels),
and all said they had ways to provide heat for warmth and cooking. None of the survivors were
connected to electricity or water mains.
Multiple survivors (4, 7, 8, 9, 10, 11, 12, 36) complained of the days getting hotter and the nights
getting colder, causing swelling (in the heat) and pain (in the cold) for those who had amputations.
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Of the survivors who participated in
the study, at least 9% had been
impacted by flooding. Survivor 20 said
the water they used to wash caused
them to have itchy skin, and they often
got sick from drinking it, including
diarrhoea. Inefficient refuse services
also lead to issues for sanitary living.
For example, children were seen
playing in the rubbish in Poipet,
Banteay Meanchey.
Both the government and NGOs have
worked to create suitable housing for
people with disabilities. In Oddar
Meanchey, two homes had been built with the support of NGOs, and in Battambang, the local
authorities stated that they had built 50 houses for people with disabilities. In Pursat, NGOs
supplied houses with solar panels to provide electricity. In two other cases, NGOs built toilets for
houses in Oddar Meanchey and Battambang. Despite these efforts, there were some survivors who
did not own their homes or the land on which they lived. One member of an NGO in Oddar
Meanchey stated that land ownership was one of the biggest challenges to survivors. In the
indigenous communities of Ratanakiri, all the survivors only had ‘soft’ deeds to their land, which
put their ownership of land at risk if a crisis were to occur. The CMAA stated that it was rolling
out an initiative to turn ‘soft’ deeds into ‘hard’ deeds to remedy this.
A group of children living in urban Poipet, in a community
with a high population of survivors.

A survivor’s house sits inches under water for 12 months of the year.
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2.2.8. Social and Political Inclusion
94% of the 64 survivors who participated in the study stated that they had faced some form of
discrimination in their community and/or family. The four (Survivors 3, 6, 32, 33) who had not
faced discrimination had been injured most recently. However, almost all survivors felt that they
were now being supported and included by their communities, stating that there had been a vast
improvement in understanding and attitudes over the years which they attributed to new laws,
media campaigns, and general awareness-raising. Five respondents (Survivors 5, 12, 14, 20, and
30) said that they did not feel discriminated against but still did not feel supported.
A recurring theme among survivors regarding the change in attitudes from family and friends was
the establishment of active economic roles in society. Various survivors (3, 4, 6, 12, 13, 15, 16, 18,
19, and 32) stated that once they were able to provide a source of income, they were treated as
part of the community rather than an incumbrance. In contrast, the local authority in one area
tried to pressure Survivor 20 into leaving her home because they already had ‘too many’ people
with disabilities in their community and did not want the additional burden.
Beyond the communities, 72% of survivors thought that they were being considered and
represented by the government both nationally and locally. Where distinguishable, only four (11%)
did not vote. Of those who did vote, all thought that voting was accessible and all were prioritised
at voting stations.
Of those working at the Victim Assistance Department of the CMAA, at least two staff members
had disabilities. Despite this, only 8% of survivors were aware of policies that were in place to
support persons with disability. Of the local disabilities organisations that were interviewed, very
few felt involved in the political process. The groups also highlighted the specific needs of women
with disabilities, including emotional abuse, economic abuse, sexual abuse, and violence.
Twelve survivors stated that they felt
services had improved for people with
disabilities in the last decade. Two of
these survivors reported that services
had improved significantly, seven stated
that life was the same, and seven were
unsure if things had changed. Many
referenced COVID-19 as the reason
that they did not believe services had
improved.
The Disability Action Council stated
that accessibility was one of the core
issues for people with disabilities in

A survivor network meets with a supporting NGO in Kravanh,
Pursat province.
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Cambodia. To counter this, they said that they were working to build 22 accessible community
buildings, which could be used as a model for access to supermarkets, hospitals, transport,
communication, airports, etc. They stated, however, that funding was the main barrier to achieving
this.

2.2.9. Protecting and Promoting Rights
The protection and promotion of the rights of people with disabilities is at the centre of the victim
assistance section of the National Mine Action Strategy 2018-2025, which states that a
“comprehensive legislative and policy framework to guarantee the rights and address the needs of
people with disabilities” will be established. This is reinforced by the Law on the Protection and
Promotion of the Rights of Persons with Disabilities (2009), the National Disability Strategy Plan
2019-2013 (2019), and the ratification of the CRPD (2012).
To this end, the MoSVY is implementing a call-in mechanism (which is also accessible to those
with hearing disabilities) to report any rights violations and get legal assistance. The quality-of-life
survey that is currently being conducted by the CMAA will also help to reveal how well rights are
being respected and promoted across Cambodia. This could not be distinguished within this study
as none of the participants reported any rights violations, which may have been at least in part due
to a lack of awareness of their rights.
Of the survivors, only half had received information on their rights. When discussing how they
were informed of their rights, 88% said that they had been informed of their rights by NGOs,
mostly through workshops in the local community. Other survivors stated that they gained their
information through YouTube, social media, radio, or books. In Ratanakiri and Kratie, two
Survivors 19 and 35 stated that there were radio stations facilitated by and dedicated to people
with disabilities, where disability rights were regularly discussed.
The development of the Law on the Protection and Promotion of the Rights of Persons with
Disabilities in 2009, as well as the ratification of the CRPD in 2012, has seemingly had an impact
on the awareness of these rights. However, none of the respondents could list any of the rights
that they had as persons with disabilities.

2.2.10. Identification, Data Collection, and Information
Management
The ability to correctly identify and record survivors, as well as identifying which services they
need and which services they have access to, is critical to efficiently and effectively mobilise
funding. In Cambodia, the Cambodia Mine/ERW Victim Information System (CMVIS) collects,
analyses, and disseminates information on landmine/ERW casualties and incidents. The CMVIS
has been using the Information Management System for Mine Action at a national level since 2014.
118

Despite widespread support from the mine action community, which regularly submits
information to the CMAA for the IMSMA system, the power of IMSMA regarding victim
assistance is not well covered as it largely focuses on incidents, surveys, risk education, explosive
ordnance disposal, clearance, and land release. Many of the mine action operators in Cambodia
were critical of the limited and outdated capabilities of the IMSMA system, as well as the lack of
attention given to victim assistance.

The head of an NGO and a volunteer in Kampong Chhnang, both women with
disabilities, discuss the rights of women.

Although there have been various efforts made to register persons with disabilities (including
mine/ERW survivors) in Cambodia, its effectiveness has been limited. For instance, only 37.5%
of survivor respondents to this study could confirm that they had been registered, with 20.3%
claiming that they had not been registered and 42.2% stating that they were not sure.
There is a lack of consistency in the definitions used by various ministries and surveys in relation
to disability. In the 2008 census, the National Institute of Statistics (2009) recorded 192,538 people
with disabilities in Cambodia, which constituted 1.44% of the country’s population. The National
Institute of Statistics survey in 2014, however, used the Washington Group Disability
Questionnaire to estimate that the level of disability is closer to 10% of the population (National
Institute of Statistics of Cambodia and Ministry of Planning, 2016).
The CMAA has identified this as an issue, and
it is working to mitigate the lack of information
and understanding about survivors and people
with disabilities – namely, a comprehensive
quality of life survey (QLS). As of November
2021, the QLS had reached 4,000 villages and
28,000 survivors and people with disabilities.
The survey looks at socioeconomic indicators
such as education, healthcare, mental health,
social inclusion, employment, access to clean
water, and benefits. The survey is conducted
on a tablet and provides an individual with a
personal circumstances score. If this score falls

A man in urban Poipet speaks with a volunteer
conducting a quality-of-life survey for the CMAA.
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below a certain threshold, the CMAA investigates and provides assistance. According to the
CMAA, using tablets instead of paper reduces the workload by 60-70% and limits the risk of
missing, duplicated, or incorrect data.
The healthcare system has no centralised or digital database, therefore if a patient is moved from
one hospital to another, their medical records are not necessarily accessible. Additionally, there is
no standardisation for the level and type of data collected by the various hospitals and healthcare
centres.
Even once a person with disabilities is identified by the local or national authority, there is no
identification system in place (such as an ID card). This is particularly important for those with
non-visible disabilities. For instance, one survivor (Survivor 36) who had shrapnel injuries resulting
in regular dizziness and fatigue stated that when travelling outside of her community, she was not
given any special consideration because people did not believe that she had a disability as she was
not “missing an arm or a leg”.
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3. Case Study: Ukraine
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3.i. Key Findings and Recommendations: Ukraine
Findings

Recommendations

Almost all VAEO casualties occur in the grey zone –
e.g., areas near the contact line56 – which are the
most inaccessible areas for emergency services.

The Ministry of Healthcare, alongside other relevant
ministries (such as the Ministries of Defence,
Internal Affairs, and Infrastructure) should
coordinate to establish a strategy for creating
corridors to rural areas for emergency services
(including ambulances). Determining an effective
strategy should include consultation with nongovernment mine clearance organisations as well as
local authorities and communities.

For those who were injured in the grey zone and
other high-risk areas, accessing emergency
transportation was not possible. For some, they had
to wait hours or days to reach operating theatres or
facilities where they could be treated. Many areas
remained inaccessible in eastern Ukraine due to
suspected (or confirmed) contamination and ongoing
shelling.
NGOs provide equipment and support to the
emergency services where they do not have enough
resources to support themselves. This includes both
emergency healthcare centres and hospitals, as well
as transportation.
Multiple service providers said that civilians injured
or disabled in the NGCA could not access healthcare
services in the government-controlled areas (GCA)
due to discriminatory policies of the Ukrainian
government.

The Ministry of Healthcare should work to
streamline emergency care and referrals to ensure
that services are quickly and easily accessible. This
would require coordination between local authorities,
military, hospitals, and police.
The Ministry of Healthcare must, through data
collection and analysis, identify the scale of
healthcare needs and develop a strategy that ensures
emergency services are properly equipped to respond
to incidents in conflict-affected areas. Where the
budget request exceeds the capacity of the Ukrainian
government, international and private investors
should prioritise such services for support.
Mine clearance and humanitarian organisations
should redirect resources such as vehicles and
equipment to assist emergency evacuation and
transport. They should also, where possible and with
permission of all parties, utilise surveillance resources
to quickly identify contamination (or lack thereof) to
enable them to create safe corridors in affected areas
to allow access to healthcare and other important
services.
In areas that are not controlled by the Ukrainian
government, the authorities must allow humanitarian
organisations to assist with emergency evacuation
and care. If the authorities and structures in these
areas do not have the facilities or resources to
provide care, then they must allow for survivors to
be transferred to government-controlled areas (or
abroad) to receive treatment. Equally, the Ukrainian
government must establish a non-discriminative

The contact line is the line that split the Government Controlled and Non-Government-Controlled area in Ukraine. The line
ran through Donetsk and Luhansk oblasts, from the northern border with Russia to southern border on the Black Sea. Shelling
and other fighting between government forces and the separatists was most intense in the areas in proximity to this line.
56
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policy and allow all injured civilians to receive
emergency care, no matter where they were injured.
The lack of specialists meant that – based on firstand second-hand accounts – some survivors had to
travel to major cities and, in severe cases, the capital
of Kyiv following their incident. This increased
prehospital time (e.g., the time preceding necessary
surgery), the risk of increased long-term damage, or
death from injuries.
Multiple service providers from NGOs and INGOs
working in the healthcare sector claimed that
Ukrainian hospitals and healthcare centres were
largely outdated and inefficient.

Most survivors claimed to have suffered some form
of financial loss and/or debt related to their injury.
These costs were, in most cases, largely related to
healthcare, absence from work, and accommodation
for them and their family during care (and in some
cases permanent relocation).
Most survivors claimed to have paid for medication
and other auxiliary costs. Some survivors stated that
they had paid out the equivalent of thousands of US
dollars over the years since their incident. This was
corroborated by multiple administrators and service
providers of NGOs supporting survivors and victims
of conflict, with the subsequent financial costs
resulting from direct and indirect harm by VAEO.
Policies already in place to support survivors and
displaced persons with accommodation were not
implemented effectively.
Many NGOs and international organisations
prioritised financial aid to support costs faced during
emergency and continuing healthcare.

The Ministry of Healthcare and the Ministry of
Education and Science should develop a national
programme to increase the number of trauma
specialists in state hospitals, especially specialist
surgeons. This may include subsidised university fees
and awareness-raising campaigns.
To support such a strategy, international NGOs
working in the healthcare sector should prioritise the
training of specialist staff and advise the Ministry of
Healthcare on hospital standards and procedures.
In conflict-affected areas, international and private
investors should prioritise the funding of emergency
and continuing healthcare resources and facilities
(including localised utilities such as generators).
The Ministry of Health must work to implement
standards in hospitals that ensure that people with
disabilities are granted free medication and subsidies
for auxiliary costs relating to emergency and
continuing healthcare services.
Although such standards were, in theory, in place in
2021, first- and second-hand accounts suggested that
local authorities and hospitals were not providing
free medication.
With the decentralisation of government service
delivery responsibilities to the oblast (e.g., region)
level, local authorities should collect data to assess
the need for funding and resources to meet the
demand. National and international investors
(including the government) should, as a priority,
coordinate and provide medication, equipment, and
funding to ensure that hospitals remain operational.
The Ministry of Social Policy, the Ministry of
Healthcare, and the Ministry of Finance should work
together to ensure that those injured by conflict
receive sufficient and sustainable financial support
for primary and auxiliary costs related to healthcare
and loss of income-related directly and indirectly to
VAEO harm. A compensation scheme should be
established as soon as possible, and the amount
granted should extend to cover the costs incurred by
families of survivors.
While such a national system is being established,
NGOs and international actors should consider
directing funding towards survivors and their families
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who are receiving emergency and continuing
treatment.

No physical rehabilitation centres existed on the
GCA side of Donetsk and Luhansk at the time of the
research. This meant that some survivors had to
travel hundreds of miles for rehabilitation services,
spending critical time out of work and away from
families.
In some cases, survivors forewent rehabilitation due
to the difficulty and time-consuming nature of
accessing it, even if it was offered for free.

The Ministries of Healthcare and Social Policy
should establish physical rehabilitation centres with
comprehensive services available in areas where the
needs are the highest. In 2021, this was in the
Donetsk and Luhansk oblasts, where many survivors
and other persons with disabilities related to the
conflict lived.
While such centres and facilities are being
established, NGOs and the government should focus
on making the facilities in the larger cities financially
accessible to survivors.
Improving rehabilitation services is a long-term
solution, and funding for emergency and continuing
care to reduce mortality and morbidity should be
prioritised during and after times of intense conflict.
However, a plan must be established as soon as
possible to put in place the funding necessary to
establish a national system of rehabilitation,
prosthetics, and orthotics provision.
Where possible, existing rehabilitation and assistive
device services should continue to support survivors
and persons with disabilities living in all locations.

Multiple survivors claimed that they wanted to
contact NGOs for support and advice throughout
their emergency and continuing care but did not
know who to contact.
The referral system between organisations and
agencies (governmental and non-governmental)
struggled to identify people that needed their
support.

The protection cluster, in coordination with the
relevant ministries, should consider establishing a
publicly available platform that can make available all
contact details and descriptions of activities of
organisations and agencies working with those
affected by conflict (including people with
disabilities) to improve the efficacy of self-referral.
Quick and suitable referrals are only possible through
close communication and cooperation between the
relevant actors.
A strong and efficient system of referral is especially
important during times of heavy conflict.

Service providers and administrators claimed that
survivors and other conflict victims were often
denied mental health and psychosocial support due
to the perception that they were reserved for people
with severe disabilities or cognitive and mental health
difficulties.

The Ministry of Healthcare (and relevant NGOs)
should consider a national awareness-raising
campaign to improve the understanding of mental
health and psychosocial support to encourage
survivors and indirect victims to accept such services
if required. To successfully achieve this, the strategy
should utilise local and trusted partners to improve
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None of the survivors believed that they required
MHPSS despite going through traumatic incidents.
Most of the survivors who had been offered MHPSS
rejected it.

the perception of mental health and psychosocial
support.

For one survivor (and various second-hand
accounts), hospital staff were not sympathetic and
did not reassure patients.
Children who experience trauma are, according to
multiple accounts from service providers, not
enrolled in MHPSS services by their families due to
the stigma surrounding such services.
One MHPSS programme had been largely successful
in gaining the support of the local community
through its partnership with a local Christian charity
which was already established and trusted.
There was a lack of MHPSS services available to
survivors and indirect victims in Donetsk and
Luhansk. There was also a scarcity of psychologists
and trauma specialists.
According to service providers, MHPSS was
successful when it reached children who had
experienced trauma.

As with other areas of healthcare, the Ministry of
Healthcare and the Ministry of Education and
Science should consider a national strategy to
increase the number of MHPSS workers in Donetsk
and Luhansk, especially psychologists.
At the local level, peer-to-peer support networks
should be established to provide mental health
support to bolster professional healthcare services in
the local area.

According to administrators and service providers of
NGOs working with conflict-affected children,
mainstream schools, specialist schools, and boarding
schools for children with disabilities are often illequipped to provide effective education to children
with disabilities. Specifically, they often lack
resources, suitable buildings, and suitably trained
staff.

The Ministry of Education and Science should work
with NGOs and other relevant ministries to build,
adapt, or rebuild schools that are accessible for
children with disabilities. The Ministry of Education
and Science must also work with the Ministry of
Finance and international investors to provide
resources and train staff on effective education for
children with disabilities.

In addition, children were not granted additional
support (such as extenuating circumstances on their
exams) if they were absent from school due to their
injury or disability.

The quality of specialist and boarding schools for
persons with disabilities is of serious concern, and
the Ministry of Education and Science should
consider an investigation into the suitability and
safety of these institutions for persons with
disabilities.

Compounding the challenges faced by children with
disabilities, there were multiple accounts of
discrimination by communities, peers, teachers, and
families. Additionally, some parents chose not to
send their children to school due to perceived stigma
related to their disability. In some cases, parents did
not register their child’s disability for the same
reason. In other cases, they refused MHPSS for their
child.

The Ministry of Social Policy and the Ministry of
Education and Science should consider a national
strategy to improve understanding and awareness of
disabilities and the rights of persons with disabilities
within communities.
There is a need for effective implementation of a
new education law that had not been effectively
implemented as of August 2021. International
education stakeholders in Ukraine need to work with
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Further compounding the issues, COVID-19 had
restricted NGO access to vulnerable children and
prevented children from going to school.

the relevant local and national authorities to provide
guidance on implementing suitable curricula and
standards of education for children with varying
disabilities, based on international standards.

Due to a lack of job opportunities and a failing
economy, people living along the contact line were,
according to service providers, taking increased risks
to make money or find food.

The Ministry of Social Policy and the Ministry of
Economic Development and Trade need to – in
times of stability – strategize suitable and sustainable
economic opportunities for survivors and those
living in conflict-affected zones. Such a strategy
should work in cooperation with the private sector
and focus on incentives for employers and
enterprises that employ persons with disabilities at a
proportionate rate to the rate within the general
population.

Some survivors suffer physical pain from manual
labour and physically demanding work, and many felt
that there was a lack of alternative opportunities.
Survivors who had been provided with support or
offered alternative employment referenced an
improved quality of life.
The minimum rate (4%) of persons with disabilities
in employers’ workforces was not being
implemented. Where persons with disabilities were
employed, they were reportedly being given jobs with
limited responsibilities and minimal salaries.
Very few of the staff in NGOs had disabilities.
For survivors and persons with disabilities, the
principal barrier to accessing suitable assistance was
the process of applying for and being granted the
appropriate legal status of a person with disabilities
or a person disabled by conflict. For some, this
process took years, and, for others, it was still
ongoing. Some had their application rejected despite
meeting the requirements. Without these statuses,
some could not afford the healthcare they required
and had to seek financial support from NGOs,
families, and communities.
The government assistance available for people to
help them in accessing statuses and subsequent
financial support was reportedly limited.
National and international NGOs directed much of
their time and funding towards financial support for
victims and administrative assistance for accessing
legal status.
Only 50% (seven) of the interviewed survivors had
official disability status, and only two had the status
of someone injured by conflict.
For survivors receiving financial benefits, all but one
said that they did not have enough money to survive
without additional support.

NGOs supporting victims and persons with
disabilities should ensure that staff include an
appropriate rate of persons with disabilities
(consistent with the CRPD). As well as promoting
fair opportunities, this also embeds the expertise of
lived experience within the decision-making process
of organisations. The same standard (with a
minimum employment rate of 4%) should be
compulsory for all private and public companies.
Once formed, the NMAA must work with the
relevant ministries (such as the Ministry of Social
Policy) to streamline the application process to
receive official status as a person with disabilities or a
person disabled by the conflict. This may include
simplifying the application process (such as an online
option) and provisioning more effective
administrative support.
In addition to guiding and encouraging the
government to streamline the process of accessing
financial support through government mechanisms,
humanitarian NGOs should continue to provide
cash assistance and assist with the administrative
process of acquiring the relevant legal statuses.
The Ministry of Finance and the Ministry of Social
Policy should consider streamlining and simplifying
the application process, especially during times of
increased conflict. Funding and resources should be
primarily focused on basic sustenance and cash
assistance for direct and indirect conflict victims.
On either side of the contact lines and borders, the
local authorities need to cooperate to ensure that
people can easily access services and finances. For
persons with disabilities, additional steps must be
taken to ensure that crossing official or unofficial
borders is straightforward. For disabled individuals,
NGOs should aid them through the provision of
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The difficulty of crossing the line of contact was a
tremendous barrier for those living in the NGCA
when collecting pensions and benefits. Multiple
survivors recounted examples of the difficulties faced
by persons with disabilities when crossing the border,
particularly during the height of the COVID-19
pandemic.

transport and assistive devices, as well as
administrative, legal, and logistical support to help
cross borders to see family, access healthcare, access
assets, finances, etc.

Reparation for housing damaged in the conflict was
not suitable and many, including multiple survivors
interviewed, were left without appropriate and safe
housing.

The Ministry of Internal Affairs and other relevant
ministries should ensure that reparation services or
costs for houses damaged by conflict are subsidised
for survivors, persons with disabilities, and indirect
victims.

Contamination resulted in individuals being injured
metres from their homes. Tripwires, boobytraps, and
other explosive devices were common in areas that
were once the frontline of conflict.
A lack of electricity, internet, transport, water, and
other infrastructure caused physical and economic
hardship for survivors living near the contact line.

Following conflict, the Ministry of Defence, the
MoIA, and clearance NGOs should prioritise the
clearance of domestic areas (both urban and rural)
and transport corridors from rural areas to hospitals
and other fundamental facilities so that people living
in contaminated areas can return to their homes
safely and access key services.
In the meantime, accommodation should be
provided by the state while humanitarian NGOs and
prioritised by international donors in times of crisis.
International donors, in cooperation with mine
clearance organisations and relevant ministries (e.g.,
Infrastructure, and Regional Development,
Construction and Communal Living), should
prioritise demining as well as the reconstruction and
repair of utility supplies and infrastructure in areas
where they have been disrupted or destroyed by
conflict.

None of the survivors had been made aware of any
social inclusion programmes.
Survivors did not see social inclusion as an important
activity.
One international organisation had begun to pilot
sports programmes and stated that it had been
successful in improving the wellbeing of its recipients
to the extent that it had become a primary focus in
the NGCA.

NGOs that work with the Ministries of Healthcare
and Social Policy should advise the government and
financially support social inclusion programmes as
part of the physical and psychological rehabilitation
process. Lessons can be taken from successes in
other countries and applied to the context of
Ukraine. These activities should be conducted and
managed at the local level (by both NGOs and local
government departments) in communities with high
numbers of survivors and persons with disabilities.
They should also be conducted in rehabilitation and
healthcare centres that treat survivors to stimulate
positive physical and psychological outcomes for
patients recovering from trauma.
Because these activities have yet to be implemented
in Ukraine, they should be guided by INGOs that
have had success conducting these activities in other
contexts. Contextualising the programmes, however,
will be important and will require consultation with
prospective recipients and local stakeholders.
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NGOs should conduct awareness-raising activities,
especially organisations that have conducted social
inclusion programmes in other countries. This may
include testimonies from recipients of the
programmes in other contexts or online peer-to-peer
discussions between countries. This will help NGOs
and the government to identify whether social
inclusion programmes can be successful in the
context of Ukrainian culture. Piloting these
programmes at a local level would be an important
first step.
Although it is an important and proven activity,
designing, testing, and implementing such a
programme is more suited to a period of national
recovery or stability, and may not be the best use of
resources in a time of conflict and humanitarian
crisis.
All service providers complained of the lack of a
reliable and comprehensive information system in
Ukraine, including a lack of understanding of the
scale and needs of victims.
At the end of 2021, the mine action victim assistance
working group, headed by the UNDP, was
workshopping a prospective information
management system in partnership with national and
international actors. This system followed the
process of the IMSMA established in Afghanistan
and Cambodia.
Administrators also complained about the difficulty
of identifying and subsequently assisting victims.
Alongside the creation of an NMAA, it was
universally agreed by administrators and service
providers that a national information system needed
to be established before a VA system could be
sufficiently funded and effectively implemented.
National entities such as the State Emergency
Services of Ukraine (SESU) were not trained or
required to collect data on incidents involving
victims of landmine and ERW harm. NGOs were
collecting such data independently of one another.

When forming the national mine action strategy, it
will be imperative to identify the level and type of
needs to create a national information management
system. The database should be available to
governmental and non-governmental national and
international actors working in the realm of victim
assistance. The information system should be
managed by the prospective NMAA (the Ministry of
Internal Affairs and Ministry of Defence) with the
support of the NGO community.
Organisations such as the UNDP and UNOCHA,
which operate in many countries, should provide
guidance to national bodies and utilise both local and
international knowledge to create an information
system that comprehensively records the number of
victims and level of need. To avoid retrospectively
collecting additional data in Ukraine, the lessons
learnt in other countries should be applied when first
establishing the IMSMA in Ukraine, which will
require communication between national offices of
international organisations. Equally important will be
the consultation of national and local organisations,
leaders, communities, persons with disabilities,
victims, and other stakeholders.
It may not be possible to establish such a system in a
time of intense conflict and humanitarian crisis, so
data collection should be localised (i.e., hospitals,
rehabilitation centres, social services, NGOs, and
other operators should collect information based on
information guidelines to measure the extent and
type of needs in their area). Even if the consolidation
and analysis of this data at the national level are not
possible, it will be useful for measuring needs and
suitable assistance once the conflict stabilises.
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Second-hand accounts of the referral system between
government agencies exemplified the lack of
communication and information sharing.
Many service providers complained of severe
difficulties in identifying survivors and victims of
conflict due to the lack of an information system, the
protections around information on victims, and, in
some cases, the desire of victims to stay hidden due
to the perceived fear of stigma and/or
discrimination.

According to humanitarian and development NGOs,
the lack of an NMAA (and a comprehensive mine
action law that outlines the roles, responsibilities, and
accountability of government bodies) has hindered
the progress of national mine action policy in
Ukraine. According to these service providers, the
lack of national structure has impeded the
effectiveness of key services, including poor referral
systems, limited ownership by government
ministries, missing data on victims’ needs, and legal
barriers to NGOs conducting operations.
Many survivors did not feel represented or supported
by local or national governments. In many cases, this
was a result of their experience within the system of
support (such as healthcare and social care).

The Ministry of Healthcare and the Ministry of
Social Policy should design and implement a strategy
to improve the referral system within and between
government services (e.g., hospitals, social services,
schools and rehabilitation centres). This should
include consultation with those working at the local
level to identify the source of the issues on the
ground, as well as current and prospective recipients
of the services.
NGOs and international organisations that work
closely with these government services should also
be included in the design of a strategy to improve the
referral system as they have witnessed the issue and
can utilise their expertise from within Ukraine and
internationally.
For victim assistance to be effectively implemented
in Ukraine, a national mine action authority and
supporting legislation needs to be established.
Without this, a national strategy for VA cannot be
developed. The proposed NMAA must work in
coordination with other relevant ministries to
effectively implement mine action (e.g., health,
education, and reintegration).
New mine action laws must outline the specific
victim assistance responsibilities of the government
and the policies that establish the budget and
mechanisms by which they can implement that law.
The NMAA should also work in close cooperation
with international donors and national and
international NGOs.
Giving structure to victim assistance by establishing
the legally supported roles and responsibilities of the
government is even more important during
humanitarian crises. Close cooperation with
international actors and coordination between
government ministries will also be critical for VA
success.
Survivors and other victims should be consulted and
included in the process from the outset to ensure
that their needs are considered.

129

3.1. Victim Assistance in Ukraine: Context and Key
Indicators
The protracted humanitarian crisis in CASUALTIES AND CONTAMINATION
Ukraine – in both the governmentIndicator
Figure (with source) Time
controlled areas (GCA) and the nonPeriod
government-controlled
areas Minimum number of
1,190* (UNOHCHR, 2014April
(NGCA) – stems from the onset of civilian casualties involving 2021)
mines/ERWs
2021
conflict in 2014 between the
Minimum number of
70 (UNOHCHR,
2020
Ukrainian government and the so- civilian casualties involving 2021)
called de facto authorities in the mines/ERWs
Donetsk and Luhansk 2014 Donetsk and Luhansk regions. A Most affected regions
regarding contamination
(GCA & NGCA)
Augus
significant development in this
t 2021
conflict was the use of landmines and Estimated contamination
7,000,000 (GCA) +
As of
2)
(m
14,000,000
2021
ERWs which, as of August 2021,
(NGCA)**
were still heavily affecting the lives of
(Landmine & Cluster
Ukrainians on both sides of the
Munition Monitor,
2021)
GCA/NGCA border. Although no
*
This
figure
is
largely
disputed
and
likely
to be far higher but due to a
survey had been conducted, in 2020
lack of a centralised database on casualties that differentiates weapon types
the Ukrainian Government estimated and limited access to the line of contact and NGCA, an accurate
that 7,0002km of land in the GCA approximation cannot be identified.
was contaminated while the OSCE ** This estimate includes all mines, including anti-vehicle mines.
Additionally, no survey has been conducted and these figures cannot be
estimated that there was an additional reliably verified., once a survey is conducted the expected estimated
14,0002km of contaminated land in contaminated area is likely to be significantly reduced.
the NGCA (Landmine & Cluster Table 12: Country Indicators: Casualties & Contamination
Munition Monitor, 2021)57. In 2019,
the Ukrainian government claimed
that it had not used anti-personnel
mines and accused Russia and
associated groups of using antipersonnel mines in its territory
starting in 2014. They stated that
“illegal armed groups had used
different types of mines, including
those banned by the APMBC and
which Ukraine does not possess. The
mines that have allegedly been used
by the opposition groups include
PMN-1, PMN-2, PMN-4, POM-2R, Figure 18: Map of casualties due to mines and ERWs
November 2019 – March 2021 (Source: OSCE, 2021)
OZM-72, MES type mines, and
MON-50 mines with tripwire” (Mine Action Review, 2020, p. 278). ERWs (UXOs and AXOs) are
As no survey has been conducted, these figures are loose estimates, and the real figure (as of 2021) was likely to be far lower.
The Ukrainian government has been recording 7,0002km of contaminated land every year since 2017, despite completed
clearance efforts.
57
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another large contaminant in Ukraine, mostly the result of shelling, abandoned grenades,
ammunition, and other explosive ordnance. Additionally, the contamination in Ukraine is partially
left over from the First and Second World Wars, although this contamination was in part cleared
by USSR Ministry of Defence engineers in the 1970s.
UNOCHA recorded over 1,19058 civilian casualties from landmine/ERW harm from 2014 to April
2021 (Zhuk, 2021). Other figures vary; for instance, the Danish Refugee Council (DRC) reported
in September 2020 that in their internal database for Ukraine they had recorded “2,060 casualties
(resulting from 1,126 incidents) from June 2014 to September 2020; 151 of these were children”
(Mashchenko et al., 2020). Meanwhile, the HALO Trust recorded 2,103 casualties between 2014
and 2019 (Landmine & Cluster Munition Monitor, 2021). These discrepancies highlight the issues
caused by a lack of a centralised database, which will be explored further in section 3.2. Even
though 2020 was a low-intensity phase of the conflict, UNOCHA reported that 55 civilians were
injured and 15 were killed by VAEO in Ukraine that year (ibid, 2020). The Landmine & Cluster
Munition Monitor recorded 277 casualties by mines/ERWs in Ukraine in 2020 (120 of which were
military), the fourth-highest reported total casualty figure of all States Parties in 2020 (Landmine
& Cluster Munition Monitor, 2021). In a more detailed account published in May 2021, the
Organization for Security and Co-operation in Europe (OSCE) reported 76 civilian casualties59
between November 2019 and March 2021 (OSCE: Special Monitoring Mission to Ukraine, 2021).
Of these casualties, 44 were caused by mishandling of ERWs (ibid, 2021), 74% (56) of the civilian
casualties were men, 13% (ten) were women, 12% were boys, and 1% were girls. Comparatively,
since the start of the conflict in June 2014 to October 2018, the DRC recorded a total of 827
mine/ERW accidents using open sources (DRC-DDG and UNICEF, 2019). Of the 1,582
casualties (21% urban, 79% rural), 119 were children (73 mine/ERW accidents), 105 occurred in
Luhansk and Donetsk (largely within the ‘buffer zone’ within a 15km distance from the contact
line)60, and 65% occurred in non-government-controlled areas (ibid., 2021). It was the first time
since monitoring began that mines/ERWs had become the primary cause of casualties by violent
means in conflict-affected areas (as opposed to shelling and small arms). The OSCE believed that
this was due to the ceasefire agreement (OSCE: Special Monitoring Mission to Ukraine, 2021).
This highlights the unique danger of mines/ERWs as they continue to be active soldiers that never
sleep and never miss, even after a ceasefire. In fact, the DRC predicted that, as the intensity of
conflict waned and people returned to their homes after being displaced by the violence, the rate
of casualties would increase due to the number of booby traps (such as grenade tripwires), mines,
and ERWs in the areas of eastern Ukraine to which civilians were returning.
The figures on both contamination and casualties make Ukraine one of the most mine-affected
countries in recent years. In addition to the casualties, the fighting in Ukraine (2014-2021) has led
to the internal displacement of at least 730,000 people, as well as one million refugees (DRC, 2021).
It was also estimated (as of August 2021) that the conflict had affected 5.2 million people and 3.4
million people needed humanitarian assistance (ibid., 2021). Two weeks before the current conflict
58 This

figure (and those following in this paragraph) only consist of verified casualties; the actual figures are likely to be far
higher.
59 As with the UNOCHA figures, this number includes victim-activated ERWs, which can include grenades, ammunition and
other explosive ordnance.
60 Among others, suspected hazardous areas were identified in the Bakhmut, Sloviansk, Lyman, and Volnovakha districts of the
Donetsk region, and in the Popasna and Stanichno-Luhansk districts of the Luhansk region.
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with Russia, UNOCHA released a comprehensive overview of the humanitarian needs in Ukraine
in which they state that there were 2.9 million people in need of humanitarian support,
approximately 13% (368,000) of whom were people with disabilities (UNOCHA, 2022). In their
report, UNOCHA broke down Ukrainians’ needs by sector, with 252,000 requiring education
support, 1.1 million requiring food and livelihood support, 1.5 million requiring healthcare
support, 158,000 requiring shelter and non-food items, 2.5 million requiring protection, and 2.5
million in need of water, sanitation, and hygiene (WASH) support (ibid., 2021). These areas of
humanitarian support will be explored in relation to survivors and indirect victims of VAEO in
section 3.2.
Despite the extended and protracted impact of VAEO harm in Ukraine, the Ukrainian government
had not formed a national mine action authority (NMAA) by August 2021 (see Table 13).
However, a long-awaited Mine Action Law (Law No. 2642) had been submitted to the Ukrainian
Parliament in December 2016. This initial law foresaw the establishment of the Ukrainian National
Mine Action Authority (NMAA)61, the Mine Action Centre (MAC)62, the Accreditation and
Monitoring Commission (AMC), and Quality Control Inspection (QCI)63 (Danish Refugee
Council, 2020). The law was developed in 2018 and adapted to form Draft Law No. 2618; it was
then adopted by the Ukrainian Parliament in September 2020 and signed by the president in
December 2020. The purpose of the new law was to operationalise the national mine action
response through an adapted version of the NMAA and the MAC. The adapted law also
significantly enhanced victim assistance guarantees (ibid., 2020). The areas of concern relating to
VA that were addressed by the adapted law included several key components. For instance, the
one-time compensation and annual assistance that had previously only been provided to only
victims now included all mine victims; likewise, free rehabilitation and housing during
rehabilitation for survivors were supposed to be covered by the state. Article 10 of the new law,
which focuses on victim assistance, also states that there should be increased social assistance to
child mine victims and that all victims should be granted reimbursement for travel costs related to
mine action. To note, the development of the law and the NMAA, as well as the implementation
of VA services in Ukraine, was being advised by a working group of victim assistance actors led
by the UNDP as well as the Geneva International Centre for Humanitarian Demining (GICHD).
In addition, the national mine action standards, first published in 2019, were revised in 2021 and
became binding upon the establishment of the NMAA (Landmine & Cluster Munition Monitor,
2021).
To ensure effective management and implementation of mine action activities, a national mine
action authority structure was envisioned (see Figure 19), with the authority headed by the Ministry
of Internal Affairs (MoIA) and the Ministry of Defence (MoD). According to representatives from
the VA working group for mine action64, a core role of this authority, as with the Mine Action
“an inter-departmental and collegial body under the Cabinet. NMAA was supposed to be a non-operational authority for
central mine action management, responsible for the coordination of state regulation and planning in terms of [mine action]”
(Danish Refugee Council, 2020)
62 “a central operational body for the implementation of the state policy in MA, conducting communication with the population
and operators” (ibid., 2020)
63 “two separate bodies under NMAA responsible for the certification of operators, monitoring of their compliance (AMC), and
control the quality of MA processes (QCI)” (ibid., 2020)
64 The Sir Bobby Charlton Foundation was invited to take part in a series of advisory discussions with the Mine Victim
Assistance Working Group from September to November 2021. This working group was led by the UNDP and included the
61
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Law, is to develop and implement “laws and policies designed to protect [victims’] rights, eliminate
discrimination and equalize opportunities”, and ensure that a holistic system of victim assistance
is provided to landmine/ERW victims, including emergency and continuing healthcare, physical
rehabilitation (including prosthesis and assistive devices), mental health and psychosocial support,
and social and economic empowerment and inclusion.
National
Mine
Action
Authority
(NMAA)

Victim
Assistance
Department
within
National
Authority

National
Centralised Mine
Action
Information
Management
System

Disability and VARelated Technical
Reference Groups
(TRG) and
Coordination
Groups

National
Mine Action
Strategy/Pla
n

National
Disability
Strategy/Pla
n

National Law
on the Rights
of People with
Disabilities

(Government
involvement in these
groups was limited)

Note: A law ‘On Mine Action’ was signed by the president in December 2020 but the international and national mine action
community was still working with the government to establish a national structure and strategy for mine action in 2021.
Table 13: National Mine Action and Victim Assistance Structures in Ukraine as of August 2021
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Protocol II on
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and other
Devices

CCW
Protocol V
on
Explosive
Remnants
of War

Conventio
n on
Cluster
Munitions
(CCM)

Convention
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Rights of
the Child
(UNCRC)

(Consent to be (Consent to
bound)
be bound)
Table 14: Ukraine’s Commitments to Relevant International Conventions and Treaties as of August 2021

The working group acknowledged that “while ultimate responsibility for providing this assistance
rests with national authorities, the Anti-Personnel Mine Ban Convention and Protocol V of the
Convention on Certain Conventional Weapons states that “each State Party in a position to do so
shall provide assistance for the care and rehabilitation, and social and economic reintegration of
mine and other ERW victims”. It also referenced the need for funding and services in Ukraine
provided by the international community. It was the opinion of the Mine Action Sub-Cluster and
the Mine Victim Assistance Working Group that the national and international NGO community
should continue to support the Ukrainian government “in establishing a comprehensive,
coordinated, age and gender-sensitive Mine Victim Assistance (MVA) response at the national
level and regionally in Eastern Ukraine (Luhansk and Donetsk oblasts)”. It would also continue to
conduct “respective activities through collaboration and coordination between relevant ministries
and actors in the disability sector, including survivors and other persons with disabilities until the
NMAA is fully formed”65. To align with its international partners, the Ukrainian Government has
committed itself to various international conventions, ratifying the APMBC in 2005 and the CRPD
(and the Optional Protocol) in 2010, as well as signing and ratifying other pertinent conventions
(see Table 14). Although the mine action mission was far from complete, these commitments
alongside the open cooperation with international mine actors, as well as the adoption of a mine
NMAA (MoD), SESU, MTOT, UNDP, OHCHR, UNICEF, ICRC, OSCE PCU, Air Light, DRC/DDG, Terre des hommes,
and Proliska, with an extended invitation to other relevant national and international agencies and NGOs operating in Ukraine.
65 This was taken from a statement sent out to members of the Mine Victim Assistance Working Group and shared with the SBC
Foundation on 06/07/21.
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action and other relevant rights-based and social protection laws, demonstrated tangible progress
towards national ownership of a functioning and suitable victim assistance programme.

Figure 19: Prospective National Mine Action Authority Structure in Ukraine (as of August 2021),
provided by the UNDP

While steps towards national ownership were being taken, as of August 2021, all pillars of mine
action were largely being conducted by international and national NGOs such as HALO Trust,
the Danish Refugee Council, the ICRC, Air Light, Proliska, and the Ukrainian Deminers
Association, among others. There was also involvement in various mine action-related activities
by the United Nations Development Programme (UNDP), United Nations Office for the
Coordination of Humanitarian Affairs (UNOCHA), United Nations Children’s Fund (UNICEF),
the United Nations High Commissioner for Refugees and the Organization for Security and Cooperation in Europe (OSCE)66. Victim assistance activities were no exception and were also largely
conducted by international and national NGOs. Although most of the direct programmes for
mine-related VA were primarily being managed by NGOs, the broader system of care provided
essential care and protection for victims of landmine/ERW harm while all parties awaited a
dedicated and organised national system for supporting survivors. This included social protection
units, hospitals, rehabilitation centres, sanatoriums, and schools (which were undergoing
nationwide transformation to make them more accessible, see Section 3.2.4.).
Beyond direct support, the international community also provided indirect funding for victims of
landmine/ERW harm. For mine action in general, Ukraine received 14,600,000USD in 2020, a
20% decrease in international support from 2019 (Landmine & Cluster Munition Monitor, 2021).
This international funding for HMA went towards clearance, capacity building, risk education
(600,000USD), advocacy, and victim assistance (ibid., 2021). In terms of victim assistance,
according to the 2021 Landmine Monitor, Ukraine received direct victim assistance funding from
66

The victim assistance activities of the relevant organisations will be discussed in more detail Section 1.2.

134

the international community amounting to under 500,000USD (ibid., 2021). In a more detailed
breakdown, in 2019, of the 22,278,654USD in international contributions for HMA in Ukraine,
30% (6,732,906USD) of the funding was earmarked to include victim assistance spending, but in
practice, 99% of this funding was pooled with earmarked funding for clearance and/or risk
education spending67 (Landmine & Cluster Munition Monitor, 2020). It is likely that most of the
funding in these pools was directed towards clearance and risk education, while only 0.3% of the
total funding in 2019 (66,803USD) was earmarked solely for victim assistance68 (ibid., 2020).
Regarding funding for VA, two considerations should be noted. First, direct VA activities
conducted by international entities (funded by international entities (such as the DRC)) may not
be included in these figures. Second, it is unlikely that funding flows through other humanitarian
and development routes that serve to support conflict- and crisis-affected people in general
(including mine/ERW victims) would have been included in the figures.69
Regarding domestic funding for mine action programmes, the 2021 Landmine & Cluster Munition
Monitor reported that the Ukrainian government indicated that they were contributing funding
towards HMA in the country but did not specify how much (Landmine & Cluster Munition
Monitor, 2021). This was also the response from state and non-state actors during the Sir Bobby
Charlton Foundation’s field research in August 2021. Regarding the broader sphere of support,
the healthcare service (arguably the most critical for survivors) gives a good indication of the
Ukrainian government’s capacity and/or commitment to providing essential public services. In
2019, external spending on healthcare as a percentage of total healthcare spending was 0.7% (down
from 1.7% in 2015 and 0.8% in 2009), while out-of-pocket spending accounted for 51% (up from
48% in 2015 and 37% in 2009), leaving 45% paid for by the Ukrainian Government (down from
47% in 2015 and 58% in 2009). Approximately 3% was covered by other private spending in 2019
(primarily health insurance) (World Health Organisation, 2022). This spending shows a trend in
the reduction of proportional spending on healthcare from external sources, the proportional
reduction in government spending, and the proportional increase in private and out-of-pocket
spending. This represents the cost of essential services being pushed onto the recipient, which is
likely to disproportionately affect the most vulnerable including conflict-affected persons,
survivors, and people with disabilities.

It should be noted that Japan’s funding (460,365USD) was not earmarked for specific activities and may have been directed
towards VA projects.
68 Of the 11 donors (the US, the EU, the UK, Germany, France, Italy, Sweden, Japan, Norway, Finland, Canada, and Slovenia),
only four (EU, Italy, Finland, and Slovenia (who directed all of their 66,803 funding towards VA)).
69 For example, Lithuania provided direct VA funding as part of a broader humanitarian fund (Ministry of Foreign Affairs of the
Republic of Lithuania, 2021). All of the UK’s funding was earmarked for clearance activities.
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3.2. Victim Assistance in Ukraine: Findings from the
Field
The total number of mine/ERW survivors is
Participant Population Profile: Ukraine
not known in Ukraine, but based on casualty
data, it is likely to be in the hundreds if not the
Ninety-three (93) people participated in the
interviews in Ukraine, including 59 administrators
thousands (Landmine & Cluster Munition
and service providers, 14 survivors (of mines,
Monitor, 2018). Despite this, Ukraine had not
booby-traps, and ERWs), and 20 indirect victims
declared itself as a country with a significant
(11 women, seven men, one girl, and one boy). Of
number of survivors (AP Mine Ban
the survivors, four were female and nine were male,
Convention, 2022). This section details the
ten were from Donetsk and five were from
findings from the field in Ukraine, based on
Luhansk. The date of their injuries ranged from
interviews with stakeholders and observations
June 2014 – April 2021. The age of participants
ranged from 28 to 74.
on the ground. The main objective of this
section is to highlight the needs that survivors, indirect victims, and people with disabilities were
facing in August 2021.
The Sir Bobby Charlton Foundation (SBCF) researchers visited Ukraine between July and August
2021, at a time when the country was in a tense geopolitical situation due to the build-up of Russian
troops on the Ukrainian border. This security risk prevented the Sir Bobby Charlton Foundation
from visiting the NGCA with the ICRC. In addition, the spread of COVID-19 limited the access
to survivors due to their often-heightened vulnerability to the virus. Together with an
unwillingness of survivors to participate in interviews due to fear of stigma from their communities
(discussed in section 3.2.8) and the lack of a centralised database, identifying and accessing
survivors was a major challenge for VA organisations operating in the country and has been in
previous research. The SBCF faced the same issues during this research, and, as a result, the
population sample size of survivors is limited.
As a result, much of this section’s findings are built on second-hand accounts, as well as
observations of activities and interviews with administrators and field operators working within
the sphere of victim assistance in Ukraine. Due to the low population sample, the SBCF sought
out a diverse range of participants regarding gender, date of injury, age, location, and other factors.
Seven years after the start of the conflict in June 2014, the consensus among service providers was
that the impact of landmines, booby-traps, and ERWs in eastern Ukraine would continue to be
acute and widespread. To tackle the violent impact of the heavy contamination and address the
complex humanitarian needs of the civilian population in Ukraine (on both sides of the contact
line), there was a need for a coordinating national mine action authority (NMAA) to act as a catalyst
between relevant ministries and authorities, as well as a strong and clear law and policy based on
international standards. There was also, as in all conflict zones, the need for cooperation by
authorities on both sides of the contact line. By signing the Mine Ban Treaty and the CRPD, the
Ukrainian government has signalled that victim assistance is a key mine action priority and, guided
by international actors, has made steady progress towards the establishment of a national mine
action strategy, law, and authority.
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Despite these positive activities, at the time of the field research in August 2021, an NMAA and
comprehensive strategy was left wanting and, due to a lack of a centralised database, there was an
inadequate understanding of victims and their needs. Based upon interviews with survivors, service
providers, and other stakeholders, the SBFC discovered that a complex array of legal and physical
barriers prevented many from accessing key services and financial support. This left many
survivors, indirect victims, and people with disabilities without access to suitable victim assistance.
The prospective national mine action authority in Ukraine must work to coordinate with the
relevant ministries (healthcare, social policy, infrastructure etc.) to develop a strategy for recovery
and rebuilding in conflict-affected areas. The international mine action community and
international investors will be critical to support this process where there has been intense
structural damage, where contamination is high, and where there is a high population of survivors.
Support in the form of guidance, training of local staff, resources, and financial support should be
based on consultation with relevant national and local authorities, as well as prospective
programme recipients (including persons with disabilities), communities, local leaders and
organisations (such as churches). Prioritisation of resources should be based on the capacity of the
government, ensuring that comprehensive data collection is in place to identify the suitable level
and direction of resources. In areas where conflict is ongoing or the Ukrainian government cannot
access, international and national victim assistance stakeholders should ensure that the specialised
needs of survivors and their families are considered in the design and implementation of broader
humanitarian support. In addition, victim assistance in mine action organisations should direct
funding towards critical emergency and continuing healthcare (including evacuation), the direct
delivery of key resources and cash assistance, and the provision of suitable shelter in safe areas.
Both short- and long-term projects should be designed for sustainability once the national and
local structures are ready to take ownership (or if the need diminishes) should funding be
withdrawn, which may require pooled funding.

3.2.1. Emergency Care
UNOCHA reported there have been at least 1,190 (UNOHCHR, 2021) casualties due to VAEO
in Ukraine since the start of the conflict in 2014. A national staff member from one of the large
INGOs operating in eastern Ukraine stated that there were four ways that people were injured by
mines and UXOs: tripwires, demining, collecting scrap, and tampering. According to the
programme lead of an international humanitarian organisation that is operational across the
conflict zone, conflict casualties were decreasing due to the ceasefire leading up to August 2021,
but mine casualties remained consistent. There was, however, a fall in reported child casualties by
VAEP, likely due to explosive ordnance risk education (EORE) programmes in schools. However,
this international humanitarian organisation claimed that casualties in the NGCA are likely to be
higher due to a lack of a local structure to conduct clearance or EORE. According to separate
statements from five actors collecting data on landmine/ERW harm in Ukraine, the reported
figures on casualties from both the GCA and NGCA are likely to underestimate the extent of
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harm due to a lack of access to areas surrounding the contact line, the ‘grey’ zone, and the NGCA
(see Section 1.10. for more details).
The inaccessibility of affected areas in Ukraine also had a devastating impact on the ability of
emergency services, the military, and NGOs to provide first response services. This was
particularly worrying as, according to separate statements from all interviewed administrators and
service providers, almost all casualties resulting from shelling and landmines/ERWs occur in the
grey zone and the surrounding areas70. From July-September 2021, the OSCE reported nine
casualties by mines/UXOs in Ukraine, all within close proximity to the contact line (OSCE, 2021).
The ‘grey zone’ signified the areas along the contact line that separated the government-controlled
areas and the non-government-controlled areas, consisting of about 40 towns and villages where
neither side had control and access was extremely limited. According to the head of programmes
of one of the largest and most active international humanitarian organisations in the country, there
was no single pattern of how incidents took place or how they should be responded to. However,
a pattern did emerge in interviews with service providers in both Donetsk and Luhansk: the
emergency care system provided by the state was not effective, both prehospital and once in
hospital. The Ministry of Health is responsible for the management of emergency and continuing
healthcare in Ukraine but had not been sufficiently included in the design of the new mine action
authority, according to various members advising the Ukrainian government on the establishment
of the NMAA.
According to multiple INGOs operating in the Donbas region (which includes both Donetsk and
Luhansk), there is a need to streamline care and the referral process to ensure that emergency
services are quickly and easily accessible. This would require coordination between local
authorities, the military, hospitals, and police. Although the military and the State Emergency
Service of Ukraine are the primary actors regarding prehospital care, various NGOs support
transport to healthcare facilities in the GCA (UNHCR, Ukrainian Deminers Association (UDA))
and the NGCA (ICRC) through the provision of equipment and monetary support (either to
individuals and institutions or through the direct provision of medical transportation). UNICEF
also provides equipment, medicine, and transport for survivors of conflict in the NGCA but
admitted that their services were limited due to access issues. The ICRC supported 62 healthcare
centres in 2020 (60 regularly) (ICRC, 2021). They have also supported blood banks in the NGCA
and previously repaired health facilities (15 in 2016 (ICRC, 2017)). MSF also supports doctors and
facilities close to the contact line and has its own mobile units (typically consisting of a doctor,
nurse, and psychologist) to provide basic healthcare and medicine to 22 locations in eastern
Ukraine.
While prehospital care suffers from access issues due to contamination, security, and political
constraints, the hospitals themselves are underfunded and lack specialist staff and equipment,
according to multiple representatives from an INGO working with the state healthcare system.
This results in a lack of localised care. Representatives from a child-focused international agency
stated that, for instance, while there were paediatricians in the GCA of Donetsk and Luhansk, the
This is not to say that incidents do not occur elsewhere. Due to economic incentives, devices are traded and move - incidents
have been reported around the country, even as far as Kyiv. This is explored further in section 1.2.5.
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surrounding conflict-affected areas are deprived of specialist surgeons. Because of this, many
trauma victims must travel to large cities to access qualified surgeons and those trained to treat
trauma. In some cases, according to second-hand accounts of survivors’ experiences from the
international agency, some have had to travel to Kyiv (approximately 700km from the contact line)
to receive care. To counter this, the ICRC was developing an emergency department alongside the
Ministry of Health in Bakhmut, Donetsk, to provide critical emergency services near the contact
line. According to the ICRC, the prospective hospital could serve over 100,000 people and act as
a critical healthcare point, providing surgical services, reducing the mortality rate, and preventing
life-threatening injuries and illness. A representative from the ICRC stated that the hospital
intended to serve as an example of how an effective emergency hospital should operate in line
with international protocols (e.g., effective triage), which, they claimed, was not yet implemented
in Ukraine as of August 202171.
Although it was not as prevalent at the time of the field research72, COVID-19 reportedly had put
intense strain on hospitals and healthcare facilities in Ukraine. This reportedly exacerbated many
issues, including funding and accessibility of services, equipment, staff, and medicine. This was
especially the case for hospitals in rural areas. In addition, the monitoring missions by the UNDP
had become increasingly difficult for victim assistance NGOs due to COVID-19 and the
subsequent restrictions that were put in place to limit its spread.
Regarding prehospital care, the accounts of survivors who were injured in the grey zone highlight
the vulnerability of those living in areas inaccessible to essential services such as emergency/first
response. Survivor 2 suffered severe damage to his leg from a UXO in July 2014, which was at the
height of the conflict. Neither the emergency services nor the Ukrainian military could recover
him due to the risk of entering the area of Donetsk where he was injured, so he had to be carried
on foot. He did not reach the hospital until the day after the incident, but upon reaching the
hospital, there was no surgeon to treat his leg as all the staff had fled. He then had to travel to
Donetsk hospital where he finally received surgery. Following the damage caused by the explosion
and the lack of prompt care, Survivor 2 had to spend two years in Mariupol – dozens of miles
away from his family – to receive care and rehabilitation (as explored further in the next section).
According to representatives from UNICEF, taking this long to get to a hospital can be deadly or
lead to a greater risk of severe long-term health difficulties, especially for children. After the
conflict had settled in 2016, access was still an issue for those living along the contact line. Survivor
5 was injured alongside her neighbour after stepping on a tripwire in a shell crater approximately
30 meters from her house. After severing a nerve in her arm and suffering shrapnel damage to her
face, she had to wait while her neighbour, who had suffered a severe injury to her lungs, was taken
on a single-passenger moped to a checkpoint to receive first aid. Soon after, an ambulance came
to collect her and take her to Karakna hospital. Fortunately, the checkpoint and the hospital were
relatively close to where she and her neighbour were injured, and she was able to receive first aid
An example that was given by the head of an INGO health program that ‘if you go to a hospital with a cut on
your figure, you would be sent straight into a hand specialist’ – this is likely a hyperbole to exemplify a real issue with
triage in the country.
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It should be noted that the number of COVID-19 cases and deaths saw their largest spikes the months following the field
research in 2021 (World Health Organisation , 2022).
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within 20 minutes and surgery within an hour. She remained in hospital for two weeks, where she
received multiple surgeries on her arm and face. Along other areas of the contact line, further away
from hospitals, the lack of access to emergency services could have resulted in even more
devastating consequences for her.
In late 2014, Survivor 11 was delivering food supplies to a university in Luhansk when he hit a
mine, causing the car he was driving to explode. His mother-in-law (who was also in the car) was
killed and he could not use his legs. As there was no signal in the area due to the ongoing conflict,
he had to drag himself for two hours (3km) until he found someone who took him on foot to the
local village. In the village, they found someone with a car to drive them to the local hospital in
Stanytsa (Luhansk). Due to the conflict, there was no electricity or water and the burns specialist
had fled, so the only service they could provide at this hospital was pain medication. The hospital
requested that Survivor 11 be taken to another hospital in Luhansk city by the military, but they
refused because of the mine contamination. Finally, someone at the hospital volunteered to drive
him – now eight hours after the incident – but there was no water or electricity at the other hospital
either. As no one would take him to Russia or a hospital further west in Ukraine, he had to stay in
the hospital in Luhansk city for five days without treatment (just pain medication). Eventually,
Survivor 11’s wife was contacted and, once at the hospital, she paid for them to get a taxi to a
hospital in Kharkiv, ten hours away (double the time it should have taken due to checkpoints).
Once at the hospital in Kharkiv – now six days after the incident – Survivor 11 was taken
immediately to the ICU and put on life support. He stayed in this hospital for three months, where
he had eight surgeries on his legs and multiple skin grafts on his stomach. The burns on his legs
were so bad that the doctors had to saw the bone and realign his right leg. Both legs were saved
but Survivor 11 experienced daily pain.
The risk of explosive harm is even greater for deminers. As such, both international and national
mining organisations have their own protection and support mechanisms. To mitigate the risk, the
head of one national demining NGO stated that they have their own ambulances with fully
qualified doctors. Representatives from an international demining organisation also had their own
ambulances, staffed by professional paramedics.
The story of Survivor 8 highlights the critical need for effective protection and response measures
for deminers. Alongside his three colleagues, he was involved in a deadly incident of landmine
harm while conducting clearance duties in the demilitarised zone for the State Emergence Service
of Ukraine (SESU) in 2019. While walking four in a line, Survivor 8’s colleague (on the far left)
stepped on a landmine while sweeping for mines. He died immediately. Survivor 8 was second
closest to the mine and suffered shrapnel injuries to his chest, arm, and face; the shrapnel also
severed a main artery in his arm. The next closest person to the mine was also severely injured.
Fortunately, the deminer furthest away from the incident was unharmed and trained in trauma aid;
he stabilised Survivor 8 and his injured colleague while also calling for help from the military. A
car arrived to take the two injured deminers to an OSCE checkpoint where they were treated by
doctors. However, the car only had enough space for one, so Survivor 8 and his colleague had to
lie on top of one another, causing excruciating pain. Following the care at the OSCE checkpoint,
they drove for approximately two hours to the state hospital in Bakhmut, where he was treated by
military surgeons (now over six hours from the incident). Survivor 8 was too unstable to move
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from Bakhmut, but his colleague was transferred by helicopter to a hospital in Dnipro. After hours
of deliberation, the military decided to fly Survivor 8 to Dnipro as well, but his damaged artery
reopened in the helicopter causing him to go into a coma for two days. He also lost his eyesight
for two weeks. He had ten operations on his eyes and a skin graft on his arm. His jaw and chin
bones were completely replaced with metal, and he lost all his hearing in his right ear and partial
hearing in his left. Survivor 8 believes that with better localised help in Bakhmut, the long-term
effects of his injuries would not have been so severe.
For all interviewed survivors, emergency operations and care were free, but they incurred other
monetary costs for auxiliary resources or services. Survivor 2 recalled paying 12,000UAH
(approximately 1,020USD in July 2014) for medicine and ‘equipment’. Survivor 5 stated that her
daughter had to pay the hospital to cover some costs but could not remember what for. In addition
to the cost of the taxi to Kharkiv, Survivor 11 was paying 2,000UAH per day for medication for
three months in 2014 (approximately 15,300USD in total), which they had to raise through
crowdfunding on Facebook and help from family. Various INGOs, including those who offered
cash assistance, were contacted for support but none could help. Eventually, Survivor 11’s wife
sent a letter to the government regarding the cost of the medication and the government called
the hospital administration and ordered them to pay for the medication, but the hospital refused
due to a lack of funds. Survivor 11 and his wife lived together in the Kharkiv hospital and did not
see their two children and or their own parents for over three months.

Image of an NGO clearance organisation’s ambulance at their HQ in Kyiv.

Most survivors incurred costs related to medication, transport, sustenance, and other auxiliary
costs. Survivor 12 claimed that his workplace covered the costs since he was injured while working
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– in this case, sifting through scrap at a plant near Mariupol. There were multiple testimonies by
NGO and INGO administrators of doctors pushing expensive medication onto patients. There
were also claims of patients perceiving ‘western’ medication such as antibiotics as better than the
local free option. Medicine is just one way in which the emergency healthcare system fails to be
truly free for victims. As one doctor working for an NGO stated, “Within the government
healthcare system they, more or less, cover everything that is life-threatening. If you do not need
it to survive, [you] must pay for it.” In some cases, there were testimonies from NGO service
providers that the first response and emergency care were poor and/or people were discharged
too soon from the hospital due to costs, leading to difficulties in the rehabilitation process.
In addition to auxiliary costs, family
members frequently had to spend
weeks or even months providing
support, often separated from other
family members and children. There is
also a loss of income that can have a
major impact on the survivor and their
family. To help with this process, the
ICRC had a programme to provide
emergency financial support, which
could assist with expenses related to
transport, medication, and other
auxiliary costs. The amount of support
is initially based upon the severity of
the situation, and then a follow-up is
conducted three months later to assess
whether continued financial support is
necessary. For instance, Survivor 12
(who lost his right leg and suffered
shrapnel injuries to his chest in April
2021 at his workplace) was covered by Figure 20: A map depicting the line of control and
surrounding areas in Donetsk and Luhansk Oblasts. (Source:
company insurance in accordance with WH Mapping, 2017)
Ukrainian law. He was treated by a
nurse on-site, picked up by a state ambulance within 40 minutes, and was in the hospital after an
additional 15 minutes. All of these services, including medication, were free. In addition, because
of his inability to work, Survivor 12 received 150-200USD monthly from the ICRC for loss of
income. Although other service recipients of this programme were not interviewed, the testimonies
from survivors indicated that this is a critical VA mechanism during the emergency and continuing
healthcare stages. Both victims and service providers agreed that healthcare, which was supposedly
free in Ukraine (especially for people with disabilities and victims of conflict), is, in fact, expensive,
making survivors and their families even more vulnerable at the most critical point in their
recovery. As medical costs become even more prevalent following emergency care, so too does
the financial strain on the system and the individual, resulting in a complex and gruelling legal
process to gain free healthcare. Survivor 12, for instance, needed funding from the ICRC to cover
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ongoing medical costs (around 100-150USD per month) after leaving the ICU and completing 20
days in general treatment.
Despite the system’s weaknesses, all survivors interviewed were provided with first response and
emergency care by state workers, and in instances where they needed ongoing support, they were
assisted by international organisations. However, beneath the surface, the cost, timeliness, and
complexity of receiving care are serious issues in Ukraine. One national operator who has worked
closely with hospitals and conflict victims for over a decade stated that “the Ukrainian healthcare
system seems affordable and effective, but the actual system is the reverse”.

3.2.2 Continuing Healthcare and Physical Rehabilitation
Following emergency care, continuing HEALTH INFRASTRUCTURE IN
healthcare and rehabilitation are, UKRAINE
Figure
Time
arguably, the most essential services for Indicator
period
survivors with severe physical injuries (as
with all the study’s interviewees). Density of medical doctors 7.6 (33,740) (World As of
(public sector only) (per
Health
2020
UNOCHA reported that, in 2021, the 10,000)
Organisation and
University of
Ukrainian healthcare system was
Washington, 2020)
struggling to cope with conflict damage
Density of nursing and
63.7 (284,012)
As of
to ageing healthcare facilities, a shortage other medical personnel
(World Health
2020
(public
sector
only)
(per
Organisation
and
of supplies and medicine, a lack of
10,000 people)
University of
capacity, and a lack of trained staff
Washington, 2020)
(UNOCHA, 2022). They also reported Health insurance coverage 2.4-3.3% of the
As of
population
2011
that vulnerable groups (including people
(Lekhan, 2016)
with disabilities) are disproportionately
16,415 or 13.6 per
As of
impacted by both the conflict and the Approximate number
mental health professionals 100,000 (4,363
2020
COVID-19 pandemic (ibid., 2022). (public sector only)
psychiatrists, 447
People over 60 constituted 31% of the
psychologists,
11,477 psychiatric
conflict-affected population in 2021, and
nurses, and 128
persons with disabilities constituted 13%
MH social workers)
(World Health
of the people in need (ibid, 2022).
Organisation and
Persons with disabilities have poor access
University of
to medical facilities and face challenges
Washington, 2020)
when travelling out of conflict-affected Table 15: Healthcare Infrastructure in Ukraine
or contaminated zones. In addition to the limited medical facilities, there was a severe lack of
rehabilitation services in eastern Ukraine. As of August 2021, there were no rehabilitation services
in Donetsk and Luhansk in the GCA and limited facilities in the NGCA, according to humanitarian
operators. This meant that survivors were forced to travel to major cities, often hundreds of miles
away from their homes, to receive continuing care and physical rehabilitation, something that
proved to be extremely challenging for those living in rural and remote areas.
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As stated previously, while continuing healthcare services are managed by the Ministry of Health,
rehabilitation services fall under the management of the Ministry of Social Policy. There are various
statuses that people in Ukraine can acquire. For instance, the ‘Status of Veterans’ (which is known
informally as ‘The Status of Disabilities Caused by Conflict’) was amended in 2018 to include
people with disabilities caused by explosives, ammunition, and military weapons (Parliament of
Ukraine, 2022). There is also a general ‘Disability Status’, which, like the ‘Disability Caused by
Conflict’ status grants subsidies for healthcare and rehabilitation, but not as generously. In
addition, there are the equivalent statuses for children, including the ‘Status of a Child Affected by
Conflict’ (rather than the ‘Status of a Child Disabled by Conflict’), which is only granted to children
living in specific zones along the contact line. This status, as one father mentioned in an interview,
currently provides no access to special services or support although it may do so once legislation
changes.
Despite the amendment to the new mine action law that granted free rehabilitation and healthcare
to those injured by conflict, gaining the status of a person injured by conflict was emphasised as a
central challenge by every victim assistance and humanitarian actor that was interviewed for this
study. To obtain the status from the Ministry of Social Policy, a survivor had to secure statements
of proof from the police, social services, and a medical doctor. According to a legal specialist
working for an international organisation that assists people through the process, this is especially
difficult for those injured during the conflict (in 2014). One of the reasons for this, which was
corroborated by multiple actors working in the humanitarian sphere, is that doctors lacked the
tools or skills to identify trauma related to conflict at this time. Numerous respondents in the
medical field spoke about a lack of a mechanism to do so and even pressure from the government
not to identify conflict-related injuries in order to mask the impact of the conflict on Ukrainians.
As such, if a doctor labelled an injury as non-conflict-related in 2014, it is “impossible” to prove
otherwise today. However, one psychiatrist from a child-focused humanitarian organisation stated
that, for children, it was possible to reform the original medical statement.
Since 2018, the mechanism for listing injuries as conflict-related has been improved and forms are
now provided to doctors to do so. Even so, the process remains time-consuming and taxing.
According to the head of a national NGO supporting those injured by conflict, someone they
were working with died from a stroke related to his shrapnel injuries just a few weeks before the
interview date (4th August 2021). The man had apparently given up trying to gain the status of
either someone affected by conflict or as a person with disabilities due to the complexity of the
process.
The interviews highlighted other difficulties in receiving essential statuses and accessing care.
Survivor 3 – injured in 2020 and receiving severe shrapnel injuries to his shoulder and arm – was
refused disability status because, in his words, “I still have my arms and my legs”. Despite having
his limbs, the shrapnel remains in his body due to the complications of removing it, leaving him
in constant pain. Fortunately, the ICRC identified his case through the media and provided him
with financial support to cover his medical costs, but he was still concerned about how long this
would last. Survivor 5, injured by a booby-trap device in 2016, still feels pain and needs to take
medications that cost her 4,000UAH every ten days (approximately 148USD in August 2021). She
has received no financial support. In addition to the ongoing pain, she cannot use the fingers on
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her right arm. The doctor has recommended surgery, but she lives in Marinka (a city close to the
line of control) and is unable to find a hospital where they have the right equipment. Even Survivor
8, who was a member of the State Emergency Service under the Ministry of Internal Affairs (which
will be one of the governing bodies of the NMAA if it is established) and was injured while
demining for the state, was refused full financial support for a hearing aid. Even though it was
required by law that the ministry support him because he was injured at work, they first made him
collect an abundance of documentation from the hospital and then only agreed to pay up to a
certain limit (which was not enough to buy the hearing aid he needed). He also required an
additional operation on his ear that was only available in Kyiv, as well as shrapnel removed from
his body and an operation on his eye. None of this care would be covered by the state as they
stopped providing aid once he was no longer employed by the MoIA. Even if he was able to afford
the operations, he would not get the one he most requires on his eye because there was only one
doctor who could perform it and he was stuck in Georgia due to COVID. Check-ups every six
months on his eyes were paid for, but he still had to travel 400km to Dnipro and pay for the
transport himself. He stated that numerous organisations had contacted him to assess his case, but
none had been able to support him. He did not have the status of a person with disabilities or a
person injured by conflict. Following the interview with Survivor 8, his case worker at the INGO
stated, “If they cannot support their own, the Ministry of Internal Affairs should not be responsible
for victim assistance of all mine victims”.
Survivor 11, who was burned severely in
2014, stated that it took his wife two
months to collect all the necessary
documents to apply for his status. Once
he received the status three months after
injury, he was able to receive rehabilitation
and orthopaedic equipment provided by
the state for free but was required to
continue paying for his medications.
Survivor 11 noted that appointments in
rehabilitation centres are difficult to
acquire and he only managed to get a place
because he also had IDP status. He then
had to move to another administrative
Image of an information booklet designed to inform people
of the process to follow if injured by conflict, including
division for surgery on his ear, but he
information on gaining legal status.
could not receive rehabilitative services
because the Social Protection Team did not have him in their system. The university he was
working for when he was injured paid for a rehabilitation course that was specific for burns victims,
but he continued to need rehabilitation which he could not access. The last rehabilitation course
he did in 2019 was paid for by an INGO but it required him to travel over 1,000km (approximately
the same distance from London to Barcelona). He said another local NGO offered to send him
on a course (approximately 500km away from his home), but he could not take up the opportunity
because of the long journey and the time spent away from his family. In addition, he could not
afford to take the time off work due to the loss of income. Equally, he could not afford to pay for
private care that was available closer to his home. Adding to these difficulties, he had his disability
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status dropped from level two to three, meaning that he received less support; however, it also
meant that he no longer had to apply for disability status each year, something he described as
“passing through the nine circles of hell”. In Survivor 11’s view, if he had not had help along the
way, he would never have made it to a hospital, would not have been able to fund his initial care,
and would not have been able to collect the necessary documents to gain disability status. As well
as highlighting the need for streamlining the health system, localising care, and making the process
of gaining appropriate statuses more accessible, the case of Survivor 11 shows the significance of
auxiliary costs including transport, medication, and accommodation for family.
For Survivor 2, who had 16 surgeries over two years, gaining disability status was not as strenuous
or tricky as it was for other survivors. He received his disability status three months after he was
injured with assistance from his mother and hospital personnel. He said that the committee for
providing the status even came to the hospital to see him. He stated that without disability status,
he would not have been able to afford continuing care. Despite his status, he still faced significant
costs relating to his injuries and estimated that the entire process had cost him around
200,000UAH over the years73. This had put tremendous financial pressure on his family, forcing
them to take out a loan and request money from neighbours and friends. In addition, he had
applied for continuing rehabilitation services (due to continued complications with his leg) and
care at the sanatorium near his home, but he had not been able to access it as of July 2021. He also
has ongoing heart issues that he attributes to all the medication he has taken over the years for his
injuries. The case of Survivor 2 shows that, even for the most supported survivors, accessing
recovery and rehabilitation services was costly and complicated. Without the disability and victim
of conflict statuses, the responsibility to cover medical and auxiliary costs during the early stages
of continuing care would fall on organisations such as the ICRC (and onto the recipient in the
longer term).
To mitigate the failings of the state system in
supporting victims of explosive violence, a local
NGO
partnered
with
community-based
organisations and regional authorities to give advice
and legal assistance. Another NGO was working
with the Ukrainian Research State Institute for
Prosthesis Design, Prosthetic Building and Work
Ability Rehabilitation in Kharkiv to streamline the
national system. Also, various organisations (both
national and international) were working to
improve the accessibility of healthcare, but almost
all NGO administrators reported that even with the
support of international and national organisations,
the capacity of the care and rehabilitation system in
Image of a medical vehicle in Kyiv
Ukraine was still largely ineffective. While
legislation was slowly reforming, people were continuing to die and suffer life-long health issues.
Due to the volatility of the value of the Hryvnia between 2014 and 2017, it could be misleading to approximate the conversion
to USD without knowing how much Survivor 2 spent each month.
73

146

One international humanitarian organisation in Mariupol pointed out that while there were many
conflict victims each year, they only made up a fraction of those living near the contact line that
require continuing healthcare and rehabilitation services. They had assisted approximately 50
conflict victims each year as well as 300-400 people with disabilities. Although capacity building is
considered by many local and international actors to be the best course of action, the process is
slow, and the international community was struggling to fill the gaps in a fragmented victim
assistance system. In addition, the new mine action law (implemented in July 2021) was, in practice,
not being implemented effectively and was complex and onerous for survivors to navigate in order
to gain financial support.

3.2.3 Mental Health and Psychosocial Support
Besides the physical recovery of survivors, psychological recovery is the most critical aspect of
rehabilitation. When discussing the main challenges for victim assistance in Ukraine, every
interviewed services provider cited the lack of mental health and psychosocial support. While the
interviewed survivors also acknowledged the psychological impact of trauma, views on mental
health and psychosocial support differed greatly. Of all the survivors that were interviewed, only
two out of 14 accepted mental health or psychosocial support (MHPSS) even though nine of 14
had been offered it. Of the seven who decided not to accept MHPSS, Survivor 10 stated that even
though he still feels afraid when he hears shelling or walks around his neighbourhood (since his
mine injury in 2019), he believed that the trauma would pass on its own and did not see any reasons
to seek psychological help.
Although he was not offered MHPSS, Survivor 3 felt the same. Survivor 2 also refused assistance
from a psychologist, as did Survivor 11, both stating that it is “not a regular thing for people in
Ukraine to do”. Survivor 11 and his wife also refused MHPSS for their child. Of those who did
accept MHPSS, Survivor 5 stated that she found it helpful but preferred her own way of dealing
with her problems. However, she did state that her husband had diabetes and was very afraid of
the shelling close to their home (which caused his blood sugar to spike) and had to move in with
his daughter 30km away from the contact line, leaving her to live alone. However, she also stated
that both she and her husband would benefit from SPSS. Survivor 8 – the other survivor to be
offered MHPSS – found it unhelpful, stating that “they just kept asking the same questions over
and over”. He stated that talking to his friend who was also injured was much more helpful to his
recovery. Both he and his family can access MHPSS services at any time but choose not to.
Survivor 6 recalled having nightmares and screaming in her sleep after her incident but stated that
she felt fine now (four years after her injury) and did not need support. (She was not offered any
MHPSS.) In contrast to these testimonies, all the service providers stressed the importance of
MHPSS and highlighted it as one of the most critical failures of the victim assistance system in
Ukraine.
When asked why survivors did not share their views on the importance of MHPSS, many spoke
of the culture remaining from the Soviet era, which was strengthened by the initial laws on
psychological services. According to a psychiatrist working for an international organisation
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focused on children, there is a general belief that
MHPSS is reserved for people who are ‘crazy’ or
‘psychotic’, so people do not believe the services are
suitable for them. They said that when the law on
MHPSS was first introduced in Ukraine, it stated that
psychological services were reserved for those with
severe psychological and cognitive difficulties, which
would explain the cultural hesitance towards MHPSS.
Additionally, based on corroborated testimonies from
multiple services providers, psychologists in schools
during the Soviet era were in place to dismiss children
from school if they showed signs of severe social,
emotional, or cognitive difficulties, predictably
reinforcing the feeling of the inappropriateness of
seeking out MHPSS. As well as a misunderstanding of
the function of MHPSS, the historical position of
MHPSS in Ukrainian society has also fostered
mistrust and fear of seeking it out. Although these
sentiments were not directly supported by Image of a survivor, taken shortly after his
interviewed survivors, there was a general agreement injury. Image provided by survivor.
among all survivors that MHPSS was not necessary or suitable for them as they did not see
themselves as having psychological difficulties severe enough to require support. One INGO field
office in Mariupol said they had offered MHPSS to hundreds of people but not one, that he knew
of, had accepted the service.
To counter this lack of willingness to accept MHPSS, INGOs working with survivors and indirect
victims focus on MHPSS education. In an interview with two social workers and three
psychologists who worked with victims and families along the contact line in Donetsk, they stated
that families were slowly coming round to seeing the value of MHPSS and more families were
choosing to utilise it, especially for children. One respondent did comment, however, that the
families that chose to accept it had children with the most severe psychological symptoms from
their trauma (i.e., PTSD). They stated that PTSD only affects about 5% of the people they work
with and those with other difficulties such as depression and anxiety were not receptive to the
promotion of MHPSS. This was also the experience of an INGO working with children that
needed psychological support. One psychologist stated that they cannot force anyone into
MHPSS, and it was the user’s choice. Beyond the cases of mine victims, this organisation also
visited schools in mine-affected areas to reach out to communities and conflict-affected families.
The psychologists and social workers of this organisation said that they were rarely well received
and, even though the staff were all Ukrainian, they claimed that they were often met with a feeling
from the local community that they were “outsiders, you do not know what it is like or what we
have been through”. It should be noted that this NGO did not consult or include any persons
with disabilities or survivors in the planning or implementation of their programme.
The lack of interest in MHPSS is combined with a severe scarcity of MHPSS services in Donetsk
and Luhansk (especially in rural areas). According to one psychiatrist, there is a psychiatrist in most
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communities who can provide medical advice but there are almost no state-provided (i.e., free)
psychologists, especially those trained to work with those who have experienced trauma. Three
INGO teams focused on MHPSS, and all claimed that the state was not taking responsibility for
the MHPSS of people affected by the conflict – including mine victims. It was also their belief that
where state social services did exist, they were poorly trained and ineffective. However, another
organisation placed the blame for poor mental health provisions on NGO social services that work
in collaboration with local authorities but fail to train and advise state service providers, choosing
instead to conduct the services themselves. The counterargument put forth by another NGO was
that the local authorities did not have the funding to provide effective services themselves, so they
outsourced them to NGOs to save money. Representatives from this organisation also stated that
both persons with disabilities and ‘soft activities’ were low priorities for the government and local
authorities. Beyond poor funding, it was suggested that government services were not trusted and
not well connected on the ground. In addition, social services field operators – who worked with
families affected by conflict across Donetsk and Luhansk- believed that the lack of funding and
low salaries meant the quality would be poor even if it was implemented, a statement which was
reinforced by two other INGOs. One INGO stated one of their volunteers that had received
MHPSS from the state was criticised and verbally abused by the social worker involved.
In addition to direct MHPSS services, Survivor 9’s wife attested that staff in the hospital where
her husband was being treated were insensitive to his situation and provided no information about
mental health support. When speaking to one member of an INGO that conducted a recent study
on victim assistance in Ukraine, she stated that she had witnessed hospital staff speaking to families
of children who had been injured, saying “things you could not even imagine”. She said that
MHPSS was one of the most critical areas for change in Ukraine. The psychiatrist for a childfocused NGO stated that if survivors are not engaged in MHPSS at the early stages after trauma,
it is likely that they never will be given that there is a belief that once time has passed, “everything
will be fine”. She stated that this is especially true for children, who are a particularly vulnerable
group regarding mental health following trauma. She said that psychologists should be present in
schools, kindergartens, social services, and within the local and national government. In addition,
she stated that if MHPSS is to be implemented effectively, it needs a guideline based on
international standards. In criticism of state services, one field operator for an international
humanitarian organisation stated that she visited a local social services office to check on the
MHPSS service, and despite being told that they had been providing services to people every day,
she arrived at the office to find the MHPSS door locked with a note saying, “Call this number if
you need help”.
Other organisations have been more successful. One international organisation that is focused on
working with displaced people established a rapport with community leaders who were referring
people to the organisation’s MHPSS team. As of August 2021, 200 people had received at least
ten sessions of psychological support from three case workers. (It should be noted however that
only a handful of these were mine victims.) On a much smaller scale, one national NGO focused
on working with conflict victims had established a call line that was freely accessible to people
injured or affected by conflict. They stated that it had successfully reached many people affected
by conflict. Between 2014 and August 2021, one of the largest INGO programmes provided
psychosocial rehabilitation for over 400 children from Donetsk and Luhansk who had experienced
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trauma caused by conflict, including those injured by mines/ERWs or who had lost family
members to explosive ordnance. The project consists of a summer camp in Slovenia with trained
psychotherapists and inclusive sporting and other activities. The camp mixed children with
disabilities and children without disabilities from the same areas to fight stigma, improve
understanding, and promote inclusion. They also ensured that there was gender and ethnic
diversity. The organisation stated that they conducted an assessment before, at the start, at the
end, and 45 days after the sessions. At any point during these assessments (which involve trained
psychologists), the programme could be tailored to the child based on their needs and experience.
If there was a need for follow-up care, they worked with local partners to provide long-term
support. All costs were covered, and families got daily updates through local partners. This
programme, according to the monitoring and feedback received, had been very effective in
assisting the recovery of trauma victims. The organisation gave examples of teenagers in vulnerable
situations who had been part of the programme and had since travelled abroad for university. The
head of this programme claimed that its success and the positive response from communities were
because of their partnership with a well-respected local Christian charity. Although people did not
necessarily trust the programme, they trusted those who ran the charity and church.
COVID disrupted several MHPSS services, many of which had to be moved online (with
questionable results). In addition, the COVID restrictions on the entry-exit check points (EECPs)
between the NGCA and GCA made it extremely difficult for some survivors to see their families,
which had a negative emotional impact on survivors. Survivor 11, for instance, said that he
travelled through the EECP in Luhansk, which was only accessible by foot, in order to see his sick
father who he had not seen in over a year. He stated that this was an extremely painful journey as
he was forced to queue for hours on his wounded legs. Because he had the disability status
signifying the least severe disability, he was not allowed to skip the line. He said that this physical
pain was worth enduring as he had not been able to contact his father in months and, the last that
Survivor 11 had heard, his father was very sick. He stated that not knowing the condition of his
father and being away from both his parents for so long had caused him great distress. He had put
off crossing the border for months due to his concern about the physical struggle of doing so, but
it got to the point where the dread of his father’s health condition outweighed the dread of the
journey. His experience was quite common, as visiting relatives was the primary reason that people
living in the GCA crossed the border into the NGCA, according to the UNHCR (UNHCR, 2021).

3.2.4 Inclusive Education
Ukraine ratified the Convention on the Rights of the Child in 1991 (UNOHCRC, 2021). Since
then, the government has taken various steps to consolidate the rights of the child in national law,
including that of education. Directly related to conflict, in 2017 the Ukrainian Cabinet adopted
Resolution 268, ‘On Approval of the Procedure for Granting the Status of a Child Affected as a
Result of Military and Armed Conflict’. The new Law on Mine Action also states that children
disabled or injured by explosive ordnance have the right to free medical, psychological,
professional, and social assistance. In reality, however, many of those who should receive
assistance and support under these two national laws do not. The lack of financial and healthcare
assistance for children with disabilities compounded the already disrupted access to education in
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eastern Ukraine. According to UNICEF Ukraine, 737,000 schoolchildren and teachers suffered
negative social and economic effects of the conflict, and 437,000 children and teachers attend
schools within 20 kilometres of the contact line (UNICEF, 2019). They also stated that conflictaffected children often lack learning facilities, resources, and sufficiently qualified teachers “with
the skills to meet their psychological needs. Particularly vulnerable children include those with
disabilities” (ibid, 2019).
Fifty-eight education facilities were damaged in 2016-2018 and 65 closed in conflict-affected areas.
One in three schools within 20 kilometres of the contact line reported conflict-related safety
concerns, including nearby military presence and unexploded ordnance, which led to trauma and
emotional distress.
The first barrier in place for children is
securing their conflict-affected status,
which according to one father of a
survivor, is easier than trying to apply for
an adult’s status but is still complex. In
addition, the status of a child affected by
conflict can only be obtained for
to the COVID-19 pandemic, schools were closed and,
children living in specific geographical Due
subsequently, could not be visited during the field research.
locations, even though these areas are Subsequently, we were unable to access any children or
teenagers directly impacted by landmine harm. As such, this
not exclusive regarding the impact of the section is largely based on second-hand accounts from
conflict. In addition, due to the those working on the ground with child mine victims and the
education sector in Ukraine.
separation of the state bodies at the
national, oblast, and local levels, there is
a poor referral system for directing children towards necessary services. For instance, one NGO
social service worker in Donetsk explained that they received a report from a member of the
community about a child injured by a landmine. When the NGO contacted the social services in
the area responsible for the child, they had no information. After further investigation by the
NGO, it was established that the child had been known to the school and the police as a landmine
victim with disabilities, but the child had not been reported to the Department of Social Protection
and, as a result, was not offered assistance by social services or any other provider.
One administrator of a child-focused NGO reported that due to a lack of physical access and
inclusive education mechanisms in mainstream schools, some children are sent to the equivalent
of ‘boarding schools’ that specialise in disabled children who are also orphans or social orphans.
According to the same administrator, the quality of these residential centres or boarding schools
is extremely poor and does not provide sufficient care to the children, largely because of
underfunding. Beyond not providing inclusive education for the children, these centres are
ineffective at finding families for those who have been orphaned; it is not uncommon for children
to spend their entire childhood in these facilities. According to two psychologists working with
schools for a national NGO, the parents must apply for inclusive education by registering their
children as a child with disabilities. Because of cultural issues (as outlined in the previous section),
many parents choose not to register their children as having disabilities. According to one senior
field operator from a child-focused international NGO, the attitude towards children with
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disabilities was still very poor. She estimated that 60-70% of parents they have contacted said that
they did not want to send their children to school because of their disability.
It is clear that these children need support from the non-governmental community, but of the four
child-focused organisations that were interviewed, all stated that the closure of schools and other
restrictive measures resulting from the COVID-19 pandemic had restricted their access to
vulnerable children and families. One administrator of a displaced persons-focused international
organisation in Mariupol stated that it facilitated sports and social inclusion activities for children
with disabilities in schools, but these activities had been halted because of the closures. It said that,
outside of COVID-19 restrictions, this mechanism was effective in engaging children with
disabilities in social activities, improving their relations with the community and their own
psychological wellbeing (based on feedback assessments).
As well as providing psychosocial and social services for children affected by conflict and landmine
harm, schools are a primary location for explosive ordnance risk education (EORE). According to
one of the largest mine action operators in the country, as well as one of the largest humanitarian
organisations in Ukraine, the proportional rate of child victims in both the Luhansk and Donetsk
regions had reduced leading up to 2021. Both organisations claimed that it is likely that this is at
least partially due to the EORE efforts focused on children. In some areas, teachers are trained to
give EORE sessions in school by mine action operators. Utilising international standards created
by UNICEF and their partners (2020), an alternative care strategy had been established by a child
protection sub-cluster in Ukraine, but, as one representative from the cluster claimed, this has not
transferred to state services. The representative – who monitored many of the social protection
activities in Donetsk – gave an example of a social services department that, against the strategy,
was not actively trying to contact vulnerable families but was waiting to be contacted by them.
It was made clear by a senior administrator from one child-focused international humanitarian
organisation that, even outside of COVID-19 restrictions, there was the need for major reform in
the education sector with regard to children with disabilities. She stated that although the country,
on paper, had ‘good’ legislation and commitments to the rights of children with disabilities, in
reality, the capacity of the school system to accommodate children with disabilities was extremely
limited. The three main barriers to such reform, she claimed, were the culture and perspective
surrounding children with disabilities, the lack of cooperation between state departments and
ministries, and the lack of funding for education reform. One of the primary objectives of the new
victim assistance working group that had been established in mid-2021 was to produce “an
advocacy package with key messages on access to education for child/youth mine/ERW survivors,
for awareness-raising at the community level to avoid social stigma and negative attitude”. This
highlights the perceived necessity to counter the effects of discrimination and stigma on children
with a disability. Removing any of these barriers to education will be critical to making education
genuinely accessible.
One of the organisations in the working group stated that children were dropping out of school
because of bullying not just by their peers but also by their teachers. In one example, a teacher
compared a top student without disabilities to a student that had been disabled by a UXO, stating
that the former ‘is what a hero looks like’ and the latter is ‘not what someone should look like’.
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The same organisations stated that as part of a study they conducted in 2019, many of the children
with disabilities they interviewed felt uncomfortable around other children. They stated that
families can also face stigma for not raising their child properly (i.e., because their child had
tampered with a device), which – in one case – led to the parents abusing the injured child. In
another example also collected during their 2019 assessment, one child had high ambitions before
their injury but decided not to go to university because they had missed so much of their
schoolwork. This resulted in falling grades and compounded the feeling that, now disabled, they
were not as capable as before. The INGO stated that it was not uncommon for children’s grades
to fall due to missed education while receiving emergency and continuing care and, combined with
stigma and the physical and psychological difficulties related to VAEO harm, this often led to
children dropping out of school. According to a representative from an international NGO, there
is no mechanism in Ukraine for compensating children who had missed school due to their
extenuating circumstances. They had heard testimonies from teachers who would mark children
more generously if they had missed school due to a conflict injury, but unfortunately, this was not
done on the exams that are necessary to enter university. Another child-focused humanitarian
organisation in Donetsk (not in the VA working group) stated that physical access and
transportation were specific barriers to education for children with mobility and sensory
difficulties. All organisations agreed upon the need for radical and comprehensive reform of the
state system.
Highlighting the lack of capacity in the system, one local authority refused to provide children
affected by conflict and children disabled by conflict with free school meals even though it is
required by national law. They stated that this was due to a lack of funding, but as of August 2021,
this authority was under criminal investigation. Second-hand testimonies also stated that many
schools in the Donetsk and Luhansk Oblasts (GCA) did not have the basic equipment for disabled
children. In addition, social and psychological personnel were not present in schools, largely
because of budgeting and the scarcity of trained staff (particularly psychologists). According to the
legal specialist of an INGO in August 2021, the budgeting and governing powers in Ukraine were
being transferred from the national government to the community level which, in addition to
reducing bureaucratic and legislative barriers to victim assistance, had led to the prospective
integration of social services in schools. According to representatives from the Department of
Social Protection, there was also a national ‘New Ukrainian School’ policy (which aligned with the
‘The Law on Education’ adopted on 5th September 2017) that required schools to take in children
with disabilities and provide them with inclusive education. However, numerous NGOs reported
that the transformation was incredibly slow and very little had changed since 2017. Schools had
failed to make buildings physically accessible and employ the staff required for inclusive education,
leaving many of the 150,000+ children with disabilities in the GCA without access to education.
One national NGO was working with schools and with children to mitigate the failings of the state
system to provide education to children. In addition to conducting advocacy for positive parenting
and training 70 educational facilities in social inclusion, they were providing individualised
psychosocial services for 35 children affected by conflict (including 20 mine survivors). This
included medical care, financial support, and comprehensive family and educational support. They
also support families where the caregiver has been injured due to mines. However, a lack of
funding and the need to prioritise families with severe needs meant that 60% of the cases had been
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closed while the recipient family was still in need of support. Upon closing a case prematurely,
they said they referred families to the state social services, but the system was so complex to access
that multiple families had refused to work with state services due to previous negative experiences.
In addition, the NGO runs a youth leadership programme in schools that mixes children with
disabilities and children without disabilities to promote inclusion. The programme consists of
identifying issues in a school or local community and working together to solve those problems.
If the proposed solution is deemed to be feasible, the NGO commits resources to it. At the time
of the interview, they were still in the first round of conducting this programme and the success
of the programme could not be determined, but based on initial feedback, it was believed to be
having a positive impact. They also ran a summer camp for vulnerable children to provide various
psychosocial support and advocacy.
Although very limited information could be acquired during the field research, two NGOs both
claimed that education has been extremely disrupted since 2014. One of the primary issues that
was highlighted was the recognition of grades between the GCA and the NGCA, meaning that
children educated in the NGCA faced barriers to employment or university upon completing
school. Beyond this, the NGCA faced many of the same issues with physical access, transport,
staffing, and inclusive education measures.

3.2.5. Economic Inclusion and Vocational Training
As described by a field operator working in mine-affected communities along the contact line, “the
communities in Donetsk and Luhansk are not only victims of conflict and contamination, but also
poverty and economic crisis”. As explained by an administrator of another international
humanitarian organisation operating in Donetsk, the situation for those living along the contact
line is getting more desperate due to the stalled economy. As a result, people were taking bigger
risks to obtain food and resources for warmth, especially in the winter months. Based on the
testimony from an organisation also operating in the NGCA, the economic situation in these areas
is desperate – he gave an example of a woman who went into the woods in the grey zone (just
weeks before the interview in August 2021) to find mushrooms but had not returned. Because of
the contamination and political issues in the area that she ventured into, no one could go in to
look for her. In addition, there were testimonies by various organisations that one of the primary
reasons that people (mostly males) were injured by UXOs was because of mishandling which, in
many cases, was fuelled by the goal of collecting the raw materials from the device. Because of
this, devices have been moving around the country, resulting in incidents further away from the
contact line. Although EORE is a useful tool for preventing such accidents, the victim assistance
working group in Ukraine concluded that the creation of economic opportunities and financial
support (explored in the next section) would likely reduce the number of incidents. Contamination
largely affects the agricultural sector, and the lack of economic opportunity led to economic
migration out of the region and a brain drain (Ministry of Reintegration, 2020). These two impacts
of the conflict and contamination translated into a reduced capacity to provide victim assistance
and healthcare services in local communities. One large INGO focused on assistance stated that
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due to contamination and the geopolitical situation, economic development was not possible in
many areas and, instead, they had to focus on recovery and support for individuals. It was noted
during the interviews with service providers that the failing economy affected all people in the
conflict-affected areas, but the effect was compounded for vulnerable groups (including the elderly
and disabled).
Once an incident takes place and the victim is injured by landmine harm, the economic impact on
the individual and their family can be catastrophic – especially for those working in the primary
and secondary sectors, which are the largest employment sectors in Donetsk and Luhansk
(Ministry of Reintegration, 2020). Exemplifying this impact, Survivor 2 (injured in 2016) stated
that he has not been able to work in the agricultural sector since his injury because of the damage
to his leg. He received vocational training from an INGO in which he gained a merit in a computer
technician course, but there was no market in his hometown of Marinka for hardware repair, and
the internet and electricity supply were too poor and inconsistent to work online. Because of this,
he was forced to continue working in physical labour, but he stated that he could only work four
hours per day because of the pain caused by his injuries.
Survivor 3, who had received no vocational support, complained of the same issues and reported
that he could only work for three to four hours a day labouring as carrying heavy equipment causes
him pain and discomfort in his injured arm. Survivor 3 also stated that the situation had become
so desperate that he had decided to leave his family and find work in Poland. Survivor 8, who
worked for the State Emergency Services of Ukraine (SESU) at the time of his incident, was
provided with a desk job by the Ministry of Internal Affairs and now works one to two days a
week, which does not provide him with much income but allows him to spend time with his family.
Survivor 11 lost his job at the university following the incident as his car (and his mode of
delivering supplies) was destroyed. He now has his own farm which has been supported by various
NGOs and disability organisations. Although he stated that he cannot do things that he was able
to do before, he is still able to run his farm thanks to the equipment such as a watering system,
cultivator, and greenhouse provided by supporting NGOs. As the survivor of the most recent
incident (2021), Survivor 12 was in a position of uncertainty regarding his employment. He was
injured at his place of work (scrap processing plant) when a device mixed in with the scrap
exploded as it was being processed. He had received four months of sick leave at the time of the
interview in August 2021, and they had offered to reemploy him once he recovered (if he was fit
to do so). The issue, however, was that he was unsure whether he would physically be able to
return to work given that he was still waiting for his leg and face to heal from the injuries, which
the doctor had informed him would be another two months. Survivor 12 stated that the
psychological impact of the incident would not prevent him from returning to work as he was the
primary provider for his family. Survivor 5, although retired, also said that the lack of economic
opportunities was one of the primary issues in her community (on the contact line) and she had
seen many people leave the area to find work.
As explained by the Department for Social Protection, the government process of decentralisation
will establish accessible workplaces for people with disabilities. In addition, the Ministry for
Reintegration had laid out an economic development strategy to reform eastern Ukraine by 2030
(Ministry of Reintegration, 2020). On 15 December 2020, the Parliament adopted the State Budget
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2021, which included increased funding to the Ministry for Reintegration to 1.17 billion UAH, for
purposes, which included supporting the development of agriculture in Luhansk (30 million UAH
or 1.9% of the budget). The rest of the budget was focused on migration from the NGCA to the
GCA and the reconstruction of damaged houses (Landmine & Cluster Munition Monitor, 2021).
However, as pointed out by an administrator from one of the biggest international demining
organisations in Donetsk and Luhansk, the primary problem was the need to clear land, roads,
towns, and other essential areas before economic development can occur. In addition, they stated
that “the closer you get to the contact line, the worse the infrastructure is and the more high-risk
areas there are”. In addition, at the time of the interview, the consensus among NGOs was that
until the conflict is resolved and the political and security situation becomes clearer and more
predictable, economic development cannot occur. In addition, the Ukrainian government and local
authorities have not followed through with their commitments to the employment of persons with
disabilities. For instance, by law, at least 4% of a company’s workforce must be made up of people
with disabilities, but in 2019, many employers were paying persons with disabilities minimal salaries
without providing them with real positions in the company (US Department of State, 2020).
Additionally, employers, by law, must consider the specific needs of employees with disabilities
but it was reported that this was not enforced in practice (ibid., 2020).
The situation is similar in the NGCA to those living near the contact line in the GCA. A
representative from a humanitarian organisation in the region outlined the desperation of those
living there, stating that, especially for people with disabilities, employment opportunities were
extremely limited. In addition, they reported that little was being done by the local authority to
counter this trend. To mitigate the economic crisis, this organisation was piloting a microcredit
programme in 2021 for persons with disabilities to assist them in setting up a local business. In the
GCA, the Business Development Fund – set up by the Ministry of Finance and the Ukraine
National Bank in 1996 – had, as of August 2021, provided over 163,000 loans to small- and
medium-sized businesses across Ukraine74.
Civilians do not just face the threat of injury due to the conflict but often also lose access to their
land, depriving them of subsistence and income-generating activities. Despite the efforts of the
Ukrainian government and the NGO community, as of August 2021, the economic situation for
survivors, indirect victims, and people with disabilities remained uncertain. Without cooperation
from all parties, economic development is extremely difficult and has a widespread impact on the
system of victim assistance and on the individuals concerned. As one INGO stated: “At the
moment we cannot focus on economic development but, in the current context, we need to
provide emergency financial support for the most vulnerable.”

3.2.6. Food Security and Financial Support
As with healthcare, one of the primary barriers for survivors receiving essential financial benefits
from the state is the acquisition of the appropriate statuses as a person with disabilities or as
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Figures could not be obtained on how many of these loans went to survivors or those affected by the conflict.
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someone disabled by conflict. Legal assistance for accessing statuses, provision of food, and
financial support were the most in-demand areas of assistance provided by the 13 humanitarian
organisations that were interviewed as part of this investigation. One international organisation
explained that the level of assistance provided by the authorities differed; for instance, in some
areas, the status of a Child Affected by Conflict granted the child benefits such as free school
meals, while in others they got nothing (as was the case with the child of one father interviewed in
Severodontesk, Luhansk).
Another organisation commented on the fact that the status of an IDP and the status of a person
with disabilities (not caused by conflict) were relatively easier to obtain than the status of someone
injured by conflict, but it did not grant the same level of benefits. In addition, various organisations
commented that there were different levels to the status of a person with disabilities, with level
three (least severe) and level one (most severe) being easier to obtain compared to level two, which
was a more complex application process and required reapplication each year. This was because
level two covered severe disabilities that can change in severity over time, such as burn damage (as
was the case with Survivor 11). The process was explained by one organisation that a Medical
Commission, which falls under the Ministry of Health, and was made up of neurologists, doctors,
and orthopaedic specialists decided on the categorisations of survivors and, accordingly, the level
of need they would receive: level three granted 1,600UAH per month75 (approximately 60USD),
level two granted 2,000UAH per month (approximately 75USD), and level one granted
2,500UAHpcm (approximately 94USD). For those disabled by conflict, they are granted 67,000UAHpcm for level 3 (approximately 244USD), 8-9,000UAHpcm (approximately 263USD)
for level 2, and 10-11,000UAHpcm for level 1 (approximately 394USD). It also included additional
support for medicine, transport, and utilities. For those in the NGCA, they had to travel to the
GCA to receive financial support (described as ‘pensions’), which could be a gruelling and
complicated journey, especially if it had to be made each month (explored further below)76.
According to a displaced persons-focused international organisation operating in Mariupol, many
who fled the conflict zones during the war in 2014 and thereafter were living as IDPs in the GCA.
As of August 2021 (at the time of the interview), many were still cut off from family, unemployed,
and renting houses. According to the organisation, this puts financial pressure on families, which
was compounded when the IDP was also a survivor with a disability. This was the case for many
of those interviewed. Survivor 11 was a prime example of the role of the state system in supporting
IDPs. In addition to the financial and healthcare benefits that he received as a result of his disability
status, he also received a 1,000UAH pay-out (approximately 40USD) when his family first moved
to the GCA in 2016, and then received 2,400UAH per month (approximately 94USDpcm in 2016)
due to their IDP status (700UAH per adult and 1,000UAH for their child). He noted that no one
could not receive more than 2,400UAH. He said that despite receiving the maximum amount, it
was only enough to support them in summer; in winter, they did not have enough for heating.
Survivor 11 stated that although it took two years of applying, he now feels financially supported
with the additional income provided by his new disabled by explosive ordnance status (made
available in 2017).
75
76

The Ukrainian hryvnia (UAH) was equal to approximately 0.037 US Dollars at the time that the research was conducted
All figures in this paragraph are based on information and conversion rates from August 2021.
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Survivors 5 and 6 both received financial support as they had gained the status of disabilities caused
by conflict, each receiving 6,000UAHpcm (approximately 222USD in 2017), with an additional
2,000UAH (approximately 74USD) per month from their pension. Survivor 5 managed to get her
status in one year (half the time of Survivors 6 and 11), which, she states, was thanks to a national
NGO that provided legal assistance. She stated that it was a critical and necessary service. It should
be noted that Survivors 5 and 6 (as well as other people in their community) had received
consistent food parcels from an INGO throughout the COVID-19 pandemic. Survivor 5 also
grew food in her garden. Both food sources were critical to her survival because the closest shop
to her house is 4km away and she did not have any transport, and walking was uncomfortable and
exhausting. Survivor 11 stated that he knew of at least four other mine victims who were disabled
but had not received the disabled by conflict status despite years of applying. Survivors 1, 3, 4, 7,
9, 10 and 12 had not successfully received any status or subsequent financial benefits from the
state. Survivors 2 and 4 received food and medication from INGOs, but while Survivor 4 had
been helped as recently as 2021, Survivor 2 had not received any assistance since 2014 despite
them both being disabled and living in the same area. This suggested an issue with identifying
people in need.
Survivor 12 was injured in April 2021 and had not received any financial support at the time of the
interview as the investigation into liability at the factory where he was injured was ongoing. If the
factory was found to not be responsible, he would have to go through the process of applying for
support from the government. The INGO supporting him said, “We provided the beneficiary
with initial financial support to cover the costs of medical treatment (approx. 300 USD). Now we
provide him with the monthly cash assistance for further medical treatment and to cover the loss
of income (in total around 300 USD monthly). Six months after the injury, part of the assistance
would be cut (medical expenses coverage). But we will continue loss-of-income support for the
next six months (approx. 150-200 USD).” The assessment for financial support was based on the
amount of lost income, the number of dependents in the family, and the cost of medical expenses
(beyond emergency, such as medication). In some instances, they also covered funeral costs if
someone was killed (up to 10,000UAH, or approximately 370USD). This support could only be
granted for three to 12 months, during which time they would be helped to access state funding.
If the recipient was to gain funding before 12 months had passed, the support from the
international organisation would cease.
Survivor 8, injured while working for SES, highlighted the lack of suitable financial support for
victims. Although the Ukrainian government offered Survivor 8 two days per week of suitable
alternative employment (as discussed in the previous section), he only received 10-11,000UAH per
month (approximately 389USD) in addition to the financial support because of his injury. He
stated that the debt he incurred during the six months he was out of work, combined with having
to care for his then three-year-old daughter (who was one year old at the time of injury in 2019),
meant that this income was not enough. He stated, for context, that he was earning 35,000UAH
per month before his injury. He also stated that the one-time pay-out from the Ministry of Internal
Affairs following his injury was lower than it should have been. This was corroborated by a legal
expert of an INGO working with him, so he took them to court, but he lost the case and incurred
more debt. He added that he was not told about the disability status and benefits by the Ministry
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of Internal Affairs; rather, he was informed by a friend who had also been disabled while demining.
He said the process of collecting the necessary documents was difficult but was made easier with
the support of his friend who had already navigated the process.

Image of a man with a leg amputation asking for money from passers-by in Mariupol.

It should be noted that it is not only survivors and people with disabilities that require financial
support. When observing operations at the entry-exit checkpoint between the GCA and the
NGCA in Novotroitsk, the legal team there had spoken to 40 people that day seeking information
on IDP status and social payments. According to data collected by the UNHCR, 62% of people
crossing from the NGCA were recovering pensions, 39% were withdrawing cash, and 16% were
crossing because of issues with documentation (with many people crossing for multiple reasons)
(UNHCR, 2021). The legal advice team at the checkpoint explained that “if you lived in the
NGCA, to receive your pension, you had to come and collect it in person so that the bank knew
that you were alive”. Additionally, one must have access to an Oschadbank (State Savings Bank of
Ukraine) location as they are the only bank allowed to distribute pensions and financial benefits.
It should be noted that in 2021 a person seeking their pension was not required to visit the GCA
from the NGCA every month due to the increased COVID travel restrictions. In multiple
testimonies from those crossing from the GCA to the NGCA, including the two young
interviewees, relatives were taking over cash or supplies due to the poor availability of cash and
essential resources in the NGCA. They stated that the travel restrictions in both directions had
become stricter but were especially complicated in the NGCA.
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When speaking to one person with disabilities in her 70s, she stated that the border crossings were
not suitable for people with mobility difficulties. It could take over six hours to cross the border
by bus with limited access to toilets and places to sit while waiting. Speaking to others travelling
into the NGCA, most claimed that they were visiting relatives (the most common reason recorded
by UNHCR (2021)), who, in all cases, were elderly and could not make the journey themselves.
One young man stated that he only saw his parents once a year, while a young woman stated that
she had not seen her parents in years – in both cases, this was because of the increased difficulty
of crossing the border due to the COVID-19 pandemic.
One NGO provided people along the border with coal, briquettes, and in some instances, cash.
Of a total budget of 73 million USD, 3-4 million went to those living in the GCA. One
representative stated that this NGO wished they could do more for individuals, but “the political
situation did not allow it”. Another organisation was not allowed to cross the border but sent care
packages across via local partners after removing any labelling from US-funded resources.
Although food and care package assistance has traditionally been preferred by humanitarian
organisations, cash assistance has become increasingly popular in Ukraine (and worldwide).
According to one of the largest NGOs in Ukraine, cash assistance is more flexible. This means
that it can be used where it is most needed, which can be decided by the survivor or affected
person. One representative from the organisation providing cash assistance stated “it has been
proven time and time again that those in dire need of financial support know how to spend money
most effectively and most efficiently, based on their needs. More so than an international
organisation.” In addition, a different representative of the same organisation stated, “It is also
about independence and agency. It can be demoralising being told what you need. Giving someone
cash grants them independence and dignity, something that is an important part of being human.”
One national organisation had also been involved in granting such assistance in the form of cash
and coupons that could be used in local shops in affected areas. Of the 200 persons with disabilities
that had been involved in this project, 30 were mine victims. In addition, cash and money transfers
could often be easier to distribute during a crisis. To ensure that cash is effective, however, as the
head of economic security at an INGO operating in Ukraine stated over an online interview, you
need to have effective metrics to identify people in need, especially where the number of victims
prevents individualised assessments. This can include the ‘‘basket of goods price, the minimum
wage in a country, how many children in a family, the type of injury, other sources of income, and
the location of the family”.
Of the survivors interviewed, almost all stated that availability of finances was their biggest concern
and, equally, almost all suggested that increasing financial support would be one of the most
beneficial forms of assistance. As discussed in the previous section, a lack of finances can lead to
deadly consequences in mine-affected areas with regard to access to food and heating.

3.2.7. Housing and Infrastructure
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The 2014 conflict led to the displacement of over 1.6 million people, mostly internally (UNHCR,
2021). It also damaged over 55,000 homes (hundreds of which still require repair in both the GCA
and NGCA) and critical infrastructure such as water pipelines and electricity supply (UNOCHA,
2021). According to the legal lead of one INGO operating throughout Luhansk and Donetsk,
approximately 169,800 people had IDP status as of August 2021, which grants them benefits to
temporary accommodation (for one year, then requiring reapplication) as well as financial support
for utility costs. According to a representative from the State Emergence Service of Ukraine, the
SESU is also working to rebuild houses that have been destroyed since 2014. The SESU also
conducts demining operations focused on allowing people to return to their homes based on a
prioritisation matrix, which includes the removal of booby traps and other VAIEDs that were
planted in homes and communities on the front line of the conflict in 2014.
The state has also adapted general infrastructure in both Donetsk and Luhansk to accommodate
persons with disabilities, albeit in a limited capacity. Multiple international organisations claimed
that they were supporting the work of SESU in repairing houses damaged by conflict. The Donetsk
office of one international refugee organisation explained that they had previously rebuilt housing
themselves but due to the high cost of this service, they stopped conducting this work themselves
and instead provided SES with training and information. They claimed that those they work with
at SESU are extremely committed and diligent, stating that they were the first state service to
respond to the displacement crisis even though they initially lacked the skills and equipment needed
to play an effective role. With the support of international organisations in the region, SESU was
planning to commit 150 brigades to fix the rooves of houses damaged by conflict throughout the
demilitarised zone.
Another major INGO focused on mine action provided the Ministry of Internal Affairs with
support, including equipment such as vehicles to be used by the SESU for house-building and
other humanitarian activities. A senior administrator of the INGO, however, claimed that these
vehicles were not being used and instead were just sitting in Kyiv. This, the administrator said, is
consistent with the culture of the MoIA and the Ministry of Defence in Ukraine: “They want big,
expensive equipment such as diggers and vehicles, but they only want to carry out hard duties such
as demining and are not interested in soft activities such as victim assistance.” She said that she
feared the INGOs would continue to be relied on to conduct VA activities due to a lack of
willingness by the state. She stated, as did the representatives from the refugee-focused
organisations, that those working on the ground in the SESU were dedicated to housebuilding but
required training (which they were also providing). International organisations working in housing
and infrastructure stated that the reforms under President Zelenskyy have made conducting this
work much easier as they have removed some of the red tape and more funding is now directed
to development projects through the Ukrainian Social Investment Fund. However, several
organisations noted that reforms had stagnated, and development efforts had slowed.
The international community had also made efforts to directly support housing and infrastructure
for displaced persons and those affected by conflict. One project proposed by a child-focused
international organisation in the WASH Cluster was to repair and rebuild the water systems in
Donetsk and Luhansk. As well as directly repairing pipelines and water treatment plants that had
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been damaged in the 2014
conflict (and had been a
consistent
target
of
77
shelling ), support was also
needed to build wells and
boreholes in communities.
The
proposed
project
included the supply of
emergency water (via water
trucks
and
storage
containers).
The
same
organisation
was
also
supporting
WASH
infrastructure in the NGCA.
Another
international Image of an apartment building in Mariupol. A city, which was, before the
2022 conflict, referred to as ‘New Mariupol’ due to the number of people
organisation focused on living there that had been displaced by the 2014 conflict.
demining was providing
livelihood support to mine-affected communities as part of an integrated approach (e.g., building
wells). A third organisation was working with the only company to supply water in Donetsk to
rebuild infrastructure and secure the water supply. According to the organisation, the pipeline
network that supplied all of the water for the Luhansk and Donetsk Oblasts (as far south as
Mariupol and on both sides of the border) originated from Slovyansk in Luhansk. This meant that
the pipelines crossed from GCA to NGCA and back to GCA. This, they said, meant that if the
supply was damaged in NGCA, it could impact many in the GCA and complicate access and repair
efforts for both sides. This, therefore, required close cooperation between the authorities in each
area to ensure that the clean water supply is not disrupted. The same organisations also rebuilt
houses in the GCA as well as replacement facilities that have become inaccessible due to
contamination in local areas.
In addition to these activities, many of the members in the VA working group were putting
pressure on the government to develop proper compensation for housing beyond temporary
accommodation in order to align with the law on Ensuring the Rights and Freedoms of Internally
Displaced Persons. One organisation providing legal assistance to conflict-affected persons stated
that there is a programme to provide compensation for habitat loss but, as with other statuses and
benefits, this programme was difficult to access due to the bureaucratic processes involved. They
claimed that the primary difficulty that people faced was retrieving documentation of ownership
and gaining proof of the value of assets that had been lost or damaged, especially if they were in

Details of these attacks can be found in the WASH Cluster’s situation reports: https://reliefweb.int/updates?advancedsearch=%28C241%29_%28S3476%29
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A disabled parking bay at a petrol station near Novotroitsk
checkpoint in Donetsk (GCA).

inaccessible zones. This organisation
successfully provided legal assistance
to 200 families in 2020. The
operational lead for one humanitarian
organisation, which covers an array of
VA functions including health,
financial support, and MHPSS,
claimed that housing was the most
critical issue for people affected by the
conflict. He stated that this was
especially true for survivors and
persons with disabilities due to the
difficulty in returning to homes in
demilitarised areas. One mine action
organisation stated that many of the
demilitarised areas were also littered

with mines, UXOs, and booby traps.
Despite the efforts by the state and the international community, the UNHCR reports that many
survivors struggle to afford accommodation or find themselves in unsuitable housing. Others
attempt to return to their homes or stay in contaminated areas, leading to casualties by VAEOs.
An example of this was Survivor 5, who decided to continue living in an area contaminated with
VAEOs and was injured after stepping on a booby-trap 30 metres from her house. In addition to
this risk, Survivors 5 and 6, who lived in the same town, stated that electricity, gas, and water had
been cut from the town. They also stated that emergency services were not able to access their
area. Survivor 5 said that she wanted to move but did not believe that it was an option for her
financially, because of her age and now her disability. She did not feel supported in this process.
Survivor 6 was more defiant in her position and claimed that she had always lived in the town and
did not want to relocate even if it was possible. An international humanitarian organisation
operating in the region concurred that many people, mostly
the elderly, refused to move out of contaminated and highrisk zones due to mobility difficulties. They also stated that
for those who did want to leave, they wanted to move to big
cities such as Kyiv, but this was not possible under many
displacement programmes. Many had moved to Mariupol
instead, which became known colloquially as ‘New Mariupol’
because of the number of IDPs living there. In addition,
representatives from the organisation stated that the main
issue was the limited access to advice, especially for those
living in the grey zone and high-risk areas, suggesting that
there needed to be an online platform to access information
on where they could move, and what form of housing was
available. The issue with this, however, is that many in need
Braille on a pavement in Mariupol.
of migration support do not have access to the internet.
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Survivors highlighted the range of accommodation issues that have resulted from the conflict and
contamination. Survivor 2, who lived with his injured mother in the grey zone stated that the
damage to his house caused by shelling meant that it was not safe. He had support from two
INGOs to fix the roof and windows, but he was rebuilding the remaining damage to the interior
himself, despite his injuries. He stated that the remaining damage would cost over 100,000UAH
(approximately 3,700USD) to repair. He tried to apply for compensation from the government
but stated that the process was too difficult, so he gave up. He had also tried to apply for assistance
from international organisations for heating and ventilation in the winter but, despite winterisation
programmes operating in the country, that he could not access this care, quoting one of the
difficulties as requirement to travel to an organisation’s office, which he could not do due to
mobility difficulty (a leg injury), transport costs and time. Survivor 3 believed that he could only
gain compensation for housing from the government (30,000UAH – approximately 1,110USD) if
he had not received assistance from an INGO previously, which he had. Survivor 3 had been
displaced to an area in the grey zone, which he believed was not safe but stated that he had nowhere
else to go. Assisted by the same organisations as Survivor 2, he had not received any support from
the municipality authority or the government. He stated that the area in which he lived had no
access to water or gas and that emergency services would not go there. He had to ride a bike for
15 minutes to access the closest well for water. He was considering moving to Poland but did not
want to leave his disabled mother behind and she did not want to move. Survivor 11 also stated
that the area he lived in – outside of the grey zone, in Luhansk – presented challenges in terms of
accessing public services due to the poor infrastructure in the town (near Slovyansk). Examples he
gave included the lack of public transport, ramps, benches (to rest when he got tired). He also
commented on long queues, claiming that, because he is not missing a limb or in a wheelchair, that
he was rarely given priority. Additionally, he felt like his rented accommodation (which he for
forced to move to as a direct result of the conflict) was not secure, and the landlord could kick
him out at any point due to the lack of protection for IDP tenants. He claimed that this was the
same situation for many other IDPs who also lived in his town.

3.2.8. Social and Political Inclusion
Misinformation about and stigmatisation of people with disabilities is not uncommon in Ukraine.
To tackle this, most of the international organisations that were interviewed had some form of
community-level advocacy and information-sharing embedded into their programmes. Social
inclusion was universally agreed to be an effective tool in changing the perceptions of persons with
disabilities within communities. Reflecting this, one of the central aims of the VA Working Group,
established in 2021, was to “promote community-based planning processes that facilitate the
meaningful participation of mine survivors, involving them, their families and communities in
designing and implementing victim support programmes/services”.
By including survivors and their families in the design of social inclusion (and general victim
assistance) programmes, it was more likely that all needs would be considered and acted upon.
Regarding the state system, social workers (under the Ministry of Social Policy) were on the ground
working with survivors, local authorities, and communities to ensure their needs were met. One
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international organisation was working with schools, teachers, and local communities to engage
child survivors in local society, such as building playgrounds that were accessible for people with
disabilities. A separate organisation, operating from Mariupol, had a programme to establish sports
teams in local communities for people with disabilities, which they stated had also reached
survivors. This was also being replicated by an international humanitarian organisation operating
in both the GCA and the NGCA, making it a core focus alongside economic inclusion. A
representative from this organisation working in the NGCA (interviewed online) said that the
sports initiative had begun in 2021 and was having a powerful impact on the mental health of the
survivors. It changed “perceptions of themselves, and the perceptions of their communities”. They
also stated that they had two partner organisations piloting social inclusion through sport that had
seen similar results.
Although persons with disabilities were not observed in any of the senior administrative teams of
the international organisations that were visited, one national NGO (focusing on support for
explosive ordnance victims) was entirely made up of EO survivors. When discussing this with the
head of the organisation, they stated that, in accordance with the CRPD, organisations that
supported people with disabilities needed to include them in their workforce. He claimed that they
were the only NGO in the country that was abiding by this and believed that VA departments of
all mine action entities (both governmental and non-governmental) should be run by people with
disabilities. This organisation focused heavily on including their service recipients in decisionmaking and consulting them during the project design phase. Speaking to Survivor 1, who had
benefitted from this organisation’s support, agreed that people with disabilities should be at the
centre of victim assistance.
None of the other survivors had been made
aware of any social inclusion programmes,
nor had they been consulted in the design
of policies and programmes by NGOs or
the government. However, only Survivors 8
and 2 felt they had faced discrimination in
their communities. Survivor 8 claimed that
he felt stigmatised and thought that he was
“being looked at differently” and felt
“separated from the rest of society”. He
claimed that this compounded the shame he
felt about his disability, referencing the fact
he could no longer braid his daughter’s hair Celebration of the UN’s 75th Anniversary - installed in
Kyiv in 2020. The UN has been a driving force in
because of his damaged hand. Regarding humanitarian operations, including those related to mine
political inclusion, all the survivors felt like action, since 2014.
the government was not considering the
needs of people with disabilities and did not feel represented by the authorities at the municipal,
oblast, or national level. Survivor 2 stated that people in his community made him feel like a burden
and would not “give up their seat or let him in front of the line” even when they knew he had a
disability. Survivor 6, although she did not feel stigmatised, stated that “people with disabilities are
ignored”. In contrast, multiple organisations claimed that people with disabilities were consulted
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and involved in the national government and served as members of government and local
authorities, including agencies focused on aiding people harmed by conflict.
It was clear from the interviews with both survivors and organisations that there was a lack of
importance placed on social inclusion. Most groups focused on financial assistance, housing, and
healthcare as their core concerns.

3.2.9. Protecting and Promoting Rights
Although Ukrainian law prohibited discrimination against persons with disabilities (e.g., in the
sectors of healthcare, education, employment, transport, and other services), the implementation
of this law was clearly ineffective. Due to financial, geographical, legal, or physical barriers, most
public services were inaccessible for survivors, people with disabilities, and those living in conflictaffected areas. Every service provider agreed that the difficulties in acquiring the various statuses
for both children and adults disabled, affected, or displaced by conflict made public services
virtually inaccessible. Of the survivors interviewed, seven did not have the status of a person with
disabilities, while only two had the status of someone disabled by conflict. Of the 12 who qualified
for IDP status, all had successfully acquired it. Survivors 5 and 6, who had both received disability
status, claimed that they had only been receiving half of the financial support/pensions that they
should receive over the last six months due to budget constraints at the local authority. They had
formed a group of 13 survivors in their community (eight of whom had the status of someone
disabled by conflict) who were also receiving reduced pensions, and this group was planning to
write a co-signed letter to the Department of Social Protection to complain about this issue. The
case of this group exemplified the fact that even once a status was granted, it did not necessarily
mean that the full implementation of support for survivors would follow. The group of 13
survivors did not have any legal support regarding their case and had been independently studying
the legislation and their rights as people with disability.
Survivor 11 was also appealing to the Department of Social Protection as his disability status had
dropped from level 2 to level 3, granting him access to fewer benefits. For Survivor 3, he had been
refused his disability status because he claimed, he “Still had all his limbs”. He was planning to
apply for the status of someone disabled by conflict, but he feared he would also be refused as he
had not been offered any legal assistance. Survivor 8 also contacted the legal assistance team at the
Department of Social Protection, but they merely sent him an information packet and did not
offer any further support. When speaking to the legal specialist at an INGO focused on mine
action in Ukraine, he stated that the legal support provided under the Ministry of Social Policy was
underfunded and only accessible to IDPs or those who were socially or economically vulnerable.
According to the VA Working Group, the new laws in Ukraine should have improved the legal
system surrounding VAEO harm, but they stated that there was a need for an NMAA and a wellfunded VA department in order for the law to be implemented effectively. They also stated that
there was a need to develop standards and assign roles at the municipal and national levels across
all relevant ministries and departments. Their (was to develop technical guidance, definitions, and
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standards for mine-action VA based on the international mine action standards 13.10. According
to the legal team of an INGO, after decentralisation shifted responsibility for VA to the
municipality level, they needed to establish bylaws to ensure that national and international laws
could be effectively implemented.
Fortunately, NGOs in Ukraine were very aware
of the legal issue in the country, and many were
effectively providing support to dozens of
survivors. One organisation stated, however, that
it was hard to keep up with the demand for legal
support as they covered IDPs, people with
disabilities, people affected by conflict, and other
vulnerable groups. This organisation was, as of
August 2021, supported by two large
international donors to protect and promote the
rights of IDPs and affected populations, as well
A disability status identification card presented
as to protect and promote the human rights and by one interviewee.
fundamental freedoms of conflict-affected
communities exposed to risk and injury arising from explosive remnants of war contamination.
They stated that assessing the legal situation of survivors created a bottleneck in their system to
support victims but said that it was difficult to find or train legal analysts to mitigate this. To
counter this, they partnered with another organisation, which had helped them to assist 180 people,
including approximately 12 VAEO victims.
Despite this emphasis on the need to promote and support laws in Ukraine, as well as provide
legal assistance, the head of one field office stated that donors were reducing funding focused on
legal assistance. He stated that donors believed that the legal aspect should be resolved by the
Ukrainian government, but the government was not providing the necessary support to pursue
their case. According to multiple interviewees, the government was also refusing to provide
assistance or legal status to those who had been disabled by conflict in the NGCA. In addition, if
a child’s parents died in the NGCA, they were not granted any support. As described by one lawyer
working for an INGO operating in Luhansk, this was a discriminatory practice that violated
international laws and conventions. This was corroborated by a legal team working at the EECPs
in Novotoroitsk, who claimed that they had heard of conflict victims crossing the border to seek
aid from the government but being refused multiple times. A third national NGO was lobbying
the government to amend this discriminatory approach. Within the NGCA, the local authority
would not allow any outside authority to give them advice, information, or support on
discrimination, equality, or human rights. Because of this, after two years of trying, one INGO
operating in the region redirected funding away from the department trying to advocate for
equality and rights. Even in the GCA, those attempting to advise the government stated that the
government is extremely suspicious and uncooperative (for instance, they would not let any
international advisers work in their offices). As a senior administrator of a mine-action INGO
stated, “All we can do is offer advice. At the end of the day, it is up to them how they will do
[victim assistance]”.
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Regarding advocacy and the promotion of rights, all organisations were conducting some form of
awareness-raising. This was being delivered through community outreach and direct information
dissemination to survivors. One organisation focused on displaced persons stated that the
understanding of rights was extremely limited. For example, IDPs could gain a status even if they
had moved within the same town due to VAEO contamination (such as booby-traps), but people
did not realise this. This organisation was working with the Ministry of Reintegration of
Temporarily Occupied Territories (MTOT) as well as local partners to educate people on their
rights. Representatives from this agency’s office in Mariupol stated that their legal councillors and
lawyers had supported thousands of people in 2021 (including those directly and indirectly affected
by landmine harm) by providing counselling and initiating court cases on IDP statuses, pension
reinstatement, civil documents, and other issues related to conflict and displacement. Their success
in reaching so many people, they claimed, was partly due to their partnerships. It was common for
organisations to partner with national or local authorities which gave them access to survivors and
affected persons. Due to COVID-19, however, many organisations had taken their operations
online with one NGO explaining that they had held five awareness-raising webinars which were
attended by over 100 people, including victims, senior staff from local governments, hospital staff,
social policy departments, and other relevant stakeholders. Multiple organisations also offered
hotlines for people to call in and learn about their rights, gain legal support, or access information.
According to the head of an NGO that was instrumental in the adoption of the law to grant legal
status to people disabled by conflict, only 120 people as of August 2021 had received the disability
caused by conflict status. The same organisation claimed that 1,200-1,300 people would be eligible
for this status (including both the GCA and NGCA).

3.2.10. Identification, Data Collection, and Information
Management
The following information, as with the rest of this case study, is based on the situation in Ukraine as of August
2021.
While the legal system and the acquisition of statuses were identified as major challenges, data
collection and access to reliable information was the most referenced barrier for organisations
attempting to provide effective VA. There was no centralised database due to a lack of an NMAA,
which translated into a lack of reliable figures on contamination and direct and indirect VAEO
victims in Ukraine.
As one representative from the VA Working Group stated, “Before mine action victim assistance
can be achieved effectively, we need to know the scale of the problem”. To achieve this, the
UNDP, with the assistance of the GICHD and NGOs operating in the country, was working with
the Ukrainian government to establish an information management system for mine action
(IMSMA). The objective was for all relevant (government and NGO) stakeholders to add to and
access this system (with sufficient safeguarding measures in place). As part of this system, those
organisations conducting humanitarian operations and other services related to mine action would
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agree to share the data they had independently collected on VAEO contamination and harm.
Regarding victims, the aim was to collect data on the number and location of victims, their profile
(e.g., age, gender, etc.), and EORE coverage. The main issues facing the creation of this database
included the limited and inconsistent collection of data by organisations and the state, a lack of
universal definitions, organisational restrictions on data collection, government procedures, cost,
timeliness of collecting data, and cooperation by the relevant government ministries (e.g., MOIA
and MTOT). Additionally, as data collection was not standardised, humanitarian and mine action
organisations in the country were collecting inconsistent details on victims of VAEO harm that
may not be compatible with the prospective database. In regard to clearance, this had already been
acknowledged by one INGO and they were working with the SESU in Donetsk to train them on
what data they should be collecting and how to collect it.
It should be noted that this system was only intended to cover the GCA as accessing the NGCA
to collect data was not feasible (even though most casualties were likely to occur in the NGCA).
Humanitarian operators based in the NGCA agreed that “an assessment would be impossible with
the current authority”. However, data collection points set up on the EECP (as is already
conducted by the OSCE and UNHCR, which was witnessed at the Novotroitsk checkpoint) could
serve to mitigate this issue.
As of August 2021, this system of data collection had not been established. While some of the
various humanitarian agencies and organisations conducted direct monitoring operations, many
others had to rely on open-source media. Even once a case had been identified, accessing the
victim proved difficult due to a lack of information and these organisations often had to find
relatives and neighbours first. The difficulties in identifying victims and targeting support were
compounded by a lack of information sharing between organisations, with claims that some
organisations had even guarded their information on victims. Further, the government and local
authorities were, according to multiple organisations, uncooperative in helping to identify victims.
That said, multiple NGOs had partnerships with hospitals and social services that had referred
organisations to survivors of explosive ordnance (EO) harm and vice versa. However, many
entities in government and NGOs simply had not been collecting detailed data on victims,
including some of the largest mine action organisations.
As of August 2021, a few NGOs had conducted data collection, such as the DRC/UNICEF Needs
Assessment (2019). In addition, various international agencies operating in the country had
conducted knowledge, attitude, and practices surveys 78, as well as internal analyses on victim
assistance and support for persons with disabilities. When speaking to two of the organisations
that had conducted large assessments based on surveys and interviews, they explained the
difficulties in finding victims due to the lack of data collection among state services (such as social
services) and NGOs. They also pointed to the restrictions and unwillingness of entities to share
information; a representative from an INGO operating on both sides of the contact line stated
According to Medicins du Monde, “A Knowledge, Attitude and Practices (KAP) survey is a quantitative method (predefined
questions formatted in standardized questionnaires) that provides access to quantitative and qualitative information. KAP surveys
reveal misconceptions or misunderstandings that may represent obstacles to the activities that we would like to implement and
potential barriers to behaviour change. Note that a KAP survey essentially records an “opinion” and is based on the “declarative”
(i.e., statements). In other words, the KAP survey reveals what was said, but there may be considerable gaps between what is said
and what is done.” (Medicines du Monde, 2011)
78
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that, relative to other information collected by the government on the conflict, data relating to
landmines was especially guarded. In addition, they stated that many survivors and conflictaffected persons did not want to be found due to the lack of trust and fear of stigma.
Despite the difficulties, the
organisations
that
had
conducted such assessments
claimed that it allowed them to
apply for suitable funding,
effectively prioritise resources
and care, identify specialised
needs, and assess the impact of
assistance. As a legal analyst of
one INGO stated, it could be
used to hold the government
accountable
for
their
assistance,
provide
clear
feedback to donors, and make
it easier to hold service
providers accountable. A
A EORE session being conducted at the Novotroitsk EECP (GCA) by a
senior administrator of one representative from an INGO.
humanitarian INGO stated
that such assessments could be done on a much larger scale with relative ease if there was
cooperation, which would allow for the use of critical tools such as mapping of healthcare and
other services. As Survivor 11 and two INGO administrators suggested, having an online platform
that would allow those in need to see which services were available across the region, and whether
they met the eligibility criteria to access them, would allow for increased self-referral. According
to a senior administrator who suggested this system, this could mitigate some of the difficulties
and costs of identifying victims – which, if a national programme was established, would be a
complex challenge and would require the support of the government (and agencies related to VA),
municipal and oblast authorities, local community leaders, NGOs, and grassroots organisations,
amongst others.
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4. Concluding Statement
When designing and implementing victim assistance policy and programmes, factors relating to
recipients’ biology and biography (such as age, gender, location, and socioeconomic situation)
should be considered. Survivors, victims, and persons with disabilities are not one-dimensional,
and the complexities of their needs must be considered by VA actors if they hope to effectively
implement assistance. As exemplified by this report, understanding the complexities of the needs
of survivors and victims requires consultation with administrators, service providers, and, critically,
the survivors themselves. Each group can offer unique insight to implement effective policy.
Despite this obvious value, the representation of survivors, victims, and persons with disabilities
was limited in each country observed as part of this research. This was not only true for the victim
assistance in the mine action sector, but also across other key sectors such as health, social care,
humanitarian aid, and development programmes. However, this study found that the most
successful programmes were programmes in which survivors and persons with disabilities were
well represented and had been consulted throughout the design, implementation, and monitoring
at both the local and national levels.
Moving forward, an in-depth analysis of both the target group and the context in which they exist
must be undertaken to drive the design of programmes and the mechanisms for continual
monitoring and improvement. Victim assistance actors and policymakers should strongly consider
the increased representation and consultation of those they assist, especially survivors and persons
with disabilities, whose needs are often unique and require personal insight to fully understand.
Organisations that do not include persons with disabilities in survivor-focused victim assistance
policies and programmes hinder their own ability to fulfil their purpose and deviate from the
Convention of the Rights of Persons with Disabilities79.
Effective assistance requires a multifaceted approach, with each sector working in coordination.
This includes, but is not limited to, emergency and continuing care, physical rehabilitation,
education, mental health support, and socioeconomic inclusion. Victim assistance departments
within national mine action authorities play a critical role in ensuring that the needs of survivors
and persons with disabilities are considered in mine action and wider policies. To fulfil this role,
national authorities, with the support of other national and international stakeholders, should also
collect, analyse, and disseminate comprehensive quantitative and qualitative data on the needs of
survivors and the service capacity to support victim assistance. This will allow donors and service
providers to assess the level and type of assistance that is required to address the impact of
landmine harm.
The international community – especially actors that are experienced in victim assistance,
humanitarian, and/or development roles in multiple mine-affected countries – should use their
Article 4, paragraph 3 of the CRPD states, ‘In the development and implementation of legislation and policies to implement
the present Convention, and in other decision-making processes concerning issues relating to persons with disabilities, States
Parties shall closely consult with and actively involve persons with disabilities, including children with disabilities, through their
representative organizations.’
79
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experience and expertise to provide advice and technical support to bolster the work of national
mine action authorities. Victim assistance actors in affected countries should work together to
share lessons learnt and inform one another about the challenges they face, and the strategies used
to tackle them. This should extend beyond the various convention meetings and include a bespoke
platform that encourages constant communication. For a truly comprehensive approach,
cooperation and coordination strategies should include international actors, national and regional
governing bodies, national and subnational non-governmental organisations, local communities
and authorities, and the private sector (where appropriate).
Beyond their advisory role, the international community has a responsibility to provide resources
and funding to countries that do not have the capacity to provide suitable and comprehensive care
to victims of landmine harm. In the funding strategy of any programme or policy – local, national,
or international – sustainability should be a central consideration, with donors coordinating their
efforts through strategies such as pooled funding to facilitate a consistent approach (where
necessary). Ensuring that any funding strategy maximises the longevity of projects is key to a sector
that is heavily dependent on what has become inconsistent levels of funding. From the outset,
victim assistance should consider ways in which it can improve local capacity and sustainability
and should aim to utilise locally accessible and affordable resources wherever possible. Only when
the need for support diminishes, or when local and national structures are equipped to take over
the provision of services should external funding or resources be scaled back. Any withdrawal of
support should be gradual and closely monitored. Withdrawing resources prematurely risks the
hollowing out of service provision and pushing vulnerable individuals into high-risk circumstances.
Victim assistance in mine action plays an important role in mine-affected countries and provides
an inflow of specialised staff, expertise, and resources to address the increased strain on a country
dealing with the presence of mines. The existence of victim assistance structures in a country also
drives the design and implementation of rights-based laws, policies, and programmes to protect
and promote the rights of survivors, persons with disabilities, and indirect victims. Despite these
critical roles, victim assistance stakeholders were struggling in each of these three countries to
secure funding and maintain their services. This suggests that current funding strategies are not
suitable or sustainable. This report recommends that donors consider new efforts to increase the
sustainability, effectiveness, and suitability of victim assistance funding in affected countries. To
identify new and effective approaches to victim assistance requires the expertise and insight of
experienced national and international service providers, but also, as with all other aspects of victim
assistance, the consultations and increased representation of survivors, persons with disabilities,
and indirect victims of landmine harm.

4.1. Call for Further Research
Due to the sample size and method of research used in this study, the findings and
recommendations require further investigation. The amount of information collected from a
relatively small sample population is a testament to the complexity of victim assistance and the
uniqueness of each victim’s context. Stakeholders in each of the areas of victim assistance are
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encouraged to use the findings as a basis for further investigation to improve the effectiveness of
policy and services related to victim assistance. Further research and the design of any policy or
programme, as well as any decision-making, should involve persons with disabilities at its core.
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Appendix
Appendix I: Key Definitions
Humanitarian Mine Action and Victim Assistance

Humanitarian Mine Action
Humanitarian Mine Action encompasses five categories or pillars of activity, in
place to mitigate the impact of landmines and explosive ordnance harm.
Victim Assistance
In accordance with Article Six of the APMBC, "Each State Party in a position to
do so shall provide assistance for the care and rehabilitation, and social and
economic reintegration, of mine victims and for mine awareness programmes.".
(United Nations, 1997)
According to the United Nations Mine Action Service, “Assistance is provided
through a number of concrete actions to meet the immediate and long-term needs
of mine accident survivors, their families, mine-affected communities and persons
with disabilities. Assistance includes, but is not limited to, emergency and
continuing medical care; physical rehabilitation; psychosocial support and social
inclusion; and laws and public policies that promote effective treatment, care and
protection for all disabled citizens.” (UNMAS, 2021)
Please see Annex B (pp. 14-15) of the IMAS (2021) 13.10 document on Victim
Assistance in Mine Action, and the Geneva International Centre for Humanitarian
Demining (GICHD) (2008) Guide to Understanding Victim Assistance in the
Context of the AP Mine Ban Convention for more detail on the elements and
activities of victim assistance.

UNMAS (2021) defines the other four pillars of mine action as:
Clearance
“in its broad sense, it includes surveys, mapping and minefield marking, as well as
the actual clearance of mines from the ground. This range of activities is often
referred to as "demining". There are two types of mine clearance: military and
humanitarian. Military mine clearance is the process undertaken by soldiers to clear
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a safe path so they can advance during conflict. In this case, mines are only cleared
if they block strategic pathways required in the advance or retreat of soldiers at
war. Humanitarian mine clearance is very different. It aims to clear land so that
civilians can return to their homes and their everyday routines without the threat
of explosive hazards. The aim of humanitarian demining is to restore peace and
security at the community level.” (UNMAS, 2021)
Mine Risk Education (MRE)
“educational activities aimed at reducing the risk of injury from mines and
unexploded ordnance by raising awareness and promoting behavioural change
through public-information campaigns, education and training, and liaison with
communities. MRE ensures that communities are aware of these risks and are
encouraged to behave in ways that reduce the risk to people, property and the
environment. Objectives are to reduce the risk to a level where people can live
safely and to recreate an environment where economic and social development can
occur free from the constraints imposed by explosive hazard contamination.”
(UNMAS, 2021)
Advocacy
“participation in existing international agreements or "instruments" that ban or
limit the use of landmines.” (UNMAS, 2021)
To note, this paper uses the term advocacy in a broader sense, referring to activity
that aims to promote the rights of persons with disabilities, victims, and survivors
- as well as humanitarian, peace and development activities aimed at benefitting
these groups (including victim assistance) - with the intention of influencing policy
and law in their favour.
Stockpile Destruction
The destruction of stockpiled landmines. “In accordance with Article 4 of the Antipersonnel Mine Ban Convention, State Parties must destroy their stockpiled mines
within four years after their accession to the Convention.” (UNMAS, 2021)

Survivors, Victims, and Persons with Disabilities
Victim
“persons either individually or collectively who have suffered physical, emotional
and psychological injury, economic loss or substantial impairment of their
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fundamental rights through acts or omissions related to the use of EO. Victims
include people injured and killed, their families, and communities affected by EO.”
(IMAS, 2021, p. 8)
Direct Victim
“those people who suffered an accident with EO, also denoted as 'Casualties.'”
(IMAS, 2021, p. 8)
Indirect Victim
“family members of people injured and killed, as well as people living in areas
affected by EO.” (IMAS, 2021, p. 8)
Survivor
“a woman, girl, boy or man who has suffered injury as a result of an accident caused
by EO and survived. The term ‘Survivor’ should be used in relation to those
individual women, girls, boys and men who have been injured and possibly
impaired as a result of an accident with EO. However, the term ‘Victim’ continues
to be used when referring to the broader groups of victims and to avoid ambiguity
with applicable legal obligations given that the term appears in legal instruments.”
(IMAS, 2021, p. 8)
Survivor Organisation
“an organisation representing and working in the interest of survivors, as well as
other persons with disabilities and indirect victims, that includes survivors and/or
indirect victims in its operational structure. Survivor organisations are created by,
and for, the benefit of victims and often contribute unique experience-based peerto-peer support and referrals and provide other services by which the victims’
different needs can be addressed. They typically also provide survivor-led
advocacy, awareness-raising, and community mobilisation, and contribute to
coordinating VA.” (IMAS, 2021, p. 8)
Disability
Disability is a complex, dynamic and multifaceted concept. There is yet to be a
universally accepted definition of disability. In recent years, the focus of defining
‘disability’, however, has turned from purely medical classification to include social
influence, with more consideration for contextual and environmental factors.
As such, the present paper follows the WHO’s description of disability as the result
of “the interaction between individuals with a health condition, such as cerebral
palsy, Down syndrome and depression, with personal and environmental factors
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including negative attitudes, inaccessible transportation and public buildings, and
limited social support” (World Health Organisation, 2021).
Weapon Types
Explosive Ordnance (EO)
“encompassing mine action’s response to the following munitions: Mines, Cluster
Munitions, Unexploded Ordnance (UXO), Abandoned Ordnance (AXO), Booby
traps, Other devices (as defined by CCW APII), Improvised Explosive Devices
(IED)” (IMAS, 2021, p. 8)
To note, ‘explosive remnant of war’ (ERW) encompasses unexploded ordnance
and abandoned ordnance.
Victim-Activated Explosive Ordnance (EO)
Any of the above ordnance that is activated in the presence, proximity or contact
of a person. For the purpose of this paper, this does not include ordnance that is
activated in presence, proximity or contact with a vehicle.
Landmine/mines
“a mine designed to be exploded by the presence, proximity or contact of a person
and that will incapacitate, injure or kill one or more persons.” (United Nations,
1997).
To note, if an anti-vehicle landmine is referenced in this paper – a mine designed to explode in
the presence, proximity, or contact of a vehicle – it will be specified.
Cluster munitions
“conventional munition that is designed to disperse or release explosive
submunitions each weighing less than 20 kilograms, and includes those explosive
submunitions.” (Convention on Cluster Munitions, 2008)

Unexploded Ordnance (UXO)
“explosive ordnance that has been primed, fused, armed, or otherwise prepared
for use and used in an armed conflict. It may have been fired, dropped, launched
or projected and should have exploded but failed to do so.” (ICRC, 2005, p. 50)
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Abandoned Explosive Ordnance (AXO)
“explosive ordnance that has not been used during an armed conflict, that has been
left behind or dumped by a party to an armed conflict, and which is no longer
under control of the party that left it behind or dumped it. Abandoned explosive
ordnance may or may not have been primed, fused, armed or otherwise prepared
for use.” (ICRC, 2005, p. 50)

Explosive Remnant of War (ERW)
Encompasses unexploded ordnance and abandoned explosive ordnance.

Booby Traps
“any device or material which is designed, constructed or adapted to kill or injure,
and which functions unexpectedly when a person disturbs or approaches an
apparently harmless object or performs an apparently safe act.” (ICRC, 2005, p.
24)

Other Devices
“manually-emplaced munitions and devices including improvised explosive
devices designed to kill, injure or damage and which are actuated manually, by
remote control or automatically after a lapse of time.” (ICRC, 2005, p. 24)
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Appendix II: Guiding Principles of the Study
The research was conducted based on the victim assistance obligations to the Anti-Personnel
Mine Ban Convention (APMBC) and, as a rights-based study, has been guided by the
Convention on the Rights of Persons with Disabilities (CRPD). The research has also been
guided by principles in relevant conventions, laws, standards, and charters, including:
• Anti-Personnel Mine Ban Convention Action Plans
o Nairobi Action Plan
o Cartagena Action Plan
o Oslo action Plan
• The Convention on Cluster Munitions (CCM)
• The Convention on Certain Conventional Weapons (CCW)
• International Humanitarian Law (IHL)
• International Mine Action Standards (IMAS)
• The Humanitarian Charter
• The Charter on the Inclusion of Persons with Disabilities in Humanitarian Action
• The Humanitarian Inclusion Standards for Older People and People with Disabilities
• The IASC Guidelines on Inclusion of Persons with Disabilities in Humanitarian
Action
• The 2030 Agenda for Sustainable Development (SDGs)
The study also considered national laws, policies, and strategies in place to protect and promote
the rights of landmine survivors, victims, and people with disabilities.
The following is a list to exemplify the guiding considerations and principles of the study,
which include but are not limited to:
• The protection and promotion of the rights of survivors, persons with disabilities and
victims of landmine harm (direct and indirect) according to relevant national and
international laws and policies.
• Survivor participation and inclusion at all levels of discussion, decision making,
development, and implementation of programmes, policies and laws related to victim
assistance.
• The inclusion of women and representatives of minority groups at all levels of decision
making and programme implementation.
• Commitment to sustainable national and subnational capacity building and ownership.
• Consideration for the often-interrelated needs of survivors and broader persons with
disabilities in the funding, planning and implementation of policies and programmes.
• Consideration for the specialised needs of survivors in disability-focused laws and
policies.
• Special consideration for survivors, people with disabilities and indirect mine victims
(including displaced persons) in broader laws and policies.
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•
•
•
•

•

•
•
•
•
•

Consideration for environmental sustainability and conservation in programme
planning and implementation.
Economically sustainable and efficient planning, implementation, and operation of
programmes and policies.
Quality assurance of programmes, policies and laws through sufficient monitoring and
evaluation, and transparency mechanisms.
Effective and inclusive partnership and cooperation: communication, collaboration,
and information sharing between relevant actors (subnational, national, and
international)
Specialised consideration for vulnerable groups (i.e., children, women, people with
disabilities, displaced persons, and elderly persons) in relevant programmes, policy, and
law.
Non-discrimination in programmes, policy, and law.
Efficient, sustainable, and appropriate mobilisation and distribution of services and
resources.
Accessibility of services and resources (including financial accessibility).
Active advocacy/awareness raising of the rights and needs of survivors, people with
disabilities, and indirect victims.
Proper safeguarding and welfare consideration for all stakeholders, including staff of
service providers.
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Appendix III: The Convention on the Rights of
Persons with Disabilities Applied to Victim
Assistance Activities
Emergency and continuing care
Article 25 of the CRPD: Health
States Parties recognize that persons with disabilities have the right to the enjoyment of
the highest attainable standard of health without discrimination on the basis of disability.
States Parties shall take all appropriate measures to ensure access for persons with
disabilities to health services that are gender-sensitive, including health-related
rehabilitation. In particular, States Parties shall:
(a) Provide persons with disabilities with the same range, quality and standard of free or
affordable health care and programmes as provided to other persons, including in the area
of sexual and reproductive health and population-based public health programmes;
(b) Provide those health services needed by persons with disabilities specifically because
of their disabilities, including early identification and intervention as appropriate, and
services designed to minimize and prevent further disabilities, including among children
and older persons;
(c) Provide these health services as close as possible to people's own communities,
including in rural areas;
(d) Require health professionals to provide care of the same quality to persons with
disabilities as to others, including on the basis of free and informed consent by, inter alia,
raising awareness of the human rights, dignity, autonomy and needs of persons with
disabilities through training and the promulgation of ethical standards for public and
private health care;
(e) Prohibit discrimination against persons with disabilities in the provision of health
insurance, and life insurance where such insurance is permitted by national law, which shall
be provided in a fair and reasonable manner;
(f) Prevent discriminatory denial of health care or health services or food and fluids on the
basis of disability.

Mental health and PSS
Article 16, paragraph 4 of the CRPD: Freedom from exploitation, violence and abuse
4. States Parties shall take all appropriate measures to promote the physical, cognitive and
psychological recovery, rehabilitation and social reintegration of persons with disabilities
who become victims of any form of exploitation, violence or abuse, including through the
provision of protection services. Such recovery and reintegration shall take place in an
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environment that fosters the health, welfare, self-respect, dignity and autonomy of the
person and takes into account gender- and age-specific needs.
Article 26 of the CRPD: Habilitation and Rehabilitation
1. States Parties shall take effective and appropriate measures, including through peer
support, to enable persons with disabilities to attain and maintain maximum independence,
full physical, mental, social and vocational ability, and full inclusion and participation in all
aspects of life. To that end, States Parties shall organize, strengthen and extend
comprehensive habilitation and rehabilitation services and programmes, particularly in the
areas of health, employment, education and social services, in such a way that these services
and programmes:
(a) Begin at the earliest possible stage, and are based on the multidisciplinary assessment
of individual needs and strengths;
(b) Support participation and inclusion in the community and all aspects of society, are
voluntary, and are available to persons with disabilities as close as possible to their own
communities, including in rural areas.
2. States Parties shall promote the development of initial and continuing training for
professionals and staff working in habilitation and rehabilitation services.
3. States Parties shall promote the availability, knowledge and use of assistive devices and
technologies, designed for persons with disabilities, as they relate to habilitation and
rehabilitation.

Education
Article 24 of the CRPD: Education
1. States Parties recognize the right of persons with disabilities to education. With a view
to realizing this right without discrimination and on the basis of equal opportunity, States
Parties shall ensure an inclusive education system at all levels and life long learning directed
to:
(a) The full development of human potential and sense of dignity and self-worth, and the
strengthening of respect for human rights, fundamental freedoms and human diversity;
(b) The development by persons with disabilities of their personality, talents and creativity,
as well as their mental and physical abilities, to their fullest potential;
(c) Enabling persons with disabilities to participate effectively in a free society.
2. In realizing this right, States Parties shall ensure that:
(a) Persons with disabilities are not excluded from the general education system on the
basis of disability, and that children with disabilities are not excluded from free and
compulsory primary education, or from secondary education, on the basis of disability;
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(b) Persons with disabilities can access an inclusive, quality and free primary education and
secondary education on an equal basis with others in the communities in which they live;
(c) Reasonable accommodation of the individual's requirements is provided;
(d) Persons with disabilities receive the support required, within the general education
system, to facilitate their effective education;
(e) Effective individualized support measures are provided in environments that maximize
academic and social development, consistent with the goal of full inclusion.
3. States Parties shall enable persons with disabilities to learn life and social development
skills to facilitate their full and equal participation in education and as members of the
community. To this end, States Parties shall take appropriate measures, including:
(a) Facilitating the learning of Braille, alternative script, augmentative and alternative
modes, means and formats of communication and orientation and mobility skills, and
facilitating peer support and mentoring;
(b) Facilitating the learning of sign language and the promotion of the linguistic identity of
the deaf community;
(c) Ensuring that the education of persons, and in particular children, who are blind, deaf
or deafblind, is delivered in the most appropriate languages and modes and means of
communication for the individual, and in environments which maximize academic and
social development.
4. In order to help ensure the realization of this right, States Parties shall take appropriate
measures to employ teachers, including teachers with disabilities, who are qualified in sign
language and/or Braille, and to train professionals and staff who work at all levels of
education. Such training shall incorporate disability awareness and the use of appropriate
augmentative and alternative modes, means and formats of communication, educational
techniques and materials to support persons with disabilities.
5. States Parties shall ensure that persons with disabilities are able to access general tertiary
education, vocational training, adult education and lifelong learning without discrimination
and on an equal basis with others. To this end, States Parties shall ensure that reasonable
accommodation is provided to persons with disabilities.

Economic inclusion and Vocational Training
Article 27 of the CRPD: Work and Employment
1. States Parties recognize the right of persons with disabilities to work, on an equal basis
with others; this includes the right to the opportunity to gain a living by work freely chosen
or accepted in a labour market and work environment that is open, inclusive and accessible
to persons with disabilities. States Parties shall safeguard and promote the realization of
the right to work, including for those who acquire a disability during the course of
employment, by taking appropriate steps, including through legislation, to, inter alia:
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(a) Prohibit discrimination on the basis of disability with regard to all matters concerning
all forms of employment, including conditions of recruitment, hiring and employment,
continuance of employment, career advancement and safe and healthy working conditions;
(b) Protect the rights of persons with disabilities, on an equal basis with others, to just and
favourable conditions of work, including equal opportunities and equal remuneration for
work of equal value, safe and healthy working conditions, including protection from
harassment, and the redress of grievances;
(c) Ensure that persons with disabilities are able to exercise their labour and trade union
rights on an equal basis with others;
(d) Enable persons with disabilities to have effective access to general technical and
vocational guidance programmes, placement services and vocational and continuing
training;
(e) Promote employment opportunities and career advancement for persons with
disabilities in the labour market, as well as assistance in finding, obtaining, maintaining and
returning to employment;
(f) Promote opportunities for self-employment, entrepreneurship, the development of
cooperatives and starting one's own business;
(g) Employ persons with disabilities in the public sector;
(h) Promote the employment of persons with disabilities in the private sector through
appropriate policies and measures, which may include affirmative action programmes,
incentives and other measures;
(i) Ensure that reasonable accommodation is provided to persons with disabilities in the
workplace;
(j) Promote the acquisition by persons with disabilities of work experience in the open
labour market;
(k) Promote vocational and professional rehabilitation, job retention and return-to-work
programmes for persons with disabilities.
2. States Parties shall ensure that persons with disabilities are not held in slavery or in
servitude, and are protected, on an equal basis with others, from forced or compulsory
labour.

Food security and financial support, and Housing and Infrastructure
Article 28 of the CRPD: Adequate standard of living and social protection
1. States Parties recognize the right of persons with disabilities to an adequate standard of
living for themselves and their families, including adequate food, clothing and housing,
and to the continuous improvement of living conditions, and shall take appropriate steps
to safeguard and promote the realization of this right without discrimination on the basis
of disability.
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2. States Parties recognize the right of persons with disabilities to social protection and to
the enjoyment of that right without discrimination on the basis of disability, and shall take
appropriate steps to safeguard and promote the realization of this right, including
measures:
(a) To ensure equal access by persons with disabilities to clean water services, and to ensure
access to appropriate and affordable services, devices and other assistance for disabilityrelated needs;
(b) To ensure access by persons with disabilities, in particular women and girls with
disabilities and older persons with disabilities, to social protection programmes and poverty
reduction programmes;
(c) To ensure access by persons with disabilities and their families living in situations of
poverty to assistance from the State with disability-related expenses, including adequate
training, counselling, financial assistance and respite care;
(d) To ensure access by persons with disabilities to public housing programmes;
(e) To ensure equal access by persons with disabilities to retirement benefits and
programmes.

Social and Political Inclusion
Article 29 - Participation in political and public life
States Parties shall guarantee to persons with disabilities political rights and the opportunity
to enjoy them on an equal basis with others, and shall undertake to:
(a) Ensure that persons with disabilities can effectively and fully participate in political and
public life on an equal basis with others, directly or through freely chosen representatives,
including the right and opportunity for persons with disabilities to vote and be elected,
inter alia, by:
(i) Ensuring that voting procedures, facilities and materials are appropriate, accessible and
easy to understand and use;
(ii) Protecting the right of persons with disabilities to vote by secret ballot in elections and
public referendums without intimidation, and to stand for elections, to effectively hold
office and perform all public functions at all levels of government, facilitating the use of
assistive and new technologies where appropriate;
(iii) Guaranteeing the free expression of the will of persons with disabilities as electors and
to this end, where necessary, at their request, allowing assistance in voting by a person of
their own choice;
(b) Promote actively an environment in which persons with disabilities can effectively and
fully participate in the conduct of public affairs, without discrimination and on an equal
basis with others, and encourage their participation in public affairs, including:
(i) Participation in non-governmental organizations and associations concerned with the
public and political life of the country, and in the activities and administration of political
parties;
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(ii) Forming and joining organizations of persons with disabilities to represent persons
with disabilities at international, national, regional and local levels.
Article 30 - Participation in cultural life, recreation, leisure and sport
1. States Parties recognize the right of persons with disabilities to take part on an equal
basis with others in cultural life, and shall take all appropriate measures to ensure that
persons with disabilities:
(a) Enjoy access to cultural materials in accessible formats;
(b) Enjoy access to television programmes, films, theatre and other cultural activities, in
accessible formats;
(c) Enjoy access to places for cultural performances or services, such as theatres, museums,
cinemas, libraries and tourism services, and, as far as possible, enjoy access to monuments
and sites of national cultural importance.
2. States Parties shall take appropriate measures to enable persons with disabilities to have
the opportunity to develop and utilize their creative, artistic and intellectual potential, not
only for their own benefit, but also for the enrichment of society.
3. States Parties shall take all appropriate steps, in accordance with international law, to
ensure that laws protecting intellectual property rights do not constitute an unreasonable
or discriminatory barrier to access by persons with disabilities to cultural materials.
4. Persons with disabilities shall be entitled, on an equal basis with others, to recognition
and support of their specific cultural and linguistic identity, including sign languages and
deaf culture.
5. With a view to enabling persons with disabilities to participate on an equal basis with
others in recreational, leisure and sporting activities, States Parties shall take appropriate
measures:
(a) To encourage and promote the participation, to the fullest extent possible, of persons
with disabilities in mainstream sporting activities at all levels;
(b) To ensure that persons with disabilities have an opportunity to organize, develop and
participate in disability-specific sporting and recreational activities and, to this end,
encourage the provision, on an equal basis with others, of appropriate instruction, training
and resources;
(c) To ensure that persons with disabilities have access to sporting, recreational and
tourism venues;
(d) To ensure that children with disabilities have equal access with other children to
participation in play, recreation and leisure and sporting activities, including those activities
in the school system;
(e) To ensure that persons with disabilities have access to services from those involved in
the organization of recreational, tourism, leisure and sporting activities.

Article 31 of the CRPD - Statistics and data collection

208

1. States Parties undertake to collect appropriate information, including statistical and
research data, to enable them to formulate and implement policies to give effect to the
present Convention. The process of collecting and maintaining this information shall:
(a) Comply with legally established safeguards, including legislation on data protection, to
ensure confidentiality and respect for the privacy of persons with disabilities;
(b) Comply with internationally accepted norms to protect human rights and fundamental
freedoms and ethical principles in the collection and use of statistics.
2. The information collected in accordance with this article shall be disaggregated, as
appropriate, and used to help assess the implementation of States Parties' obligations under
the present Convention and to identify and address the barriers faced by persons with
disabilities in exercising their rights.
3. States Parties shall assume responsibility for the dissemination of these statistics and
ensure their accessibility to persons with disabilities and others.

209

Appendix IV: Further Methodological Considerations
and Limitations of the Semi-Structured Interviews
Questions on the methodology, framework, or research method should be forwarded to the Sir Bobby Charlton
Foundation.
1

2

3

4

5

6

To identify the influence of both interviewer and interviewee bias during the interviews, a
reflexive journal was kept and this, alongside the field notes and audio from the interviews,
were subject to peer review.
a. It should be acknowledged that the field researcher was a white male, 26, with no
disabilities, from a high-income country, and spoke in English. In each country,
those accompanying the interviewer were nationals (some with disabilities, both
male and female).
Where possible, interviews were recorded and field notes were taken, but in some
instances, it was only possible to record minutes and field notes due to consent and
anonymity. In addition, if the topic was sensitive, in order to encourage the participant to
answer honestly and in full, the field researcher chose not to request to record the interview
and minutes were taken in place.
Most of the interviews were conducted in person, using a translator, but some had to be
conducted online due to safeguarding measures in place, related to the COVID-19
pandemic (in all three countries) and security risks (in Afghanistan).
Respondents were made aware of the anonymity and the confidentiality of the interviews
prior to questions being asked. In addition, it was made clear that there was no financial
or other benefit from participating in the study. It was also made clear that the interviews
were not taking part as part of any government or audit programme, and that they were
being conducted for independent research project. Following this, every participant was
told that their participation was voluntary, and they could stop the interview and/or
withdraw their contributions at any point.
The investigation was deductive: theory building without pre-defined hypotheses. This
gave room for the research to stay open-minded and learn from the semi-structured
interviews without pretext or overly restrictive lines of enquiry. This is especially important
as the paper, at its core, aims to serve as a canvas for survivors and victims to express their
views. So, although the interviews were partially structured, many questions were open and
lots of room was given to participants to speak with little influence – reactively asking
follow-up questions dependent on the responses.
The paper used a stratified sampling method with the subpopulations (possible programme
participants, and administrators and service providers. Within these subpopulations,
people were sought out to take part in the interviews based on their biology and biography.
This way, we ensured there was appropriate representation in the study. Mostly within the
possible programme participants subpopulation, the field researcher actively sought out a
diverse sample of the population who represented varying groups based on race, ethnicity,
socioeconomic status, level of education, age, gender, location (urban-rural), civilian or
military, injured by weapon type (mine/ERW), and form of disability or injury.
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a. It should be noted here that one of the core limitations of the sampling was that
survivors, victims, and people with disabilities were identified through contacts
with the respective governments, local authorities, disabled people’s organisations,
NGOs, and other organisations working in the sphere of VA. Although this did
grant us access to a diverse sample of survivors, victims, and people with
disabilities, we did not speak to victims who were unknown to assistance entities
or previous researchers. Consequently, some groups would not have been
observed, such as those who could afford private treatment and care (thus not
requesting support of government or other organisations) or, more importantly,
those who needed support but had not yet been identified.
7 Template questions for subpopulations were formed during workshops with a threeperson research team (including the field researcher). The templated were used as an
agenda or guide to ensure the lines of enquiry were being explored, rather than as a strict
questionnaire.
8 The review and modification of the interview templates was ongoing and iterative: after
each interview, and at the end of each day of interviews, questions were developed based
on their performance and suitability. In addition, dependent on the participants’ responses
to the questions and, at the discretion of the researcher, the impact that the questions were
having on the respondent, the interview was adapted during the interview when deemed
necessary or beneficial.
9 At the end of each day of research, all notes would be cleaned, edited, and – if hand-written
- entered a computer. This was also the first iteration of analysis.
10 Due to time constraints during interviews, lines of enquiry were prioritised at the discretion
of the interviewer. This meant that not all ‘optional’ questions or lines of enquiry were
followed with every participant.
11 The length of the interview was also variable (dependent on the context), with a two-hour
limit to minimise fatigue of interviewer or interviewee and allow time to visit as many
stakeholders as possible (which was limited by time and cost constraints).
a. The paper acknowledges that in one or two hours, one cannot understand the
detailed reality of a participant, but this timeframe allowed the field research to get
a snapshot insight of each individual’s life, while maintaining a reasonable sample
size.
b. The researcher was unlikely to have the full trust of the respondent and, thus,
experience a fully honest and open conversation. This was thought to be partially
mitigated by having someone known to the participants present during the
interviews (i.e., local authority, survivor network researcher, NGO worker etc.).
12 During each interview, a translator was used when the respondent could not speak English
or when they preferred to speak in their native language. In most instances, there were
multiple translators present to resolve any difficulties with the translation.
a. Although likely to have limited interference, the agency and bias of the translator
must be acknowledged. In all instances, the translator made every reasonable
attempt to translate word-for-word. Beyond the bias of the translator, due to
cultural and linguistical differences, as well as the inability of the researcher to
identify certain inflections, tone, or colloquialisms, some of the translation may
have been lost. In addition, the ability to have a free-flowing conversation was
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sometimes hindered. As with the researcher’s bias, if any issue with translation was
noticed, it was recorded in the reflexive journal and reviewed.
b. Translation also absorbed some of the time during interviews.
13 The interviews were manually analysed both qualitatively and quantitatively to identify
findings, themes, and trends. Due to the hundreds of pages of information produced from
the dozens of interviews, NVivo was used to help analyse the information.
14 As many people were not aware of their rights or had lived in poverty and pain for many
years, they were unaware of what they should be offered in the way of assistance, and the
quality of life they were entitled to according to their rights. Where possible, supporting
material was provided to participants, but this was notably difficult due to time constraints.
15 The ‘Handbook of Practical Program Evaluation’, Edition: 4, Chapter: Conducting SemiStructured Interviews (Adams, 2015) was used as a partial guide for designing and
conducting the interviews.
Additional note on quantitative data collection
Our researchers were unable to access a full up-to-date dataset on Humanitarian Mine
Action indicators and/or funding. Because of this, our research team largely collected data
on funding and indicators manually from the Landmine & Cluster Munition Monitor
annual reports, and other resources on the Landmine and Cluster Munition Monitor
website. Our researchers also manually collected such data using online resources and
reports produced by the WHO, World Bank, UNOCHA, and other referenced sources.
This left room for human error when attempting to collect the most recent and accurate
data, as hundreds of pages of information had to be scanned manually to identify figures
and build a database.
We are grateful to the Landmine and Cluster Munition Monitor for the assistance they
provided in helping us to identify figures from their reports and website.
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Appendix V: Elements of Victim Assistance
According to IMAS 13.10., 202180
While VA is part of mine action, it is not a finite endeavour like EO risk education, survey, clearance, and
stockpile destruction. It also is part of, and dependant on, broader national policies, plans and legal
frameworks related to health, human rights, education, disability, labor, poverty reduction and social
protection. Implementation of its various elements can as such only be achieved via a multi-sector
approach.
1 Data collection: Understanding the challenges faced
Gathering, analysing and sharing of information to understand, report on and disseminate information
through the collection of:
•

•

SADDD on EO victims using a variety of tools tested in humanitarian contexts, among them, the
Washington Group Short Set of Questions and the UNICEF-Washington Group Module on
Child Functioning, complemented with an additional question that identifies EO survivors
amongst the broader group of persons with disabilities; and
data on available services to support referral.

While identification and referral are not mentioned in the APMBC, CCM or CCW, related services are
important if victims are to access available services. Victims tend to live in rural and remote areas, far from
capitals where most services are provided. Many barriers exist including time and cost to reach services that
tend to be based in urban areas, absence of child care and accommodation, lack of information or physical
access, and discriminatory attitudes. Identifying victims where they live and supporting them to access
services is a vital step in ensuring increased participation and improved quality of life.
2 Emergency and continuing medical care
Emergency and continuing medical care are part of the health sector and include first-aid, emergency
evacuation, and medical care including surgery, blood transfusions, pain management and other health
services.
3 Rehabilitation
Rehabilitation is increasingly part of the health sector and comprised of the fitting, supply and maintenance
of prosthetics and orthotics and wheel chair services; physiotherapy including training in the use of assistive
devices such as prostheses, orthoses, walking aids and wheelchairs; and occupational and speech therapy.
4 Psychological and psycho-social support
Psychological and psycho-social support is part of the mental health and psycho-social sector and comprises
of:
•

psychological support: Counselling by psychology and psychiatry professionals;
o psycho-social support: Activities such as cultural, sport and leisure whose main aim is to

The text has been reporoduced from pages 14 and 15 of “IMAS 13.10”.
https://www.mineaction.org/sites/default/files/publications/UN%20Policy%20on%20Victim%20Assistance%20in%20Mine%
20Action%202016%20update.pdf [accessed 10/03/22]
80
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•

improve psychological well-being; and peer-to-peer support: Provision of social and emotional
support by persons facing similar

situations and challenges through one-on-one visits or social support groups.
5 Socio-economic inclusion
Socio-economic inclusion is part of the education, employment, and social protection sector. This broad
term refers to social inclusion, inclusive education and economic inclusion, the latter of which is comprised
of waged and self-employment, as well as social protection.

Social inclusion
The main components of social inclusion are:
• personalised social support;16
•
•

support for healthy relationships and family life: Ensuring persons have positive relationships by
changing negative family and community attitudes. It also aims to prevent and address violence
against survivors and other persons with disabilities;
and cultural, sports and leisure activities.

Inclusive education
Inclusive education is part of the education sector. It is a process that increases participation in education
that effectively responds to the individual needs of all learners, including girls, boys and persons in situations
of vulnerability (such as boy and girl survivors and other children with disabilities). Inclusive education is a
right in and of itself, and a way to facilitate the realisation of other rights (such as access to health,
employment and political participation).
Components of education are:
•
•
•
•
•

early childhood care and education;
primary education;
secondary and higher education;
vocational training and apprenticeships; o non-formal education; and
lifelong learning.

Economic inclusion including social protection
Economic inclusion includes activities that improve the economic status of victims through vocational
training, access to micro-credit, income generation and employment opportunities, social protection and
the economic development of the community infrastructure.
6 Laws and policies
Integration of a response to the needs of victims in the development of legal and policy frameworks to
guarantee their rights consistent with International Human Rights Law, with a view to ensuring
opportunities in society on an equal basis with others, including those on health, education, labour, social
protection and disability-inclusion.
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Appendix VI: Data on Donors and Recipients of
Funding for Mine Action
Note:
The graphs depict data taken from the respective Landmine & Cluster Munition Annual Reports. More up-todate data may be available. Considering this, these graphs should be observed as rough estimations, rather than
accurate representations.
Additionally, When observing these figures, it should be considered that total mine action funding does not always
correlate with VA funding case as some countries, such the UK, choose not to earmark any of their HMA funding
directly for victim assistance projects, while others commit a high proportion of funding to VA.

Figure: Major international contributors to mine action (source: Landmine & Cluster Munition Monitor
Annual Reports)
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Figure: A sample of major recipients of International Funding for Mine Action
2017-2020 (source: Landmine & Cluster Munition Monitor Annual Reports
2018, 19, 20, and 21)

Figure: Sample of major international contributions as % of Donor’s GNI
(source: the Landmine & Cluster Munition Monitor Annual Reports, and World
Bank Data)
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Appendix VII: The Structure of Healthcare Providers
in Cambodia
Note: As Outlined by the National Institute of Statistics of Cambodia, Socio-Economic Survey 2019-20 (2021)
and the Health Strategic Plan 2016-2020 (2016)
Public care: Ministry of Health
● National hospital
o Level 3 – covers approximately 2 million people.
o Provides almost every surgery and treatment. They also provide training to staff.
● Provincial Referral Hospital
o Level 2 - covers 80,000-200,000 people.
o Provides similar services to the national hospitals but are less likely to have specialist
staff.
o Also provide training to staff.
o Should be within a 2-hour drive from those living in populated areas in the catchment
area, and no more than 3 hours for those living in rural areas in the catchment area.
● District Health Centre
o Level 1 – covers 8-12,000 people.
o No provision of surgery, just a general practice.
o Should be within 10km, or a 2 hour walk from the catchment areas population.
● Local health centre/post
o Level 1 - covers 2-3,000 people: more of a consultation and referral centre, assigning
patients to one of the higher levels as appropriate.
o Can also provide primary care in the case of an emergency.
Public Care: Ministry of Social Affairs, Veterans and Youth Rehabilitation
● Provincial or Community based rehabilitation centre
Private care:
● Private hospital
● Private clinic
● Private pharmacy
Traditional care:
● Kruk Khmer/magician
● Monk/religious leader
● Traditional birth attendant
Overseas medical care:
● Overseas medical service
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Appendix VIII: Government Victim Assistance
Coordinators and Administrators of in Cambodia
Cambodian Mine Action and Victim Assistance Authority (CMAA); responsible for
the regulation, planning, coordination, and monitoring of mine action and victim
assistance activities in Cambodia. They are also responsible for formulation national mine
action strategies and plans. See their website for the structure of the CMAA.
Ministry of Social Affairs Veteran and Youth Rehabilitation (MoSVY): heads all the
State rehabilitation, and social and economic inclusion policy and programmes in
Cambodia. Also leads the formulation of the National Disability Strategic Plans.
Persons with Disabilities Foundation (PwDF): working under the MoSVY,
they “provide rehabilitation services, manage rehabilitation centres; provide funds
for implementing projects, such as education and vocational training; manage job
placement services; and prepare policies for assisting and supporting persons
with disabilities.” (Landmine & Cluster Munition Monitor, 2021)
Disability Action Council (DAC): also attached to the MoSVY, they provide
technical, coordination and advisory services, including the formulation of the
National Disability Strategic Plans.
Ministry of Health: runs all State hospitals and healthcare centres and leads the
formulation of the Health Strategic Plans.
Ministry of Economy and Finance: involved in the formulation of the National
Disability Strategic Plans, to plan resources for disability-related activities.

218

Appendix VIIII: Victim Assistance Service Providers
and their Activities in Ukraine
As Presented by the Landmine & Cluster Munition Monitor (2021)81
Type of
organization
Governmental

National
International

Name of
organization
Ministry of Health
Ministry of Social
Policy
Ukrainian Research
Institute of
Prosthetics and
Rehabilitation
Proliska
UCP Wheels for
Humanity
ICRC
North Atlantic
Treaty
Organization
(NATO) Trust
Fund
International Trust
Fund for Demining
and Mine Victims
Enhancing Human
Security (ITF)
Doctors without
borders (Médecins
Sans Frontières,
MSF)
UNICEF
DDG

Type of activity
Responsible for emergency and long-term medical care
Responsible for physical rehabilitation; provision of prosthetics and
assistive devices to survivors; employment and other economic
inclusion activities
Physical rehabilitation, prosthetics, and training of specialists

Financial assistance; psychological support
Training for physical rehabilitation personnel; economic
empowerment; delivery of assistive technology; medical and physical
rehabilitation
Support to: livelihood activities; emergency medical care and health
facilities and physical rehabilitation. Social inclusion through sports
Physical rehabilitation, including prosthetics, economic inclusion, and
psychological support

Support psychosocial rehabilitation for children and physical
rehabilitation in Slovenia; provision of equipment to the Ukrainian
Research Institute of Prosthetics and Rehabilitation

Mobile clinics along the frontline; increased psychological and medical
support to people living in government-controlled areas, including
IDPs
Psychosocial support: supported a needs assessment on victim
assistance (conducted by DDG)
Advocacy through the publication of a needs assessment on victim
assistance

“In addition to these risk education operators, a number of Ukrainian NGOs also conducted risk education. As the
entity coordinating risk education in Ukraine, the UN Mine Action Sub-Cluster organized risk education activities
around the International Day for Mine Awareness and Assistance in Mine Action in April 2019. In 2020, the UNDP
launched a mine awareness project aiming at enhancing mine risk prevention.
There was no evaluation of risk education efforts in Ukraine. Risk education operators reported quarterly on their
activities to the Protection Cluster. The HALO Trust conducted knowledge, attitudes and practices survey before
and after its risk education sessions.” (Landmine & Cluster Munition Monitor, 2021)

Table and text reproduced with permission from Landmine and Cluster Munition Monitor. ICBL-CMC, “Country Profile
2020: Ukraine,” http://www.the-monitor.org/en-gb/reports/2020/ukraine/view-all.aspx, [accessed 05/07/22]
81
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Appendix x: Details of interviewees
To protect the anonymity of interviewees, details have been kept to a minimum, this section is just to provide
a clear outline of the arrangement in which the interviews took place. The information we have chosen to
include consists of the gender of the interviewee, whether the interviewee was over or under 18 years old,
the known or suspected weapon type that caused the injury (where possible), and their location at the time
of the interview. More details and insight on the survivors and their experiences can be found in the text.

Afghanistan
Overview
215 people took part in the group and individual interviews, including;
•
•
•
•

71 survivors (12 female and 59 male)
71 indirect victims (e.g. someone displaced, or an individual with at least one family
member injured or killed by VAEO)
52 administrators/service providers.
42 others participated in interviews, 14 of whom were people with disabilities not directly
caused by VAEO, and 28 participants had at least one member of their family that was a
person with disability (not directly related to VAEO).
o Of the 71 survivors that participated in the interviews, 21 participated in one-toone interviews and 50 participated in (six) group interviews.
o Of the administrators that participated in the interviews, 32 were working for the
Afghan government, 10 represented national NGOs, and nine represented
international NGOs.

Service providers and administrators that were interviewed belonged to the following
organisations and agencies
Accessibility Organization for Afghan Disabled (AOAD)
Directorate of Mine Action Coordination (DMAC)
(former) Directorate of Mine Action Coordination (DMAC)
(former) Ministry of Education
(former) Ministry of Health
(former) Ministry of Labour
(former) Ministry of Martyrs and Disability
(former) Ministry of Technical Vocational Education and Training (TVET)
International Committee of the Red Cross (ICRC)
Danish Refugee Council (DRC)
EMERGENCY
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The HALO Trust
Humanity and Inclusion (HI)
ITF Enhancing Human Security
Kabul Orthopaedic Organisation (KOO)
Norwegian People’s Aid
United Nations Mine Action Service (UNMAS)
United Nations Development Programme (UNDP)

Survivors, people with disabilities, and indirect victims
Group
(All located in Kabul at time of interview)
Group 1: 30 females in a tailoring vocational training programme (8 survivors, 22 indirect
victims)
Group 2: 40 males in an electrical engineering vocational training programme (19
survivors, 21 indirect victims)
Group 3: 15 males in a mobile phone repair vocational training programme (7 survivors,
8 indirect victims)
Group 4: 40 females in a phone repair vocational training programme (3 indirect, 9
women with disabilities (non-conflict), 28 women with a direct relative with a disabilities
not caused by conflict).
Group 5: 8 males in a mobile phone repair vocational training programme (3 indirect
victims, and 5 men with disabilities not caused by conflict).
Group 6: 30 males in an electrical engineering vocational training programme (16
survivors, 14 indirect)
Individual
(All located in Kabul at time of interview)
Survivor 1: Male adult, injured by landmine as a child
Survivor 2: Male adult, injured by an IED
Survivor 3: Male child, injured by landmine as a child by at the age of 3
Survivor 4: Male adult, injured by landmine
Survivor 5: Female adult, injured by IED
Survivor 6: Female adult, injured by IED
Survivor 7: Male adult, injured by landmine
Survivor 8: Male adult, injured by landmine
Survivor 9: Male adult, injured by landmine
Survivor 10: Male adult, injured by landmine
Survivor 11: Male adult, injured by landmine
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Survivor 12: Female adult, injured by unknown explosive device
Survivor 13: Female adult, injured by a landmine
Survivor 14: Male adult, injured by IED
Survivor 15: Male child, injured by IED
Survivor 16: Male child, injured by IED
Survivor 17: Male adult, injured by IED
Survivor 18: Male adult, injured by a landmine
Survivor 19: Male adult, injured by a landmine
Survivor 20: Male child, injured by IED
Survivor 21: Male adult, injured by IED

Cambodia
Overview
One hundred and two (103) ‘possible programme recipients’ (64 survivors, 16 indirect victims, and
23 people with disabilities (not caused by VAEO)) took part in group and one-to-one interviews,
and 71 administrators and service providers operating in Cambodia were part of formal and
informal interviews and meetings.
Of the 64 survivors who were interviewed, 57 were male and 7 were female.
The survivors were interviewed in Battambang, Banteay Meanchey, Kratie, Oddar Meanchey,
Pursat Ratanakiri, and Siem Reap Provinces.
Six survivors were interviewed in urban areas, while 58 were interviewed in rural and remote areas.
29 survivors had been injured in the military (fighting for various sides of the conflict), and 35
were injured as civilians.
Six survivors were injured after 2010, six between 2000 and 2010, 12 between 1993 and 2000, and
18 before 1993.
Fifty (50) of the survivors had leg amputation(s), four had arm amputation(s), six had sensory
damage, seven had severe shrapnel injuries, and three had multiple injuries.
Those not included as survivors were 23 people with disabilities that had a congenital disability, or
a disability due to disease, illness, a non-VAEO injury, or vaccine damage. Sixteen (16) respondents
were family members of the survivors who responded to questions during interviews.

Service providers and administrators that were interviewed belonged to the following
organisations and agencies
Australia-Cambodia Cooperation for Equitable Sustainable Services (ACCESS)
Action on Disability and Development Cambodia (ADD)
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Angkor Children’s Hospital
Banteay Meanchey Provincial Governor’s Office
Battambang Disabled People’s Organisation (BDPO)
Battambang Physical Rehabilitation Centre
Battambang Cambodia Red Cross
Cambodian Self-Help Demining (CSHD)
Department of Social Affairs, Veterans and Youth Rehabilitation
Disability Action Council (DAC)
Disability Development Services Program (DDSP)
Exceed Worldwide
The HALO Trust
The Handa Foundation
Humanity and Inclusion (HI)
International Committee of the Red Cross
Jesuit Refugee Services
Mines Advisory Group (MAG)
Persons with Disabilities Foundation (PwDF)
Poipet Referral Hospital
Royal Government of Cambodia Mine Action Centre
Royal Government of Cambodia Ministry of Health
Royal Government of Cambodia Ministry of Social Affair (MoSVY)
SAORI Organisation
Trauma Care Foundation
United Kingdom Government Foreign, Commonwealth and Development Office (FCDO)
United Nations Development Programme (UNDP)
United States Humanitarian Demining Research and Development Program

Survivors, people with disabilities, and indirect victims
Group
Group 1 – Kampong Chhnang: 20 people with disabilities (none of the persons with
disabilities were mine victims (gender wasn’t recorded))
Group 2 - Battambang: Ten survivors (nine men and one woman)
Group 3 - Pursat: 18 survivors (all male))
Individual
Survivor 1: Male adult, injured by landmine as a child, Siem Reap
Survivor 2: Male adult, injured by landmine, Siem Ream
Survivor 3: Female adult, injured by landmine, Battambang
Survivor 4: Male adult, injured by landmine, Battambang
Survivor 5: Male adult, injured by landmine, Battambang
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Survivor 6: Female, injured by landmine, Battambang
Survivor 7: Male adult, injured by landmine, Battambang
Survivor 8: Male adult, injured by landmine, Battambang
Survivor 9: Male adult, injured by landmine, Battambang
Survivor 10: Male adult, injured by landmine, Battambang
Survivor 11: Male adult, injured by landmine, Battambang
Survivor 12: Male adult, injured by landmine, Pursat, interviewed with children and wife
Survivor 13: Male adult, injured by landmine, Pursat, interviewed with wife and child
Survivor 14: Male adult, injured by landmine, Pursat
Survivor 14i: Male adult, injured by landmine, Pursat
Survivor 15: Male adult, injured by landmine, Pursat
Survivor 16: Female adult, injured by landmine, Pursat
Survivor 17: Male adult, injured by landmine, Pursat
Survivor 18: Male adult, injured by landmine, Pursat
Survivor 19: Female adult, injured by landmine, Oddar Meanchey
Survivor 20: Male adult, injured by landmine, Oddar Meanchey
Survivor 21: Male adult, injured by landmine, Oddar Meanchey
Survivor 22: Female adult, congenital disability, Oddar Meanchey
Survivor 23: Male adult, injured by landmine, Bateay Meanchey
Survivor 24: Male adult, injured by landmine, Bateay Meanchey
Survivor 25: Male adult, injured by landmine, Bateay Meanchey
Survivor 26: Male adult, injured by landmine, Bateay Meanchey
Survivor 27: Male adult, injured by landmine, Bateay Meanchey
Survivor 28: Female adult, injured by UXO as a, Bateay Meanchey
Survivor 29: Male adult, injured by UXO as a child, Kratie, interviewed with wife
Survivor 30: Male adult, injured by UXO as a child, Kratie
Survivor 31: Male adult, injured by UXO, Kratie, interviewed with wife
Survivor 32: Male adult, injured by landmine, Kratie, interviewed with wife
Survivor 33: Male adult, injured by UXO, Ratanakiri
Survivor 34: Male adult, injured by landmine, Ratanakiri, interviewed with six family
members
Interviewee 35: Male adult, injured by gunshot wound, Ratanakiri
Survivor 36: Female adult, injured by UXO, Ratanakiri, interviewed with three children
Other interviewees 37 and 38: Two children in Pursat with congenital disabilities (one
male and one female)
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Ukraine
Overview
Ninety-three (93) people participated in the interviews in Ukraine,
Fifty-nine (59) administrators and service providers,
Fourteen (14) survivors (of mines, booby-traps, and ERWs), and
Twenty (20) indirect victims (11 women, seven men, one girl, and one boy).
Of the survivors, four were female and nine were male, ten were from Donetsk and five were from
Luhansk. The date of their injuries ranged from June 2014 – April 2021.
The age of participants ranged from 28 to 74.

Service providers and administrators that were interviewed belonged to the following
organisations and agencies
Air Light
Danish Refugee Council (DRC)
Organisation for Security and Cooperation in Europe
The HALO Trust
International Committee of the Red Cross (ICRC)
ITF Enhancing Human Security (ITF)
Terre de Hommes
Ukrainian Deminers Association (UDA)
United Nations Children’s Fund (UNICEF)
United Nations Development Programme (UNDP)
United Nations High Commissioner for Refugees (UNHCR)
United Nations Mine Action Service (UNMAS)
United Nations Office for the Coordination of Humanitarian Affairs (UNOCHA)

Survivors, persons with disabilities, and indirect victims
Group
Group 1: 12 people crossing the entry-exit checkpoint in Novotroitsk included seven
women, three men, one boy, and one girl
To note, a very limited number of questions was asked to individuals within this group
Individual
Survivor 1: Female adult, injured by UXO, Luhansk, interviewed with husband
Survivor 2: Male adult, injured by UXO, Donetsk, interviewed with mother
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Survivor 3: Male adult, injured by UXO, Donetsk
Survivor 4: Female adult, injured by UXO, Donetsk
Survivor 5: Female adult, injured by booby trap, Donetsk, interviewed with husband and
daughter.
Survivor 6: Female adult, injured by booby trap, Donetsk
Survivor 7: Male adult, injured by UXO, Donetsk
Survivor 8: Male adult, injured by landmine, Luhansk
Survivor 9: Male adult, injured by landmine, Luhansk
Survivor 10: Male adult, injured by landmine, Luhansk
Survivor 11: Male adult, injured by landmine, Luhansk
Survivor 12: Male adult, injured by UXO, Donetsk, interviewed with wife
Survivor 13: Male adult, injured by landmine, Donetsk
Survivor 14: Female adult, injured by landmine, Donetsk
Interviewee 15: Female adult, child of landmine martyr and displaced person.
Interviewee 16: Father of child injured by landmine
Interviewee 17: Male adult, child of landmine survivor and displaced person.
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