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A PROJECT WORKING WITH SPECIAL NEEDS CHILDREN AND THEIR FAMILIES. 

MENCAFEP – Batticaloa, 
46/2 Mailwagana Road, 
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   Tel: 0094-(0)6022228889 
 

E-mail: mencafep@sltnet.lk 
                               www.mencafepsrilanka.com 

 

 
In all wars and disasters it is the disabled child that is the first to die; it is the disabled 

child that is the first to get disease and infection; it is the disabled child that is the last to 
get resources when they are handed out. 

 

mailto:mencafep@sltnet.lk
www.mencafepsrilanka.com
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MENCAFEP – Batticaloa, Community Based Rehabilitation (CBR) & the Inclusive Society. 
 
MENCAFEP has always supported the idea of CBR for disabled children and their families. 
Especially in its projects in the Batticaloa Districts, due to its many years of experience in the 
Nuwara Eliya District, this helped MENCAFEP with its work after the Tsunami hit the Batticaloa 
District. Recently in line with the possibility of a new funding cycle coming round from Tdh, 
MENCAFEP – Batticaloa took to reviewing its work in Batticaloa District. Below are some of the 
outcomes from this review.  
 
With the many years of war in the Batticaloa District it is important that MENCAFEP – Batticaloa, 
CBR, be placed within a human rights framework, hopefully giving it a solid foundation and 
therefore a clear set of goals: 
 

 CBR without a clear human rights framework could concentrate on delivering therapies 
and equipment to disabled children and their families. This could have temporary 
benefits, but will not necessarily result in disabled people being empowered. This 
approach does not try to remove the barriers to participation in society – so a disabled 
person may have a special wheelchair but still be refused access to school. 

 CBR with a clear human rights framework would create a strategy to address the 
comprehensive rights of disabled children/ people, working alongside other useful 
strategies. The provision of therapy, aids and equipment could be a part of this, but with 
the aim of promoting full human rights. 

 
The diagram below on Inclusive Society shows how CBR can fit into a framework based on the 
Convention on the Rights of the Child, which MENCAFEP – Sri Lanka is trying to put into practice, 
based on its experiences in Nuwara Eliya District and Batticaloa District. In such a framework, 
strategies such as Inclusive Education, and the development of Parents Support Groups are 
important. 
 

 
MENCAFEP – Batticaloa Parents Group. 
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The need for a human rights focus with CBR (the aftermath of the Tsunami). 

 
MENCAFEP through its review has found that it is common to find that any programme related to 
disability located in a community is called ‘CBR’. However, MENCAFEP – Batticaloa believes 
there are some fundamental differences in approaches that have very different outcomes: 
 

 In Institution-based rehabilitation, the focus of control is based in the institution. This 
service meets a small number of needs, although in large institutions a considerable 
number of disabled children/young people can be housed. This is at best a limited 
approach, and at worst it can abuse the rights of disabled children/young people. 

 With Outreach, the focus of control is still based in the institution. More people can be 
‘reached’ but there will be limits according to distance from the institution, and according 
to whether the needs of the disabled people are similar to what the institution offers. 

 With CBR, the focus of control should be with the community. So the starting point is 
exactly the opposite. The disabled children, family and community members decide what 
their priorities are, and then work together with local organizations, government, 
institutions, in order to access the relevant and appropriate services. Institutions have an 
important role as referral agencies. The difference is that they respond to needs rather 
than dictate them. In practice, many programmes are in transition between these different 
models.  

 
 Some key questions MENCAFEP – Batticaloa keeps asking itself are; 

 

 Who should have control in deciding what disabled people need? 

 How can very poor and marginalized people develop more awareness and 
control? 

 What sort of partnerships and support can help develop that control? 

 How can existing human, material and financial resources within 
communities be ‘unlocked’? 

 
MENCAFEP continues to ask the above questions so as to improve its work with disabled 
children and their families. Through continually asking these questions MENCAFEP both in 
Batticaloa and Nuwara Eliya believes it is a mix of the three models described above, however it 
has two feet firmly planted in the CBR box, as inter-vensions from MENCAFEP come from the 
community. But by having the questions at the forefront, it enables MENCAFEP to continually 
stretch itself and always looking to improve its services. 
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MENCAFEP - Batticaloa Centre based work. 

 

 
MENCAFEP Outreach at work. 
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Parents and families have their say MENCAFEP CBR at work. 

Sometimes it is useful to think about what something is not, rather than what it is. The following 
table is what MENCAFEP used to look at its Batticaloa project. 
 

What CBR is. What CBR is not. 
 Flexible. 
 Active involvement of families and 

communities. 
 A partnership approach with parents of 

disabled children. 
 Capacity building of disabled children, 

young people and their families, in the 
context of their community and culture. 

 Holistic in its approach to disabled people; 
addressing social, employment, 
educational, and other needs not just 

physical but multi-sectoral. 
 An approach which uses centres / 

institutions to respond to the needs of 
disabled children, young people and their 
families. 

 A system which is based in the community, 
but which uses district level and national 
level services for referral. 

 An approach which aims to enable around 
80% of disabled 
Children’s rehabilitation needs to                   

be addressed in the community. 
 Residential Care in the community in small 

houses (Family Group Homes). 
 Integrated into existing services and 

promoting the social inclusion of disabled 
children and young people. 

 An approach with a broad concept of 
‘rehabilitation’. 

 A long term strategy. 
 

 A rigid blue-print. 
 An approach which only focuses on the 

physical or medical needs of children 
and you people with disabilities. 

 Long-term residential care in large 
institutions, not in the community (out 
of sight, out of mind. 

 Delivering a service to disabled people 
as passive recipients. 

 Only outreach from a centre. 
 
 Rehabilitation training in isolation. 

 
 Surveys on disability with no action. 
 Limited to one sector. 
 An approach which is determined by 

the needs of an institution or group of 
Professionals. 

 An approach which requires that 
disabled people have to travel to a 
remote centre or institution to meet 
their needs. 

 Segregated and separate from 
services for other people. 

 An approach with a narrow concept of 
‘rehabilitation’. 

 A short-term fix. 
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MENCAFEP – Batticaloa families and community meeting. 

 
MENCAFEP – Batticaloa has seen in the District much confusion as to what is meant by saying 
that this programme follows a medical model, and this programme follows a social model. There 
are even some organizations in Batticaloa are now saying that they follow a mixed model. From 
MENCAFEP – Batticaloa perspective, the difference between the two models is that there are two 
different starting points, two different sets of values, assumptions, beliefs, and so it is not possible 
to really have a mixed approach; how can you start out on a journey from two different places at 
the same time?  
 
Below is how MENCAFEP – Batticaloa see’s these models. 

 
The Medical Model: 
 

 Believes that disabled people are ‘abnormal’ or sick, or in need of treatment to fix them 
so that they can become as ‘normal’ as possible. 

 Puts energy and resources mainly into trying to cure the person, or make them live and 
act as if they did not have an impairment. An example of this is forbidding profoundly deaf 
children to use sign language, forcing physically disabled children to ‘walk’ or ‘stand’ even 
if they feel much more comfortable in a wheelchair. 

 Will perceive disabled children and young people who have permanent impairments that 
they cannot be ‘improved’. They see them as tragedies or failures of the system. 

 Does not try to remove discriminatory barriers, or change society’s attitudes or 
behaviours. 

 Places the Focus of control with doctors and professionals who make decisions about 
disabled person’s bodies. 

 Regards ‘success’ as making a disabled person as ‘normal’ as possible. 
 
The Economic Model: 
 

 Believes that people exist to serve the economy, not the economy to serve people. 
 Decides people’s worth based on their capacity for economic productivity. 
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 Will only justify responding to disabled person’s needs ‘where resources allow’. 
 Perceives disabled people as an economic burden on society. 
 Refuses to acknowledge the economic productivity potential of the majority of disabled 

persons, if barriers to accessing employment were removed – prefers to ‘write disabled 
persons off’. 

 Does not appreciate the added value and richness of embracing people with all types of 
‘difference’ within a society. 

 Believes that disabled people’s basic needs such as mobility aids, Braille equipment, 
hearing aids, etc., and accessible accommodation are ‘special needs’ and should be 
provided by charities, rather than being rights provided by governments. 

 Classes disabled persons as too poor to be worth investing in (along with the poorest 
countries). 

 
The Social Model: 
 

 Believes that all people are different, but some people are made disabled by the ‘barriers’ 
in society; ignorance, lack of access to resources, discrimination etc. 

 Puts energy and effort into removing the barriers in society that exclude disabled people. 
 Acknowledges the full human rights of disabled people, including the right to appropriate 

therapies, medical treatment, aids and equipment if needed. But the disabled person 
themselves (and their family) should be able make informed decisions about what they 
need. 

 Is not against disabled people having therapy, or reducing the impact of their impairment 
(physiotherapy, wearing spectacles). This should be their choice. 

 Argues that any individual requirements should as far as possible be available within 
mainstream structures. So for example, disabled person’s rehabilitation needs should be 
available within the mainstream health service, education should be inclusive etc. 

 Places the focus of control with disabled children and their families. 
 Measures success by how many disabling barriers are removed in society. 

 
 The following diagrams show some aspects of the above models: 

 

 
Vinnie learning to walk the MENCAFEP – Batticaloa way. 
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Medical and Charity Model of Disability. 
(Child as a problem). 

‘Victim’, ‘passive’, ‘helpless’. 

 

 
‘We are disabled – we are a problem – we need your charity!’ 

 
 

 

 
Child as a 
problem. 

Cannot move. 

Cannot 

communicate. 

Is sick – needs a 

cure. 

Is abnormal. 
Needs 

rehabilitation. 

Cannot be 
included. 

Cannot learn. 

Cannot cope. 
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Economic Model of Disability. 
Not ‘worth’ investing in disabled children. 

 
 
 

 
To poor? A burden?  

 
 
 

Disabled 
child as a 

commodity. 

Not 

productive. 

Not affordable. 

Rehabilitation too 
expensive. 

A burden. 

Prioritise 
the majority. 

A luxury. 

Communities too 
poor. 

Only ‘where 

resources allow’. 
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Social Model of Disability. 
The cause of disability…  

 

 
‘We love you and we are going to fight for you.’ 

 
MENCAFEP – Batticaloa see’s itself very much as a social model. With many thanks to Terre des 
hommes – Netherlands who have supported MENCAFEP over many years. Then 3 years ago 
allowed MENCAFEP to set its work up in Batticaloa District, after the devastating Tsunami, 
building on those many years of Terre des hommes backing for MENCAFEP’s work with disabled 
children and their families. As the external evaluation by Terre des hommes observed, over the 
years MENCAFEP has developed into what the above review is pointing to; a community based 
social model for working with and for the disabled, please see chart below.  

 
 

The  
Dis – abling  

World. 

Lack of policy or discriminatory policy. Discriminatory 
behaviour. 

Lack of knowledge/skills. 

Poverty & Global injustice. 

Segregation & institutionalisation. 

Unfair distribution of resources. 

Inaccessible 
environments. 

Isolation/lack of support. 

Fear of difference. 
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Shift in the approach of MENCAFEP: 
 

Area Traditional approach Changed or emerging 
approach 

Philosophy 
 
 

Charity based Rights based 

Model Medical and or Social Socio-medical and holistic 

Goal Easing the pressure on 
families 

Transformation in  the  life 
of disabled and their 

families 

Responsibility of the 
community 

Not owned or sympathy Acceptance and ownership 
by the community  

Values Maintenance of disability is 
adequate 

Empowerment through 
rehabilitation 

Attitude of the stakeholders Curse , burden on the family 
and society, not employable 

Part of the community and 
employable 

Organisational support Sympathy, self satisfaction 
to work with disabled 

Career minded – 
professional support 

Process involved Ad-hocism  Professionalism 

 
With the above in mind the final part of this review asked the question…’what makes a stable 
CBR programme? MENCAFEP – Batticaloa came up with three key ingredients for a stable CBR 
programme, which are 3 legs of a stool; 
1. Financial support. 
2. Technical and management support. 
3. Commitment and capacity from both the community and partner agencies. 
 
If any one of these ‘legs’ is missing, the stool will fall over! (Please see below). 

 

 
Chris Stubbs. 
MENCAFEP – Batticaloa. 
March 2008. 

STABLE CBR PROGRAMME. 
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