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Executive Summery

….. type and cause of injury, percentage of population affected, and the services already received by victims. 

Introduction
This report is an assessment of the extent and need for physical rehabilitation for victims of the LRA conflict in four districts of northern Uganda: Adjumani, Gulu, Pader, and Lira Districts. The overall objective was to assess the extent and need for physical rehabilitation for victims of the LRA conflict in the selected districts. The study identified service providers and the type of services offered to the victims with physical injuries in northern Uganda. The study also provides the percentage of victims who received physical rehabilitation and other services, and identifies gaps in addressing the needs of victims who sustained physical injuries as a result of the LRA conflict. Both qualitative and quantitative data collection techniques were used and through triangulation of the data, recommendations have been made for action. [to be completed …]
Socio-physical Context

For over two decades there has been a prolonged civil war in Northern Uganda between the Lord's Resistance Army (LRA) and the Uganda government forces, covering the whole of Acholiland
 and some parts of Lango, with its effects extending to some parts of West Nile. The LRA war has been characterized by violence and brutality (Allen 2006; Refugee Law Project 2004; UNICEF 2004; MSF 2004; Finnstrom 2003), leading to the increased numbers of people with physical injuries and disabilities due to landmine injuries, torture and mutilation, gunshots, bombs, stampede and other forms of bodily harm (AVSI 2004a; Anderson et al. 2004; Spittal and Muyinda 2000). In addition to the increased number of physically affected people, armed conflicts are characterized by displacement, collapsing of livelihoods, physical infrastructure and shortage of social services. In such circumstances war-affected people are often denied the opportunity to access the services they need, particularly the provision of rehabilitation services due to various reasons.
One of the challenges has been lack of comprehensive data that can be used to identify the victims and to understand the magnitude of their problems. This report is an assessment of the LRA war Victims Needs with Regard to Physical Rehabilitation and Physical Injuries in the Districts of Adjumani, Gulu, Pader, and Lira in Northern Uganda. The aim was to have comprehensive and inclusive data on victims of the LRA conflict to facilitate a better understanding of the on-the-ground realities of LRA victims with physical injuries and to vitalize advocacy for people with disabilities.

Methodology

Study population 

The study targeted victims of injuries due to LRA conflict of all social demographic categories. A ‘victim’ as defined by the Harnessing Opportunities to Protect and End Violence (HOPE) programme of CARE and in the ToR for this work, refers to any person who has suffered harm as a result of the LRA conflict in northern Uganda (CARE, 2009). Focus was placed on those with mutilation, burns, bullet wounds, amputees, and landmine injuries. The issues assessed included: the nature and extent of the injury, the source of injury, the percentage of those receiving or have received rehabilitation services and type of service received, the rehabilitation needs for the injury victims, and the existing service providers including the nature of services they provide. 

Study area and Sample size
The terms of reference for this project had already specified the four districts to be included in the study - Adjumani, Gulu, Pader, and Lira, covering a total of sixteen sub-counties (four in each district).

	District
	Sample

	Adjumani
	299

	Gulu
	242

	Lira
	275

	Pader
	318

	Total
	1134


Basing on the previous needs assessment studies done on the same population in the same area (CARE TOR 2009), an estimated 81 respondents in each of the study sub-counties were selected. Working with the stakeholders from the study districts and with reference to the existing documents about war victims in the area, four sub-counties most affected by the war in each of the districts were identified. The sub-counties were purposively selected to balance geographical representation (North, South, East, West and Central of each of the districts), to be included in the study. From each of the sub-counties, a maximum of four (4) parishes were randomly selected, and all war victims in the selected villages were interviewed. Study participants were identified with the help of local council leaders, while some were recruited through snowball techniques.  
ion District Reason for selecting it

Data Collection

Both quantitative and qualitative techniques were used in the data collection. A total of 1134 war victims were interviewed using a semi-structured questionnaire.
The interviews gathered socio-economic background of the respondents, individual information on physical harm, type and cause of injury, available services, attitudes and local understandings related to the injury, and the social networks the respondents were involved in.
Additional information was obtained from key informants (KIs) that included Chief Administrative officers, Rehabilitation Officers, and Chairmen of the study districts; Community Development Officers and Chairmen of the sub-counties; and representatives of NGO staff involved in rehabilitation in the area. The KIs provided information on existing physical rehabilitation services in their areas, the circumstances that influence (in) accessibility to the services by the war victims, and suggestions of potential interventions.

Two (2) life stories were sought from each of the four districts. The life stories illustrated personal life experiences of the victims, various physical limitations experience in their daily life, and how the injuries and the status of rehabilitation services fit into their larger life pattern. 

Along with the field data collection, published and unpublished documents relevant to the socio-political situation in the area were reviewed. Documents of the service providers to war victims, such as numbers of beneficiaries, nature and type of service received, and geographical coverage will be reviewed. Observations of public physical infrastructure in relation to their accessibility by people with physical injuries and disabilities were also made.  
Quality Control 

All data were collected in local languages – mainly Acholi, Langi, and Madi. The research was headed by two consultants working with four (one in each district) field supervisors, who assisted in the day-to-day supervision of the interviewers in each of the sub-counties. Four interviewers (two males and two females) fluent in the local languages conducted the interviews with the selected respondents. 

The interviewers were trained in interview techniques, observation and recording of data. Data collection instruments were pre-tested and refined as part of training, and debriefing sessions between the field supervisors and the interviewers were held on the daily basis to discuss the work of the day. During debriefing sessions, questionnaires were checked for completion and correct filling of all the information needed.

Prior to the actual implementation of the assessment, discussions with the client were held for preparations. During the planning meetings, a review of the methodology and work plan was done, and the ideas, needs and concerns that emerged were incorporated and a detailed procedure and work plan for conducting the assessment was developed. During this period and based on the review of related documents research instruments were developed.   

Data were entered and analysis of quantitative data was done using SPSS computer package. Qualitative data were also entered, coded according to the different thematic areas and later triangulated with the quantitative data to compile this report. 

RESULTS

Social Demographic Characteristics of Injured persons
The war in northern Uganda affected all categories of people. However the extent of the effect of injuries may be influenced by the social demographic characteristic of individuals. Therefore it is imperative to describe the social demographic variables before assessing the lives, range and nature, and effects of physical injuries. 
Table 1. Social Demographic Characteristics of Injured persons

	Level of education
	N=1132

	Never been to school
	14.0

	Primary
	69.9

	Secondary school
	14.0

	Tertiary Institution
	1.5

	Other specify
	.6

	Religion
	N=1133

	Catholic
	74.9

	Protestant/COU
	18.2

	Pentecostal
	5.1

	Muslim
	1.3

	Any other specify
	.4

	Main source of income
	N=1128

	Employed
	1.8

	Petty trade
	8.7

	Handicrafts making
	3.1

	Shoe repair
	1.0

	Begging
	7.1

	Any other specify
	78.4

	Current place of residence 
	N=1131

	IDP Camp
	20.6

	Natal ancestral village
	69.0

	New settlement
	8.7

	Other specify
	1.8


Education status

Most (86%) of the victims had ever been to school. However, majority (70%) were of low level education, just at primary level. This study did not establish the number of years spent in school by the injured, however it is likely that many had only few years as reflected in the national drop-out rate despite free universal education, which is compounded by the insurgency. 

Religion

Majority (75%) of those with physical injuries are catholic. This is reflective of the religion situation in the local area, where most people belong to the catholic faith, followed by Anglican – church of Uganda (18%) with only 1% being Muslim. 

Income

Most of those injured do not have a clear or stable source of income.  To some extent, this is due to the general economic situation in the area which was disrupted by the war. Those with some source of income, they are engaged in low income activities such as petty trade (9%), handcrafts (3%), while 7% acknowledged to be simply begging. Only about 2% reported to be in forma employment, and is particularly because of the low level of education of the war victims. The lack of sources of income compounds the precarious physical and social condition of the war victims making them unable to acquire assistive devices. 

Place of residence

After the relative peace in the area, majority (69%) of the physically injured person had left the IDP camps and settled back in their villages. However, there is some significant number (21%) still living in camps.
Ethnic background

Majority of the victims (47.5%) were Acholis. This may be as a result of the sample during the assessment, but also is mainly because the war was mostly in Acholi region – in particular the two districts of Gulu and Pader, which are predominantly Acholi, and were part of the study area. About one quarter (26.4%) were Langi, 25.5% were Madi and the rest were Aringa and Lugbara. 

Age of injured victims

Majority of the injured people were of ages of 21 – 65. Considering the duration of the conflict (over two decades), it is likely that these were the most mobile age group and therefore exposed to the war related injury, most likely to be abducted and to be active fighters. It is the most economically active age group, and most likely to have dependants – an important social aspect of rehabilitation.  
Figure 1: Injured victims by age
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 Cause, Nature and Extent of Physical Injuries

For the rehabilitation needs assessment data to be relevant and to be appropriately used within the context of conflict, it is important that they have their departure in the causes and extent of the physical injuries, and the circumstances in which people got injured. 
Causes of physical injuries

The main cause of the physical injuries reported by the interviewed victims was gun shots (58%) as illustrated in the figure below: 

Figure 1: Cause of injury
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Gun shorts are followed landmine blasts (6%), while other people were mutilated or got injured when fire was set on houses in the camps by the fighting forces. Other injuries were caused by unexploded ordinances, stray bombs, and stampede. During key informant interviews, health workers and rehabilitation officers noted that there was a ‘two-fold burden of injury’, that had emerged. These had a mix of persistent, new, re-emerging injuries and increasing chronic conditions, which makes rehabilitation processes more difficult. 
Injured persons by Sex 
Almost three quarters (74.2%) of those injured were men (and particularly of 21 – 65 years).  This is probably because these are expected to mostly be the active fighters, and the main target for the LRA abduction in search of combatants. 

Figure: …. Cause of injury by sex
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 Of all the injured persons, more than half (59%) reported having been abducted at one time.
Nature and Extent of the physical Injuries
Examining the circumstances and extent of injuries is important in this case because the constitution of the rehabilitation programmes and the opportunities injured people could explore for a livelihood depend much on the nature and extent of injury. 

Figure 2 Degree of Physical Injury.
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Most (72%) victims have their limbs affected by injuries, and it is mainly the lower limbs as reflected in figure 2 above. Quite a number of both limbs upper or lower affected, which significantly affects their mobility and social economic lives. 

Duration of Physical Injury

Victims had lived with the injuries for a period ranging from one year to more than ten years as illustrated in the table below:
Table 2. Duration of physical injury
	Duration of physical injury
	N=1134

	0-1 Years
	0.9

	2-5 Years
	28.1

	6-10 Years
	46.4

	More than 11 Years
	24.6


Majority of the victims have lived with the injuries for more than 5 years, and this has implications for a rehabilitation strategy. A quarter of the victims have had the injuries for more than 11 years, perhaps some for as many as 20 years the time period the region has lived with the insurgency. It is imperative therefore, that immediate and longer term strategies may be sought to address the effects of the injuries people have lived with for a long time. 

Other effects of the injuries

The effects of the injuries led the victims to have other associated disabilities, further damaging their bodies. Some of the injuries affected different parts of the body resulting into permanent loss of bodily and sensory parts, recurrent pain, resulting into different forms of disability in some people. 

Figure 3: Associated disabilities
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Figure 3, above illustrates that most injuries resulted into physical mobility disabilities (28.7%), and others suffered visual, hearing and mental disabilities. People, who got disabilities due to injuries suffered during the war, experienced limitations in performing economic activities they engaged before the disabilities. Those who were involved in physical economic activities like construction work, cultivation, carpentry, transport, military services, and others that required on to be physically fit. Many of them could not continue with such activities due to the physical impairments suffered during the war; they had to change the work they used to do because they could no longer stand for long, physically move long distances and some could not use both limbs, eyes, ears or other sensory or bodily parts as such organs were either non-functional or missing because of injury. 
Existing Rehabilitation services

The assessment required to identify the existing rehabilitative services available for the injured persons in the region. It was noted that international agencies, government departments and NGOs launched a number of interventions aimed at reducing the effects of the war and improving the conditions of the injured people. 
Services by Government

The government of Uganda initiated institutionalized arrangements to attend to problems of especially the injured fighters. Government soldiers and the LRA former combatants, in particular, were given special attention. The Government set up reception centers and an amnesty offices in different districts including Pader, Lira and Gulu, specifically to handle former rebel returnees. At the reception centers, the rebel returnees either received counseling, provided with medical services, and physical assistive devices for those who needed them or referred to Gulu or Kampala for the same services. The Amnesty office also arranged for their resettlement packages. 

The families, relatives and dependants of the injured fighters and returnees were also given considerable attention. A school was put up near Gulu town specifically for children of former fighters and other formerly abducted children, including returnee child mothers. These were girls who were sexually abused and became mothers before the age of eighteen. The returnees were trained in both academic and vocational skills such as tailoring, crafts, hairdressing and carpentry. Government was also supposed to attend to their healthcare needs and requirements until they were fully resettled. 

Although the government policy to rehabilitate injured people was well coordinated and had an effective referral system, it favoured mainly former fighters - rebel returnees and former government soldiers, and left out the other categories of injured people. Most of the government services were also based in urban centers (Gulu and Kampala), making it difficult for most people to access them.   

Services by NGOs

1. AVSI

Most of the rehabilitation services were carried out by NGOs. AVSI - an Italian NGO based in Gulu was reported to provide the most integrated rehabilitation services in the region. They supported a physical rehabilitation center in Gulu hospital that provided services to the whole of Northern Uganda and Southern Sudan. They made and fitted prostheses, provided crutches, wheelchairs, surgical boots, calipers and other mobility devices, all of which were given free of charge. They supported training of orthopaedic technologists, social workers and physiotherapists. They also constructed a hostel in which people with disabilities were admitted for counseling, fitting and training in the use of physical assistive devices. AVSI officials informed us that the reason for supporting the rehabilitation center and the renovation of the orthopedic workshop in Gulu was to address war – related injuries.  

AVSI also coordinated mine action education programmes in the whole of the Acholi sub-region. These included sponsoring of radio programmes and sensitization of school children on mine education. They supported production of information, education and communication (IEC) materials such as t-shirts, booklets and posters in the local languages and in secondary schools they distributed free exercise books with mine education messages on the covers, and supported the children of a few mine survivors. 

2. CPAR

CPAR, through funding by the Canadian International Development Agency (CIDA), supported mainly landmine survivors and injury prevention activities. They promoted advocacy for mine survivors, provided psychosocial support and supported capacity building of local health centers to handle war-related injuries. At household level they gave economic support to landmine survivors and other war injured people through training and provision of equipment and seed money in the form of interest free credit facilities for initiation of small businesses. They also supported construction of modified latrines for those impaired by landmines and others whose limbs were affected by war-related injuries. They too carried out mine risk education and sensitization of the general public about the risks of getting injured by the unexploded ordinances. 

3. Pact Omega

This is funded by USAID, and was reported to provide important rehabilitation services targeting various categories of injured persons. They supported the formation of disability organizations to advocate for provision for the extra needs of people with disabilities and to make it easy for intervention agencies to reach war injured victims. They assisted mine survivors under the organization – Gulu Landmine Survivors Association (GULMSA), one of the local disability organizations, to acquire an office, and trained its members in small business management, budgeting and accounting, tailoring, crafts making, hairdressing, and carpentry. 

People, who got disabled due war – related injuries, were assisted to get appropriate skills training to suit their new situations. Some of the war injured respondents reported that they had to change the work they used to do because they could no longer stand for long, physically move long distances and some could not use both hands as one or both hands were either injured or had to be used to support their mobility. This meant that many of them had to undergo fresh training in different skills. Those who lost their sight became ‘illiterate’ all of a sudden because they could no longer read or write. These were assisted to learn reading and writing all over again, using Braille. Pact Omega also supported training in counselling skills, and provided tricycles and artificial limbs to the war victims. 

4. UN Agencies

UNDP is one of the few international agencies that supported activities that had direct impact on physical rehabilitation. They supported implementation of a number of projects in support of the National Mine Action Program, covering areas of technical advice, including assistance to the Ugandan government to carry out a mine action needs assessment. Other programs included victim support and increased livelihood security for vulnerable populations in the affected areas. The affected persons were defined as those who had been hit by landmines or other unexploded ordnances (UNDP 2004). 

Rehabilitation services needed

Rehabilitation officers, physiotherapists, local leaders and other service providers conceived rehabilitation services as processes aimed at putting right physical normal functions of those people who have got injuries, economically making the environment free and fair for them to engage in various activities, psychologically preparing their mindset, dealing with their worries and trauma because of the war, and other impacts that could have changed their attitudes and emotions. The key informants also referred to rehabilitation to include making physical structures, public offices, and service provision facilities easily accessible to people with impairments and disabilities as a result of the physical injuries. 

Physical rehabilitation also involves making free and equal access to information by those with visual and auditory impairments. It also caters for social and economic reintegration of the physically injured victims. A physiotherapist at the AVSI orthopedic workshop noted that in technical terms, rehabilitation is the restoration/recovery of physical, social and psychological functioning, within the limits of injury, impairment and or disability. 

District Rehabilitation Officers in Pader, Lira, and Adjumani pointed out that physical rehabilitation services were virtually missing in their districts, and the affected people had to go to Gulu most of the time. Yet, although such services existed in Gulu hospital with support from AVSI, the number of clients was overwhelming. 
Documents available at Gulu orthopedic workshop showed that the rehabilitation center had received 865 landmine survivors from Gulu and Amuru, 125 from Lira, 200 from Pader and other districts in the region. The documents further showed that the Gulu rehabilitation center served the entire Acholi and Lango sub region, West Nile, Southern Sudan, and some people came from central Uganda, making the number of people at the rehabilitation center overwhelming. 

The physiotherapists at Gulu physical rehabilitation center reported that their services were limited by shortage of vital physiotherapy equipment. They reported lack of a functional electro therapy unit in general. They lacked ultra sound facilities useful in making joints flexible (pliable), which can also be used to treat pain in posttraumatic complications. They lacked facilities that help in reducing pain in nerves, and which are instrumental in muscle stimulation. They also reported lack of short wave diathermy used in the treatment of various injured parts of the body, adjustable plinths and traction beds, among other vital equipment. They also reported lack of exercise therapy devices like stationary bicycles and tread mill equipment, cervical and lumbar traction equipment, quadriceps bench, suspension therapy gadgets, and massaging machines. 

Need for physical assistive devices
Almost half (47.7%) of the injury victims said that they needed physical assistive devices, and of these only 10% had any physical assistance devices they needed. Many of them could be seen moving on all their fours (crawling on the ground), moving with support of a local stick, on over used clutches, with support of someone or with a noticeable limp. Many of the visually impaired needed white canes, those who had problems with their limbs needed crutches, wheelchairs, calipers, corsets and so on. Table 4 shows the different physical assistive devices the injured people needed.
Figure 3. Needed physical assistive devices
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Others mentioned the need for medical examination before determining assistive devices they needed for their conditions. These included mainly those who still had bullets stuck in their bodies, those with fragments from land mines that entered their bodies, those with paraplegia, partial paralysis, those that needed plastic surgery of their lips and other parts of the body, artificial teeth and artificial eyes to improve their appearance, and those with persistent pain in different parts of the body, due to mutilation and other forms of bodily harm. These also needed counseling to help them overcome the trauma suffered. 

Most war victims (34%) accessed any physical assistive device when undergoing medical treatment in the health facilities. Others got devices from NGOs and religious institutions (table 3). Only five (5) victims reported having bought the devices on their own and eight (8) reported relatives and friends as the sources of their devices. The other sources categorized as others were different forms of improvisation to fill the existing gap. These included local craftsmanship and workshops, use of local materials like sticks, old car tyres, and other mainly plastic, metallic, wooden or leather materials locally put together to work as mobility devices.

Table 3:

	Source of assistive device
	N=115

	Health centre
	34.0

	NGO 
	18.9

	Rehabilitation centre
	15.1

	Religious institution
	3.8

	Other 
	28.3


Outreach services were reported in a few areas but covered only 2.7% of the victims interviewed. The agencies that delivered the outreach rehabilitation services included Associazione Volontari per il Servizio Internazionale (The Association of Volunteers in International Service) - AVSI, National Union of Disabled People of Uganda (NUDIPU), CARITAS, Lacor Hospital, UNICEF, and the The Uganda Red Cross. These provided counseling, health education in injury, impairment and disability prevention and management, general and bodily hygiene (since people with injuries were reported to keep poor hygiene).
The fact that only 15% of the victims got their devices rehabilitation centers, is evidence that physical injuries continue to be a problem to the war victims since very few of them can get the necessary services in the rehabilitation centers, despite both international and local efforts reported to be in place to minimize the effects of the injuries on lives of the affected people. This lack of services has affected people’s feelings about rehabilitation and health centers. They still have a feeling that nothing much can be done about their conditions despite the increasing national stability and efforts to restore the health and physical rehabilitation sectors. 
As one informant said, “We have been positive and willing to take our children to rehabilitation centers, but we have faced frustration after frustration, due to lack of services and assistive devices in the rehabilitation centers”. A person can go to the hospital twice or thrice without receiving any physical assistive devices like crutches, special shoes or wheel chairs.  Consequently, such victims often end up giving up on the whole process.

Some key informants attributed the limited access to the rehabilitation services to lack of information about physical rehabilitation services among the war victims. Only 20% of the war victims knew of any places one could go for rehabilitation services. Some victims did not know that their injuries could be reversed or worked upon to improve. The main source of information about the rehabilitation services were the relatives (table ……), who also in most cases relied on other sources. 

Table 4:

Sources of information about the physical rehabilitation services

	Sources of information
	N=227

	Health worker
	31.9

	Relative
	29.3

	Radio
	18.3

	Neighbour
	8.1

	Local leaders
	12.3


The other sources of information were largely informal and in many cases lacked the necessary details of services that could be accessed. Although more than half (56.4%) of the victims had ever visited a rehabilitation center, less than a quarter (24.3%) had visited a rehabilitation center in the past six months. Most of them complained that such rehabilitation centers were very far, some hundreds of kilometers away – mainly in urban areas, making it difficult to access them on a regular basis.  Only 46% of those who visited the rehabilitation centers reported having received the services they needed in the rehabilitation centers.

Physical Infrastructure Needs

Lack of trolleys, wheelchairs in health centers, and physical barriers in other public places were major rehabilitation concerns. While hospitals had trolleys, three (3) of the four (4) mainly government health center IVs had no trolleys or wheel chairs for injured people to use within the health facilities. Of all, the twenty (20) health center IIs and IIIs visited in this study, only one (1) had trolleys and wheel chairs for patients’ use within the health centers.

Many injured people reported that they found it difficult to access various public places like banks, restaurants, schools, and some health centers. This is mainly because in some places verandahs were so high and small/narrow. Wheel chair users and those who walked on clutches reported having difficulty going to such places.  

Some of the health centers had high, many, and too steep steps without inclined ramps alongside them. The doors to different rooms including examination/consultation rooms, treatment, dispensing rooms and so on, were too small for wheelchairs and those with clutches.

The latrines especially at health center IIs and IIIs and toilets in the higher level health facilities are only suitable for those with both legs and who can squat. The health facilities lacked handicap toilets or modified latrines with sits for people with weak or missing limbs. The latrine rooms were very small and the doors are rather small, a person with a wheelchair or one using clutches can hardly enter and use such latrines.

This was the case in most of the other public places like schools, banks, restaurants, and churches. In banks, the counters for the tellers and ATM machines were too raised, for a person in a wheelchair could not easily communicate with a cashier, or withdraw money. 

Attitudes towards people with war – related physical injuries
The attitudes towards people with war – related physical injuries were generally positive and 86.7% of the respondents reported that they freely interacted with other people without any feeling of rejection, 79.4% felt free to move around in their communities, and 75.3% reported that they received the necessary support from their family members. This is a good spring board for rehabilitation activities at community level since the conditions of the injured people are generally acceptable by the local people. Although almost all respondents (97.8%) did not perceive themselves to be responsible for their conditions, service providers in AVSI, CPAR, and the district rehabilitation offices reported that the war victims had low self esteem and had developed a sense of dependency, which are important aspects of both social and physical rehabilitation.
Some service delivery organizations also perceived physically injured people as incapable of making their own decisions and of taking control of their lives; they were viewed as people who always needed to be helped or as objects of pity and charity.
Also, respondents reported that many investment agencies especially finance institutions seemed to be reluctant to invest in physically injured people. Many micro-finance organizations, for instance, did not lend money to physically injured people because they thought that the war victims would not repay loans. One of the micro finance officials reasoned that if they gave money to injured people, some of them permanently impaired and disabled, it would be difficult to secure the money because they were not convinced that such people could manage a project and earn the money to pay back the loan. He also reasoned that if they created concessions for war victims, people with all sorts of conditions would claim to be war victims. 

Respondents also complained that some financial institutions do not serve them because they do not have property, “some cannot even walk on our own, so people fear to stand in for us … micro-finance people tell us that we need trustees/granters and security in order for us to access their loans, which they don’t do with the normal people” (mine survivor double amputee). 
Some former combatants seemed to be struggling to adjust to civilian life. One of the counselors in the rehabilitation center in Gulu observed that the former fighters lived in anxiety about their future, with low self-esteem; they felt discriminated against and apart from their immediate families, most of them were not much liked by people in their villages. “Some people claim those who are coming from the bush are not good, they have some rebel attitudes and are referred to as killers, looters, people who were possessed by the spirits of those they had ‘killed’, people who pillaged other people’s property. Because of such stigma, some of people decide to stay alone; they feel it is difficult to stay with relatives” (Counselor, rehabilitation center). The counselor added that, “such people may not feel complete as human beings thus, they tend to victimize themselves”.

This important because Gartner et al (1997) observe that people whom society discriminates against are much less likely to receive interventions adapted to their needs. They are also much less likely to have access to the range of health and other social services that are important for their conditions.

Many physically injured people thought that they could not do any thing on their own, that they have to be dependants. This resulted into 7% of them turning into beggars (table … ), which in many cases as one of the counselors commented, is a  mentality and not necessarily a practice out of need. 

In addition, shortage of food and income sources as a result of the physical injuries and impairments makes the injured people feel inadequate as husbands, wives, parents and as members of their families and communities. “I feel troubled because I do not now have enough care and strength as I used to have while healthy.  I used to think positively about myself, but now, I look at myself as a burden to the community” (Paralyzed mother of two). Other war victims reported getting nightmares, and some find it hard to accept their ‘new’ conditions and to live with them “I cannot compare myself to those who are ’normal’. I feel we are not the same” (Woman whose lips were cut). 
The rehabilitation officers reported that most of such people were in denial and tend to live in isolation and out of reach by most rehabilitation programmes.

Mobilization and Organization

Various studies have shown that mobilization has to precede rehabilitation; mobilization and organization are crucial for the affected people to come together to lobby government and NGOs for possible attention Whyte and Muyinda (2007:287-309), Rabinow (1996: 102), and Nikolas Rose and Carlos Novas (2005: 440) have widely discussed collective actions of affected people when elaborating their concept of ‘biological citizenship’. Most of the injured victims in Northern Uganda (81%) knew another person or persons who were physically injured by the LRA war in their communities.  However their levels of mobilization and organization were very low and only a third (33%) belonged to any formal organization or association. 
The few groups like Lacan Bene Dano War victims group started a bakery for making various types of bread, and Alokolum Kilombe disabled group in the suburbs of Gulu town that initiated a project for a grinding mill were mainly income generating initiatives rather than rehabilitation programmes. Other groups that existed were engaged in agricultural activities, micro-finance (credit rotating schemes), and women, youth and religious groups, that were not directly involved in the advocacy for the physically injured persons.  Only one group – the Gulu Landmine Survivors’ Association was reported to be engaged in rehabilitation activities like pottery, housing construction, life skills training and advocacy for its members.

Some injured people saw groups injured people as segregating, making their members feel inferior, so that belonging to them was like drawing a line between the ‘normal’ and the injured, impaired and some disabled. Also, although members shared a common problem of having war – related injuries, they often lacked the different skills necessary to sustain organizations, as it is shown in table ….. that most (80%) of the injured people did not go beyond primary level. Further, when intervention agencies plan their activities they target smaller categories of this bigger group of injured people; they target children, women, mine survivors and so on, and by doing so, they leave out particular categories of injured people, who feel discriminated.

The local authorities reported organizing the victims into groups, as a means of reaching them and enabling them access the services they needed. Victims however complained about ‘groupism’ – mobilizing them through forming groups and associations, which they claimed had not helped them improve their conditions. They said that groups did not solve some of their personal problems as individuals. Some organizations mobilized injured people into groups and took their photographs, as part of a process to acquire support to improve their lives. But the injured people told us that after organizing the war victims and acquiring the information about them, often the organizers never went back to them. 
One of the district rehabilitation officers shared his experiences of working with groups of war victims and some suggestions:
“We formed them into groups, trained them in group dynamics and leadership skills, but their capacity to handle projects did not improve, they want to run activities informally, sometimes using illegal means. There is a lot of dishonesty among them, despite the capacity building trainings we gave them. I would advice programmes to directly target individual victims rather than groups. We can reach the victims through community structures like local councils. I discourage group support because it benefits the group leaders and a few local people, not the intended people (District Rehabilitation Officer). 

Such experiences make it imperative to re-examine the strategies used to reach the affected people with services. It may be more effective to target the victims both as groups and individuals to address the weaknesses in both strategies.

Conclusion

Recommendations

Respondents and key informants were asked to make recommendations on how they could be rehabilitated and their life situations improved. The following recommendations are a combination of what the informants suggested, and the analysis of all the data collected. 

Effective referral system: Very few rehabilitation centers could provide all the necessary services in one place; one had to visit different places to access the different components. For instance some health centers provided treatment of injuries without psychosocial support, and without life skills training. A victim therefore had to go to a religious institution or some other place to receive counseling and some other forms of social or economic support, and then register with another place/organization (in most cases NGO) to get a physical assistive device if s/he needed one. In such a situation, there is need for an effective referral system to enable the injured people access all the services they need. 

Strengthening networking: It was evident in this study that the activities of the different players in the rehabilitation process – local government authorities, NGOs, health workers, international agencies and the community, were loosely linked. Some departments and organizations were not free to share information. There is need to strengthen linkages between the different players in for the effective service delivery. Networking requires a clear definition of the roles of the different players, and to refine the facilitation in terms of transport, lunch, sitting allowances and other logistical support. It should also involve the community support structures – teachers, women groups, traditional healers, and LCs in the network. This can be facilitated by sharing of information through circulation of reports and having regular meetings. The local government authorities or an agreed upon organization should take a lead in coordinating the networking and to encourage report sharing, monitoring activities of partners and supporting them.

Rehabilitation Management Information System: To have an networking system and an effective referral system, there is need for regular compilation of data and reports regarding rehabilitation activities (Rehabilitation Management Information System RIS) to ensure effective follow up and support to the service providers and the target population. This may require identification and probably registration of injured war victims, by both the local authorities and the rehabilitation agencies.
Increased Community Awareness: Only 20% of the war victims knew of any places one could go for rehabilitation services. This makes it imperative to sensitize the victims and the communities on the availability of the rehabilitation services. Sensitization should be done by people from all sectors, including local leaders, NGOs and religious leaders. 
The circumstances that lead to particular problems in rehabilitation need to be articulated. Involvement of those with experience of attending rehabilitation centers as educators can be useful. They can share their personal experiences of attending rehabilitation centers and share the process of accessing them and the challenges encountered. These can be effective also, with the use of the media particularly the local FM radios.
Appropriate skills training: The injured, the impaired and those disabled during the war, need to be assisted to get appropriate skills training to suit their new situations. Those who lost their sight for instance became ‘illiterate’ all of a sudden because they could no longer read or write; these need to be assisted to learn reading and writing all over again, using Braille. Similarly those who lost limbs, who got paralyzed, and lost parts or functioning of particular parts of their bodies, need to be trained in appropriate skills based their abilities.  
Psychosocial support: Many physically injured people were traumatized and they need to be supported to overcome trauma. Many were reported to have lost self esteem and thought that they could not do any thing on their own, that they had to be dependants, which led some of them into begging. There is need for counseling services, social and economic support for the injury victims to live a relatively normal life. 

Availability of physical mobility devices: Different studies have shown that it is not possible to rehabilitate without mobilizing. Over 40% of the respondents in this study needed mobility devices. They need tricycles, artificial limbs, corsets, and so on, to facilitate their physical mobility. However mobility devices are imported and can be obtained only in Gulu and Kampala, which makes it difficult for most of those who need them, especially in the rural areas to access them. There is need to support locally made mobility devices and to increase their outlets in the rural areas. This will make the mobility devices more affordable and easy to maintain.   

Participation of target population: It is evident in the findings that the affected people, were not part of the policy formulations and plans that were implemented to directly or indirectly impact on their lives. Intervention agencies had their pre-planned activities that were in some ways not reflective of the local conditions and needs of the target population. It is important structural arrangements are put in place to mobilize and organize the war victims as individuals and/or as groups, to enable them participate in the different stages of rehabilitation. Their participation in the rehabilitation process from the beginning can facilitate appropriateness of the services; and enhance acceptability ownership, and sustainability. 
Family integration: Despite the changes and weaknesses the family institution suffered because of war, it is still the most supportive institution to the war injured victims. Life stories in this study have shown that injured people have limited capacity of self-support and often got assistance from members of their immediate and extended family. The family interactions present themselves in many facets that link injured people to various aspects of life, including personal identity, protection/security, household economics and interpersonal, public and private linkages, all of which are important aspects of both social and physical rehabilitation. The injured people’s lives were largely a sum total of their familial responses to their conditions. Appropriate rehabilitation programmes therefore should not target the injured person as an individual; ways should be devised to include the (immediate) family members in the rehabilitation process of the injured person for effective outcome.  

Reconciliatory Initiatives 

Some former fighters and those who directly participated in the LRA war were being ostracized and they were finding it difficult to reintegrate in their communities. Local leaders and elders should be encouraged and supported to organize initiatives for reconciliation to reintegrate those perceived to have been responsible for the atrocities suffered and the conflict in general.  These could be through meetings with the suspected offenders, victims’ families and/or with the community. 

References

Allen, T. 2006. Trial Justice: The International Criminal Court and the Lord’s Resistance Army. London: Zed Books 

Anderson, R.E, Sewankambo, F and Vandergift, K. 2004. Pawns of Politics: Children, Conflict and Peace in Northern Uganda. World Vision, Uganda

Associazione Volontari per il Servizio Internazionale (AVSI). 2004a. Restoring Survivor’s Hope: Survivors’ Programme in Northern Uganda. AVSI, Uganda
Finnstrom, S. 2003. Living with Bad Surroundings: War and Existential Uncertainty in Acholiland, Northern Uganda. ACTA UNIVERSITATIS UPSALIENSIS. Uppsala Studies in Cultural Anthropology no. 35 

Medecins Sans Frontieres (MSF), 2004. Life in Northern Uganda: AAllll SShhaaddeess ooff GGrriieeff aanndd FFeeaarr.. Kampala. December 2004 Report.
Refugee Law Project. 2004. Behind the Violence: Causes, Consequences and the Search for Solutions to the War in Northern Uganda. Working Paper No. 11. Kampala. Faculty of Law. Makerere University

Spittal, P and Muyinda, H. 2000. Socio–cultural and Economic Effects of Landmines in Northern Uganda: Implications for Healthcare and Rehabilitation of Landmine Victims. Injury Control Centre, Uganda
UNICEF 2004. Home Based Care for Children in Internally Displaced People’s Camps in Uganda: Baseline Study. Kampala, Uganda: UNICEF

(UNDP 2004)
� The Acholi are situated in the four districts of Gulu, Kitgum, Pader and Amuru, east of the Nile, in Northern Uganda, with an estimated population of 1.5 million (Census Report 2002). 
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