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Child Protection in Emergencies (CPiE) Mobile Teams1 
 

Why? The humanitarian situation in Iraq continues to worsen 
due to the escalation of fighting and the intensification of 
military campaigns. Recent developments underscore the 
criticality for improving Child Protection response services and 
contingency planning in the likelihood of military offensives that 
will likely result in future large scale displacement in Anbar, 
Salahadin, Kirkuk, Erbil, Dahuk and Ninewa. Estimated 
populations in Mosul are approximately 1,859,000 individuals. 
Based on the 2016 Humanitarian Response Plan indications, it is 
assumed that 47% of the IDPs will be children, and overall, 76% 
of the population will be women and children, who will be facing 
specific needs and vulnerabilities while fleeing the military 
operations and trying to reach safety2 3. Humanitarian access 
remains limited due to insecurity in some areas. Given resource 
constraints and humanitarian access challenges in some areas, 
emergency mobile teams are essential to immediately reach 
populations and respond to the needs of those fleeing during 
transit and after displacement.  
 
What do CPiE emergency mobile teams provide?  CPiE mobile teams will provide services to newly displaced 
children.   Child Protection (CP) services to be prioritized during acute stages include:  referral for emergency 
healthcare, identification, documentation and immediate tracing of unaccompanied minors, emergency 
alternative care for unaccompanied children, and provision of Psychological First Aid (PFA)/Psychosocial Support 
(PSS), risk mitigation, coordination and advocacy. These will be adapted to the context based on the availability 
of services and particular needs. Information is collected through protection and child protection rapid 
assessments and responses are based on this.   

One mobile team should consist of the below and reach 1,500 children per month: 
• Team leader 
• Two case workers 
• Community mobilisers 
• Driver/Logistics  

Mobile teams – roles and responsibilities4  

Team Leader o Lead CPiE mobile team including day to day management. 
o Oversee case management, PSS and outreach work. 
o Provide PFA for those in need. 
o Strengthen CP coordination, referrals and capacity to respond to individual child 

protection cases. 
o Establish emergency CP referral pathways when required, with child protection, GBV, 

protection, health and other service providers and community structures. 
o Map local services for referral pathways.  
o Conduct safety assessments and safety audits. 
o Identify communities and safe spaces for activities.  
o Referrals and advocacy for services. 

Case worker o Identify, document and provide immediate tracing of unaccompanied children.  
o Conduct a rapid assessment to determine the most appropriate emergency alternative 

care for unaccompanied children. 

                                                           
1 Adapted from  International Rescue Committee (IRC) 2016: INCREASING ACCESS, INCREASING HEALING: Mobile Approach to GBV Service 
Provision and Community Mobilisation in Lebanon 
2 Protection Cluster Response Plan, 2016 
3 Projections vary on the direction of movement of IDPs from Mosul and some estimates are that up to 600,000 will move towards the 
Ninewa plains and west of Tigris. 
4 Adapted from International Rescue Committee (IRC) 2016: INCREASING ACCESS, INCREASING HEALING: Mobile Approach to GBV Service 
Provision and Community Mobilisation in Lebanon. 

Locations to be identified for CPiE mobile  
 
 
Locations to be identified for CPiE mobile 
responses will be based on information 
from rapid assessments and additional 
criteria 
o Security situation is stable enough for 

intervention. 
o Lack of services, in particular, 

specialized CP services. 
o High numbers of IDPs, particularly 

children, in need 
o Newly displaced populations (i.e. 

above 2,000). 

Criteria for deploying CPiE mobile teams 
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o Provide PFA for those in need.  
o Conduct CP case management as required.   
o Facilitate safe and confidential referrals to other service providers. 
o Build key relationships with community structures and other service providers. 
o Sensitise community focal points on CP case identification and safe referrals including 

UASC and GBV. 

Community 
mobiliser 

o Provide PFA for those in need. 
o Identify safe spaces in communities and train community members to run the Child 

Friendly Spaces (CFS).  
o Sensitise community focal points on CP case identification and safe referrals including 

UASC, PFA and GBV. 
o Conduct focus group discussions with community members to identify CP concerns. 
o Facilitate age appropriate PSS sessions for children and caregivers. 
o Conduct community outreach to disseminate information on services and key CP 

messages. 
o Facilitate focused PSS activities including resilience and life skills for children, and 

parenting skills and support groups in the CFS. 

Logistics/Driver o Help team with set up and provide logistics needs for team functioning. 
o Assist with travel route planning, security and safety planning. 

 

How do the mobile teams intervene?  Once safe and accessible locations are identified and in line with Clusters’ 
Framework for Defining Levels of Humanitarian Engagement.  

 

For first line response5, the CPiE mobile team will: 
 

o Support the Protection Cluster in conducting a Rapid Protection Assessments (RPA) in collaboration with 
the community to identify immediate risks faced by children6.  

o Coordinate with protection actors to ensure that child protection considerations are integrated into their 
advocacy and arrangements with local authorities and humanitarian actors. 

o Develop emergency referral pathways based on available services including carrying out service mappings. 
o Disseminate key messages and IEC materials regarding protection of women and children; prevention of 

family separation, including support services for unaccompanied and separated children (UASC); GBV; 
Mine/IED risk; service providers and helplines. 

o Provide PFA to respond to immediate emotional and psychosocial distress caused by displacement and 
other stressful circumstances.  

o Assess any needs for material support – specifically dignity kits, baby kits, clothing etc. for girls and boys. 
And refer to other agencies for Core Relief Items (CRI) if needed. 

o Where appropriate, CPiE mobile teams will identify, in consultation with local authorities and community 
members, a safe space that can be staffed by CP case workers where they can provide PFA, PSS, individual 
case management and information [this could be part of a CFS, as long as there is a private room or space 
in which to hold case management sessions].  

o Care for child survivors and those with immediate protection concerns to be provided through case 
management staff.  
 

The mobile team will also provide targeted response for: 

 Unaccompanied and separated children 

 Cases requiring immediate intervention 

                                                           
5 First line response will be from on-set of crisis, however, due to the unpredictability of the situation, movements of IDPs and other issues, 
it is not possible to set clear lines for first or second line response as they will vary depending on location and context.  
6 Upon deployment, CPiE mobile teams will conduct a rapid assessment to identify protection concerns among children, assess patterns 
and risks factors to inform rapid response interventions. These CPiE assessments will be part of the Rapid Protection Assessments (RPA) 
conducted during the initial stage to inform multi-sectoral responses, identify most at-risk populations and serve as an advocacy tool for 
longer-term support to affected regions. 
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UNACCOMPANIED AND SEPARATED CHILDREN    

Identification: Camp management and local authorities involved in registration and screening should be 
sensitised to identify UASC, and refer to the CPiE mobile teams. In the absence of a CP organisation/CPiE team, 
referrals should be made to a protection organisation with access to the newly displaced population to allow for 
referral, follow up and monitoring. Following initial onset, community members and service providers should 
also be sensitised to identify UASC. 
 
Documentation and rapid assessment: The designated organisation will record details of the UASC, ideally using 
the CPIMS Rapid Registration Form for UASC [see annex 1]. A central database will be maintained by the 
designated organisation.  Following identification of UASC, a rapid assessment will be conducted by the case 
worker to obtain the following information: 
a) Who were the child’s parents/caregivers before they arrived? Where the parents/caregivers are now? 
b) Who the child arrived with and whether they will remain with them following the screening process? 
c) Whether they plan to remain in the area of displacement after the screening process, and what they plan 

to do (go to school, work, etc.) Note: future plans will depend on the location and context – in some 
contexts movement will be restricted. The objective is to highlight potential vulnerability to CP risks 
including exploitation and recruitment. 

d) Contact information for the child and their current caregiver to refer to CP mobile team for follow up and 
support, with informed consent/assent of the child. 
 

To ensure that the child has a chance to voice his/her independent opinion about his/her proposed caregiver, 
the assessment should be conducted by asking the child directly, and outside the presence of his or her 
caregivers, if possible. 

Sample questions: 

 Who did you live with before you came? Where are they now? 

 Who did you arrive with? Will you continue to stay with them? If no, why not? Do you feel safe with them? 

 Where do you plan to stay after the screening process e.g. remain in the place of displacement, or secure 
sponsorship to move further, depends on context? What do you plan to do there?  

 
When no concerns are identified from the rapid assessment, no further action needs to be taken. When 
unaccompanied children plan to secure sponsorship to join caregivers/family members/other adults in other 
locations, these care arrangements should be verified, documented and reunification facilitated, to the extent 
possible. If feasible, the child should be referred to a CP actor for monitoring/follow-up in the onward location.  
 
UASC meeting the following criteria should be considered at high risk, and should be provided with appropriate 
support to the extent possible: 

 Children with no suitable care arrangement. 

 Children at risk of recruitment. 

 Children allegedly associated with armed actors and security-screenings. 

 Children who have reported abuse within their care arrangement. 

 Unaccompanied girls at risk of GBV. 

 Unaccompanied children below age 5. 
 

Emergency alternative care for children without suitable care arrangements: Availability of emergency 
alternative care will depend on services available in areas of displacement. 

 Where possible, children should be placed in foster families approved by Directorate of Labour and Social 
Affairs (DoLSA), ideally under kinship or community care.  

 As a last resort, children should be placed in existing institutions for children as a temporary measure before 
identification of family-based care. 

 In contexts where movement and access to safe locations is restricted, advocacy should take place with 
DoLSA on the basis of exceptional humanitarian needs. Follow up for this type of care arrangement should 
take place in coordination with DoLSA.  

 Where there are large numbers of children requiring alternative care, a group care arrangement or 
supervised independent living can be made and carers identified within the community to provide 
supervision. This will depend on the age and gender of the children in question. 
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 In contexts where movement and access to the above options are restricted, community networks should 
be consulted to identify the most appropriate available care arrangement for the child within the 
community in the place of displacement. This care arrangement should be monitored regularly by the 
designated organisation. 
 

Family tracing and reunification:  

 Children who have been separated from parents or caregivers during flight, and whose family members 
may be amongst the newly displaced: 

o Family tracing should take place immediately though existing community networks or structures 
(e.g. local mosques, community focal points), or local authorities as appropriate; 

 Children who have been separated from parents or caregivers prior to flight, but as a result of the conflict 
and are already accompanied by extended family/suitable caregivers, and parents are unlikely to be 
amongst the newly displaced: 

o Family tracing should take place as soon as possible through existing community networks where 
possible, or tracing services (e.g. ICRC).  
 

CASES REQUIRING IMMEDIATE INTERVENTION (EMERGENCY CASES)   

Response for emergency cases will depend on services available in places of displacement. Emergency cases and 
possible response include: 

High risk UASC cases  See above for guidance on UASC. 

Children at risk of recruitment e.g. 
those who have expressed interest in 
joining armed groups or forces. 

 Negotiate with the child/family to seek an alternative solution 
e.g. education, alternative labour,  

 Engage with youth and child protection committees if available. 

 Consult UNICEF MRM Specialist who may have access to 
relevant authorities. 

Children who have been detained 
following the screening process 

 Document all incidents of arrest. 

 Verify arrest with local authorities, where possible. 

 Inform parents / caregivers. 

 Facilitate legal assistance for children, and advocate for 
transfer to the juvenile justice system. 

 Communicate to UNHCR. 

Child survivors of GBV  Coordination should take place with GBV actors on the ground 
to agree who will take the lead in response for child survivors. 

 Response to such cases should be in line with the similar 
guiding paper on GBV mobile response. 

Children who shows high level of 
distress  

 Coordinate with MH service providers if available.  

 

Special note: Children allegedly associated with armed actors and security-screenings. 

 This is a group of children that will, in most cases, be taken care of by security forces for screening and it is 
unlikely that CPiE mobile teams come in contact with these children until after the screening processes. 

 Children who are cleared/released from security forces may need the assistance of the mobile teams to 
identify and trace caregivers and be provided with appropriate care and support, according to their needs.  

 Children coming from armed groups (in this context) may pose a significant risk to mobile teams, as may the 
security forces, if mobile teams come in contact with these children before the security forces.  

 To appropriately prepare for this possibility, the mobile team should pre-identify an agency, in consultation 
with the Child Protection Sub-Cluster or the Child protection Working Group at the Governorate level, who 
is well-placed to follow up on individual cases or mobilize support.  If the mobile teams come across children 
in this category, they should notify the pre-identified agency. Local advocacy with security forces in control 
of these children should only be undertaken, if safe and appropriate, but should aim at ensuring the best 
interest of the children and their rights during this process.  Information about children who are transferred 
to detention after security-screening should be shared with the pre-identified agency. 
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PSYCHOLOGICAL FIRST AID 

Psychological first aid (PFA) is a simple, efficient method of providing initial support in crisis situations. Most 
children survive distressing events without developing long-term mental health problems and many recover by 
themselves. However, recovery can be helped when children receive appropriate support at an early stage, and 
this can reduce the risk of developing long-term mental health problems dramatically. PFA can be delivered by 
CP staff and their counterparts working directly with children, such as partner organizations, teachers, 
educators, health and social workers, can provide psychological first aid for children. 

Training on PFA should be provided to CP case workers, community mobilisers and frontline staff, including from 
other sectors, interacting with children and families on a regular basis. 
 
COMMUNITY OUTREACH 

Community mobiliser activities should include: 

 Home visits and community discussion to disseminate key CP messages and information about available 
services and activities, inviting participation of children and families. 

 Engage key stakeholders (local authorities, community authorities, service providers). 

 Identify referral or information needs.  

 Identify outreach volunteers/community focal points. 

 Conduct trainings for community focal points – PFA, CP key messages, safety audits. 
 

Second line response7 
 

For the second line response, funding will support continued mobile response, but will also focus on static 
responses in in areas where IDPs are encamped, including: 

PSCYCHOSOCIAL SUPPORT  

Establish mobile and/or static Child-Friendly Spaces accessible to children and families. CFS tents should be 
equipped with recreational kits (including art/craft supplies, toys, sports equipment, including water). 

 Support for children will be provided through facilitated sessions of age, gender and culturally appropriate 
PSS, resilience, skills building, recreational activities, awareness-raising on key CP messages including self-
protection. 

 Support for parents will be provided through facilitated sessions of PSS, emotional support, parenting skills 
and awareness-raising on key CP messages such as safety and protection for children. 

 Information sessions will be conducted with children and families to disseminate information about 
available services, including CP and GBV response services. 
 

Provision of CP case management services: Offer case management and individual psychosocial support if 
appropriate and only where a safe space is available for confidential counselling. 

 
Development and update of referral pathways:  

 Mapping of key services, if not already completed, and be included in local level referral pathways, in 
particular, health and child protection responses.  

 Referral pathways with information about available services and focal persons for other referral services 
should be developed. 

 Frontline staff from other clusters and members of RPA/multi-sectoral assessment teams should be 
sensitised on identification and referral of protection concerns for immediate response. 

 IEC materials with key information (lead GBV, CP, health service provider and respective focal points) should 
be shared with frontline workers to facilitate referrals and key messages.  

 
Safety audits and community safety planning:  

 CPiE mobile teams will conduct regular safety audits to assess emerging risks. 

                                                           
7 Second line response will begin when the situation stabilizes, however, due to the unpredictability of the situation, movements 

of IDPs and other issues, it is not possible to set clear lines for first or second line response as they will vary depending on 
location and context. 
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 Based on the findings of this, community safety planning will be carried out to respond to threats to the 
safety and security of children. It involves various groups within the community, including women, men, 
boys and girls, in identifying risks and putting in place simple measures for protection.  
 

MINIMUM STANDARDS FOR INTERVENTION - CHILD FRIENDLY SPACES 

It is recognized that space, resources, context and other considerations may cause a CFS in a particular location 
to deviate from ideal minimum standards.  Safety of children and staff and the principles of do no harm, equity, 
inclusivity, and impartiality in delivery of services should be the primary consideration when establishing a CFS.  
The establishment of Child Friendly Spaces must be identified in collaboration with local authorities and 
community members, in an area where activities can be conducted comfortably, and can be accessed safely.  

A CFS should include at a minimum: 
o A safe place (building, tent or fenced area) for recreational and structured PSS activities (ideally there will 

be a separate room case management); 
o Recreational/PSS supplies (including art/craft supplies, toys, sports equipment, including water). 
o The location is far from dangerous places (military area, busy area with many cars, etc) 
o A tent/shadow is available where activities can be conducted 
o The minimum caregiver to child ratio should be 1:20 for children under 6; 1:30 for children from 7 to 12; 

and 1:40 for children over 12.  
o A structured curriculum with gender, culturally and age appropriate activities is in place  
o The place where activities are taking place is inclusive and non-discriminatory.  

 
DATA SECURITY  

If a location is deemed to be too insecure or if security of staff, data or survivors is uncertain, no hard copies of 
consent or intake forms should be transported with mobile teams. In situations considered too risky or insecure, 
consent should be obtained verbally for case management, referrals and to record data. CP case 
workers/response officers should then fill in registration / assessment forms once they return to their office in 
a safe and secure location where data security can be maintained. Hard copies of registration / assessment forms 
should follow agreed protocols for storage and data management.  

SAFEGUARDING CHILDREN AND FAMILIES  

Organizations/Agencies responding to emergencies through their emergency team must undertake measures 
to ensure that the children whom they get in contact with are not harmed by their staff or visitors and that the 
activities that they are implementing do not harm children, a strong code of conduct and child safeguarding 
policy should be in place. When taking videos or photos, or write stories about children they must be respectful, 
informed consent and permission from parents and caregivers must be obtained in advance, with the risks and 
usage of the materials clearly explained and agreed upon.  All private and identifying information about a child 
such as: who the child is or where they live must be kept private to avoid putting children at risk.   

JOINT EMERGENCY DEPLOYYMENT WITH GBV AND HEALTH MOBILE MEDICAL RESPONSE 

CP mobile responses are most effective when deployed alongside health and/or GBV responses to ensure 
comprehensive needs are met. CP mobile teams should read the similar Mobile Medical Units (MMU)/Mobile 
Medical Team (MMT) and GBV mobile response papers to understand how mobile response is implemented and 
what services are offered. CP, GBV and Health actors in an area should come together and determine which 
method of integration is best, based on vehicle space, contact time in community, security protocols, and 
structure used on the ground to deliver services (pop-up tents, open air, buildings, etc.). For the safety and 
community acceptance of CP teams, the joint response should be seen as a health response to avoid stigmatizing 
CP and GBV services. Other joint activities can include: 

 Joint outreach and RH/GBV/CP messages – health can be used as an entry point to CP services where 
otherwise sensitive. 

 Joint service mapping and referral network. 

RESOURCES FOR CPiE MOBILE TEAMS 

CPiE mobile teams are supported by specialised staff, including response officers/case managers and managers, 
who provide technical support and capacity building.  



7 
 

Material resources 

First line Second line (supplement First line supplies) 

 Car 

 IEC materials with key messages 

 Stationary and supplies  

 Materials for activities  

 Trained staff (see below for minimum 
package)  

 Hotline number to receive referrals.  

 Communication (sim, radio etc.) 

 First Aid Kit, Fire extinguisher 

 Lockable cabinet(s) 

 IEC material including posters, charts, and visual aids for 
any information sessions  

 Chairs and a table each for private room and activity 
rooms  

 Toys and books for children [recreation kits, ECD kits]  

 Trained staff, outreach teams and community volunteers  

 Additional space/building for activities if space permits 
and WASH facilities 

 

Training Packages 

Topic People to be trained Curriculum 

Mobile Team 
roles/responsibilities 

Mobile team members Roles, reporting, safety, how to work together, 
code of conduct, PSEA, planning and 
communication 

CPiE Mobile team members  Introduction to Child protection in emergencies, 
Legal and normative framework, Principals, Child 
protection systems, Psycho social support, Child 
friendly space, Separated and unaccompanied 
children, Key messages 

PFA  Mobile Team members  Children’s reaction to crises, identifying children 
who need PFA, Communicating with children, 
Parents and caregivers in distress. Key messages.  

Basic MRM Mobile team members MRM training – UNICEF  

How to monitor and report on child rights 
violations in armed conflict. 

Community 
mobilization/engagement 
on PSS 

Mobile team members (particularly 
the community mobilizers.  

Community based psycho social support, 
activities, mobilization, and engagement.  

Extended MRM Specialized MRM teams MRM curriculum 

GBV / Caring for Child 
Survivors 

Case workers and specialized GBV 
teams 

CCS curriculum 

Extended Mine/IED risk 
awareness 

Specialized MRE teams MRE curriculum 

 

 


