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IOM
NGO
PFA
PSS
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UN
UNHCR

UNICEF

 
Children Associated with Armed Forces 
and Armed Groups
Community-Based Child Protection 
Mechanism
Children in Care
Case Management Standard Operating 
Procedures
Child Protection Case Management
Child Protection sub-cluster
Child Protection Working Group
UN Convention on the Rights of the Child
Inter-Agency or interagency
Interagency Guidelines for Child 
Protection Case Management
International Committee of the Red Cross
International Non-Governmental 
Organization 
International Organization for Immigration
Non-Governmental Organization
Psychological First Aid
Psychosocial Support
Unaccompanied and Separated Children
United Nations
United Nations High Commission
for Refugees
United Nations Children’s Fund
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INTRODUCTION
This handbook is written for all actors authorized 
to do child protection casework, including 
Government Social Workers and International or 
National Non-Governmental (NGO) caseworkers. 
It shows a structured approach to support 
children affected by violence, abuse, exploitation 
and neglect and address priority child protection 
issues such as child marriage, sexual violence, 
children associated with armed groups, and 
unaccompanied or separated children. This 
handbook summarizes and reinforces key 
messages and skills taught at the Inter Agency 
Child Protection Case Management Training. 
It does not replace training. All caseworkers 
should receive training before beginning 
casework. This handbook reflects global 
standards established by the Alliance for Child 
Protection and is a companion to the Standard 
Operating Procedures for Child Protection 
Case Management endorsed by the Case 
Management Task Force (CMTF) for South Sudan.
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WHAT DO CHILD PROTECTION 
CASEWORKERS DO?
Child Protection caseworkers are trained and authorized to act when 
families and communities are not able to protect children from vio-
lence, exploitation, neglect and abuse.

Case Management Is a way of organizing child protection work with 
individual children in need of protection. It is a structured approach 
that consists of a series of steps. This handbook provides instructions 
on how to work with children and families through each of the steps. It 
includes guidance on documenting casework on a set of standardized 
case management forms or in the CPIMS database.

WHICH CHILDREN RECEIVE 
CHILD PROTECTION CASE 
MANAGEMENT?
In South Sudan, the children in need of ‘special care and protection’ are 
defined in laws like the Child Act (2008) (Child Act). The laws in South 
Sudan are consistent with international laws and conventions such as 
the UN Convention on the Rights of the Child (CRC) and the African 
Charter on the Rights and Welfare of the Child. The CRC draws on 
knowledge from many academic fields, including Child Development, 
to establish what is in the best interests of children. Child Protection 
case management targets children experiencing, or at-risk of experi-
encing violence, exploitation, neglect and abuse.

WHAT SHOULD CASEWORKERS 
KNOW?
Caseworkers need to know the laws, policies and procedures in place 
to protect children where they work. They need to know the roles and 
responsibilities of key actors in child protection. This information is 
found in the CMSOP and by contacting the local CPWG where you 
work.

Caseworkers also need to understand the cultural context of where 
they work and how that affects family roles, gender roles, child behavior 
and parenting styles. They need to have a broad understanding of child 
development. This means case workers must know what is normal 
behavior and development for children according to their age and 
culture so they recognize when behavior is unusual. Unusual behavior 
is often an indicator that a child is at risk or experiencing abuse. For a 
summary of major child development stages, see Annex: Child Devel-
opment Stages.

 ā Physical abuse
 ā Neglect
 ā Sexual Violence
 ā Emotional Abuse
 ā Psychosocial distress
 ā Child Marriage
 ā Child Labour 

 ā Child Exploitation (including 
Trafficked and Abducted 
Children)

 ā Unaccompanied and 
Separated Children and 
other children without 
appropriate care

This handbook provides guidance for caseworkers 
responding to:



RIGHT CLAIMS

OBLIGATIONS &
RESPONSIBILITIES
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HOW DO WE PROTECT 
CHILDREN?
All child protection work and all child protection laws, policies 
and programmes are guided by the idea from the CRC, of “the 
best interests of the child”. Child Protection workers apply guiding 
principles and systematically identify and assess many dimensions 
of each child’s situation to understand what actions will be in their 
best interest. This assessment is the most important part of the case 
management process.

The Inter Agency Guidelines for Case Management and Child 
Protection (IA guidelines) promote the Protective Environment model 
to guide child protection casework. It is an empowering, strengths-
based model that looks at many levels of a child’s overall environment 
to identify both risk factors and protective factors. It can be used to 
visualize and analyze how strengths in a child’s environment can be 
used to address child protection concerns.

FAMILY
COMMUNITY

INTERNATIONAL COMMUNITY

CENTRAL GOVERNMENT

LO
CAL GOVERNMENT PRACTICE

LEGISLATION, POLICY, RESOURCES

LEGISLATION, POLICY, RESOURCES

PRIVATE SECTOR

PRIVATE SECTOR

PRIVATE SECTOR

CIVIL SOCIETY
CIVIL SOCIETY

CIVIL SOCIETY

THE PROTECTIVE 
ENVIRONMENT MODEL

A strength-based approach is the basis of all Social Work practice. 
It is a way of viewing individuals, families and communities as 
resourceful and resilient. It is a healing methodology that seeks 
to empower clients to overcome problems by creatively using 
their assets. 

An Empowering, Strengths-Based Approach
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USING THE PROTECTIVE 
ENVIRONMENT MODEL
This model can be used by the caseworker alone or with the 
participation of the child, caregiver and other actors. When completed 
with participation, it can be a creative and engaging experience that 
builds trust and teamwork among key actors. 

Every child’s protective environment will look unique. Simply draw 
a picture of the child in the centre of a page and start brainstorming 
all the different people and institutions existing in each outer circle. 
When you are finished identifying these strengths you can begin to 
brainstorm where the challenges, or risks, are. Finally, try and find a way 
to use the strengths to address the risks you have identified.

10

MAKING DECISIONS AND 
PLANNING FOR CHILDREN
Because children and parents have rights, and rights are upheld in laws, 
child protection casework must be conducted in line with the law. 
Sometimes a caseworker and their supervisor must make decisions 
and take actions to protect children. These decisions and actions 
must follow procedures in the law. In South Sudan, the Government has 
the legal mandate to act when families and communities are unable 
to protect children. However, in the current humanitarian setting, 
Government has invited UN, international and national actors to 
support their work and help fill gaps created by the current instability.

For child protection-related work, these invited actors have formed 
the Child Protection Sub-Cluster (CPSC) to support and coordinate the 
protection of children. This group is led by UNICEF and the Government 
of South Sudan. When caseworkers and supervisors are working with 
challenging cases or when cases involve the Government’s mandate, 
they should reach out to the Child Protection Working Group (CPWG) 
in their location for support. The CPWG will know the local protocol 
for working with Government authorities and may have additional 
resources to support your work.
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THE CLUSTER SYSTEM AND THE 
CHILD PROTECTION
SUB-CLUSTER (CPSC)
The CPSC is the group of actors working in child protection. It is 
activated as part of a global humanitarian framework known as the 
Cluster System. The CPSC is a smaller group of the Protection Cluster 
that addresses Child Protection, Gender-Based Violence (GBV) and 
other protection concerns.

In South Sudan, the CPSC is decentralized through Child Protection 
Working Groups (CPWG) at State and field levels. The CPSC and CPWG 
coordinate all child protection activities, including case management.

Protecting vulnerable children and families is not as simple as 
following steps and filling out forms. It is complicated work. For 
every problem there are an unlimited number of solutions. It is 
not possible to learn a correct response for each individual child. 
Rather, in child protection work we teach guiding principles and 
encourage caseworkers to practice applying them. They improve 
their skills and learn through experience using reflective practice. 
Becoming a good caseworker is not as simple as learning rules, 
filling forms or passing a test. Good caseworkers never stop 
learning from their experience.

Guiding Principles

Child Protection work is complex. Every situation is unique so we teach 
caseworkers guiding principles and supervisors use specific tools to help 
them learn how to apply these to a child’s situation. Caseworkers develop 
their skills over time using reflective practice. Supervisors of caseworkers 
help caseworkers develop their skills and learn to make good decisions 
about children by supporting them through regular, structured supervision 
and coaching. There is a simple reflective practice tool in Annex: Reflective 
Practice Tool. Further information on how Supervisors support good 
casework is found in the Inter Agency Training Package on Child Protection 
Case Management Supervision and Coaching1 .

Reflective Practice and Supervision

1https://resourcecentre.savethechildren.net/library/case-management-supervision-and-coaching-package
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WHAT IS CASE 
MANAGEMENT?
Case Management is a way of organizing our 
work from first contact with a vulnerable child all 
the way to the last step of resolving all concerns 
and closing the file. It is useful to think about case 
management as a sequential process. However, 
the process does not always follow a straight line. 
Sometimes we must go back to a previous step 
when additional information comes available. 
Case Management endorsed by the Case 
Management Task Force (CMTF) for South Sudan.

SECTION

2.
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WHAT IS A REFERRAL PATHWAY?
Each identified child will have their own caseworker but the caseworker 
does not usually work alone to provide support. Caseworkers should 
know and use the referral pathway in their location and identify other 
actors who can help support a vulnerable child.

The referral pathway is a list of the actors who can support vulnerable 
children and families in a specific location. Sometimes a referral 
pathway is written as a list, called a service directory, and sometimes 
it is documented using a picture and called a map. There is no right 
or wrong way to document a referral pathway. The CPWG in your 
location is responsible for the important work of keeping it up-to-date 
because it allows for tracking and coordinating all actors in a region. 
Some actors provide essential protection or support services while 
other actors provide psychological first aid or make referrals. For 
details in your location, consult the CPWG. Here is a sample referral 
map from Juba. There are 2 other samples and a blank template in 
Annex: Sample Referral Pathways.

1. IDENTIFY 
AND 

REGISTER
Vulnerable 

children, including 
raising awareness 
among affected 

communities

6. CLOSE 
CASE

2. ASSESS
The needs 

of individual 
children and 

families

3. DEVELOP 
A CASE 

PLAN
For each 

individual child

4. IMPLEMENT 
THE CASE 

PLAN
Including direct 

support and referral 
services

5. FOLLOW-
UP AND 
REVIEW HERE IS THE STANDARD 

PROCESS DIAGRAM FOR 
CASE MANAGEMENT 
SHOWING THE 6 STEPS:
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KEY ACTORS
Key actors in the referral pathway 
for South Sudan include:

1. Government Authorities
2. UN Agencies (such as: UNICEF, 

UNHCR, IOM, and others)
3. International Non-Governmental 

Organizations (such as: ICRC, 
Save the Children, Terre des 
hommes, Intersos, War Child, 
World Vision, Plan and others)

4. National Non-Governmental 
Organizations (such as: Hold 
the Child, Mobile Theatre 
Team, WOCO, CINA, CRO 
and others)

5. Community-Based Child 
Protection Mechanisms 
(where they exist)

6. Other – non-protection actors 
that interact with children 
(recreational, educational, 
faith-based and traditional 
groups and others including 
food and non-food item 
distribution actors)

The referral pathway is important 
at 2 steps of case management:
(Step 1) Identifying children and 
families who need support. 
(Step 4) Ensuring a range of 
services that can be coordinated 
to meet a child’s unique needs 
when implementing the case plan.

SECURITY

LEGAL SUPPORT

EDUCATION

NUTRITIONIMC - MEDICAL CARE

CAMP MANAGERPROTECTION

UNHCR

DISABILITY SUPPORT

PEACEBUILDING

CASE MANAGEMENT

CRO - FAMILY TRACING
& REUNIFICATION

GBV 

HI - MHPSS

WHITAKER FOUNDATION
PSS PoC3

TDH - PSS 
PoC 1
PoC 2

BACK UP

UASC & MISSING CHILDREN
PoC 1
PoC 3

IRC - GBV 
PSS/PEP/Dignity kit

NP - PHYSICAL PROTECTION

POC 1
POC 3

BACK UP
MAGNA Vaccination

PoC3

CONCERN
PoC1
PoC3

NRC
NTERSOS

DMI
CMCM

IPCA

UNPOL GCVPP
UNMISS RRP

NP

ACTED
PoC1
PoC3

SIGN OF
DISTRESS

Victim of violence, 
physical, or emotional 

abuse, neglect. 
Children alone.

IMMEDIATE 
RESPONSE

Injuries, sign of disease 
or severe malnutrition, 

sexual abuse

 MALNUTRITION
6 months to

3 years

ALL PROTECTION ISSUES
    Shelter ration card, access to
         services (food, water, etc.)

0-18YO

RESPECT 
DIGNITY, 
INFORMED 
CONSENT, 
CONFIDENTIALITY
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RESOURCE MAPPING IN REMOTE 
LOCATIONS
Caseworkers often believe that you cannot do case management 
where there are no formal services. This is not true. Casework in 
resource poor settings can be very successful and very rewarding. 
You must be creative and spend time building relationships with allies 
in the field. This supports effective and culturally appropriate child 
protection responses and promote your own and children’s safety 
when working on sensitive issues. More tips on personal safety are in 
Step Four: Implementation.

Caseworkers can and should identify and strengthen the child 
protection capacity of natural supports and services. These natural 
supports include youth clubs, recreation and faith leaders, traditional 
councils, neighbours and friends and other parts of children’s protective 
environment. Use strategies like awareness raising, community dialogue 
and capacity building on specific risks and supports to children. When 
working with a community, always follow community protocols – 
such as working through community leaders. Plan with your agency 
and other child protection actors before beginning your work in local 
communities to avoid confusion, duplication or other potential harm.

HERE IS THE STANDARD 
PROCESS DIAGRAM FOR 

CASE MANAGEMENT 
SHOWING THE 6 STEPS:

1. IDENTIFY 
AND 

REGISTER
Vulnerable 

children, including 
raising awareness 
among affected 

communities

6. CLOSE 
CASE

2. ASSESS
The needs 

of individual 
children and 

families

3. DEVELOP 
A CASE 

PLAN
For each 

individual child

4. IMPLEMENT 
THE CASE 

PLAN
Including direct 

support and referral 
services

5. FOLLOW-
UP AND 
REVIEW
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SOME STEPS FOR WORKING IN 
REMOTE COMMUNITIES
DIALOGUE
Use a dialogue-oriented, 
culturally sensitive 
approach. This means 
asking questions and 
listening as much as 
you talk. Map existing 
capacities and resources, 
and build upon them. Find 
out: What child protection 
risks does the community 
identify? Who do people 
go to when they are in 
trouble? When they need 
advice? When they need 
help? When they are sick? 
When they feel bad? Find 
these people and see if 
you can work together. 
Find out and note what 
special skills and resources 
exist in the community.

AWARENESS 
RAISING
Explain your role.
Raise awareness on child 
protection basics.

CAPACITY BUILDING
Provide training on CP basics such 
as identification skills, PFA and 
other topics.

LINK WITH FORMAL 
SYSTEMS OR REFERRAL 
PATHWAY
Make sure that community 
members know how and when to 
contact or access support outside 
the community when needed to 
protect children.

Please note that the above simple 
instructions will not prepare you to 
mobilise a Community-based Child 
Protection Mechanism (CBCPM). 
This requires planning at agency 
and CPSC level and requires special 
training in facilitation, conflict 
management and other skills. If 
you are interested in knowing a bit 
more about CBCPM, there is some 
basic information in Annex: Steps 
for Setting up Community-Based 
Child Protection Mechanism and 
Annex: Tips for managing conflict.

ADAUR

DUKAJUL

OUYERAWOH

NEDEIH

city
office

shop hospital



26 27

CASE MANAGEMENT 
STEPS
As shown in the diagram, there are 6 steps 
of case management. The following notes 
provide key considerations for caseworkers at 
each step. It also shows which forms to use at 
each step to document your work. As noted 
in the introduction, this handbook is meant to 
reinforce and refresh key messages and skills 
taught in the Inter Agency Child Protection 
Case Management training. This handbook 
does not replace training and supervision.

SECTION

3.
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STEP ONE: IDENTIFICATION AND 
REGISTRATION
There are three tasks for caseworkers at this step:

 ā Informed Consent/Assent
 ā Registration Interview
 ā Initial Assessment of Immediate concerns

Identification is the entrance to the child protection case management 
system. Vulnerable children can be identified by many actors in the 
referral pathway. A referral to a case management agency can be made 
by any agency using the Interagency Referral Form (Annex: Toolkit of 
Case Management Forms). The referral form includes a simple consent 
statement that must be explained to the child and family. Explaining 
and getting consent is a necessary and important part of casework.

Registration is the first step of the case management process and is 
done through an interview when an identified child meets the criteria 
for protection and is registered at a case management agency.  Consent 
or Assent must be taken using the consent form (in Annex: Toolkit of 
Case Management Forms) before beginning the registration interview. 

INFORMED CONSENT AND INFORMED ASSENT

Informed consent is a legal term referring to the voluntary agreement of 
an individual who has the capacity to give consent, and who exercises 
free and informed choice. Consent should always be taken from adult 
parents or caregivers and from children over 15 years.

Informed Assent is expressed willingness to participate in services, 
and is sought from children who are by law or nature too young to give 
informed consent, but who are old enough to understand and agree to 
participate in services. 

CONSENT OR ASSENT CONSIDERATIONS BY AGE

AGE OR 
DEVELOPMENT 
LEVEL OF CHILD 

CONSENT OR 
ASSENT PROCESS

OVER 15 YEARS

Child can provide informed 
consent themselves, howev-
er their parent or caregiver 
should be included with the 
child’s permission.

6-15 YEARS

Child can provide informed 
assent; however, permission 
is also required from the par-
ent/caregiver. Informed con-
sent must be obtained from 
their parents/ caregivers.

UNDER 5 YEARS

Child cannot consent or 
assent but efforts should be 
made to explain informa-
tion in an age appropriate 
language. Informed consent 
must be obtained from their 
parents/ caregivers.
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EXCEPTIONS TO INFORMED CONSENT AND 
INFORMED ASSENT

There may be cases in which it is not possible or appropriate to obtain 
parent or caregiver consent, including where the caregiver may be the 
perpetrator or where unaccompanied children are involved. Wherever 
possible the consent of another trusted adult should be sought for children 
under 15. Older children should participate in identifying this person.

HOW TO FILL THE CONSENT FORM

Personalize and adapt your informed consent/assent script. There 
are two sample scripts in the Annex and the form has another simple 
consent script. It is best practice to use your own words to explain 
consent and to use child-friendly and appropriate language.

To give informed consent, the person should understand to what they 
are consenting. Information should be shared in languages and style 
appropriate to the child’s capacity to understand. Caseworkers are 
responsible for communicating in a child-friendly manner, and should 
encourage the child and the family to ask questions to help them make 
good decisions about their own situation.  

In most situations, children and caregivers will be willing to give their 
informed consent and/or assent to participate in case management 
services. The caseworker should be skilled in presenting the information 
in a non-threatening and supportive way. Children and caregivers feel 
more comfortable to talk with a caseworker and proceed with case 
management when they have full and complete information. Review 
the sample scripts embedded in the forms and the ones in the Annex 
but adjust the words and approaches to fit the context.

If the child or family member fully understands and gives their consent 
or assent, ask them to sign the form or give their thumbprint. If they do 
not wish to sign, note their reasons on the form.

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

dd mm

dd mm

CCaasseewwoorrkkeerr  SSiiggnnaattuurree

CCaarreeggiivveerr  NNaammee

CCaarreeggiivveerr  SSiiggnnaattuurree//                                                      
TThhuummbb  PPrriinntt

CCaasseewwoorrkkeerr  NNaammee

C) It has been explained to me that  ______________________________________ (name of agency) will only share 
information about my case with a service provider I have consented to them sharing information with. (This will be discussed as part of 
the case action planning process in the assessment). Information can be withheld in all or part.

D) I understand that some information about my situation that cannot identify me in any way may be shared as part of a report.  

E) If the client wants to withhold all/part of the information they have given from individuals/agencies make note of which information should be withheld 
from which agencies/person(s) here and make a note of this in the Initial Assessment and any referral forms.

Second Name

DDaattee  ooff  CCoonnsseenntt                          
((DDDD//MMMM//YYYY))**

First Name

                                              WWhhoo  iiss  pprroovviiddiinngg  ccoonnsseenntt??  (( Circle all that are applicable) Child Parent

I,                                                                                         , give my permission for                                                                               (name of agency)  to:

A) Store my personal details and/or that of the child under my care in their case management system (paper and electronic).  

B) I give                                                                        (name of agency ) permission to intervene in/manage my case. 

CChhiilldd  SSiiggnnaattuurree//                                                                    
TThhuummbb  PPrriinntt

CChhiilldd  NNaammee

DDaattee  ooff  CCoonnsseenntt                        
(DD/MM/YY)**

 

BB..  AAUUTTHHOORRIIZZAATTIIOONN  TTOO  BBEE  MMAARRKKEEDD  BBYY  EEIITTHHEERR  PPAARREENNTT//CCAARREEGGIIVVEERR  OORR  TTHHEE  CCHHIILLDD                                                                                   
(see standard guidance on when a child can consent for themselves)                                                                                  

Hello, my name is____________________________________________ and I work for 
_________________________________________ . We work to support children and their families. I`d like to ask you some 
questions about your situation so that I can understand the challenges that you are facing. Is it ok if I ask you some questions? I will take 
some notes to help me to remember what you said. In order for me to fully help you, I will likely need to share information in my notes with 
other organizations working here, so that they can support you. Is it ok with you if I share these notes with other organizations working here 
if they need that information? You can let me know if you would like to keep anything that you tell me confidential from anyone else and 
you can stop the interview at any time or take a break.

AA..  NNAARRRRAATTIIVVEE  TTOO  RREEAADD  TTOO  CCLLIIEENNTT                                                                                       

This form should be read to the child and the caregiver in their own language and should be clearly explained so that she/he/they fully 
understand. For any services that you wish to refer the child to, if the child/caregiver wishes to withhold any information from any service 
provider this should be clearly documented below.

CCOONNSSEENNTT//AASSSSEENNTT  FFOORRMM  FFOORR  SSHHAARRIINNGG  AANNDD  SSTTOORRIINNGG  IINNFFOORRMMAATTIIOONN  ((FFoorrmm  11))

yy

Third Name

yy

CC..  FFOORRMM  CCOOMMPPLLEETTEEDD  BBYY                                  
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Once you have confirmed that the child or family fits the criteria for 
child protection case management and you have consent or assent, 
begin with the registration and initial assessment interview.

REGISTRATION INTERVIEW

The objective of this interview is to establish trust and rapport; assess 
for immediate or urgent protection needs; and, document details 
of the child to enable follow-up. Any interview with children should 
take no more than 30 minutes. Children have shorter attention spans, 
especially when they are under stress. Long interviews may lead to 
the child giving inaccurate information and may be too stressful for 
the child. Interviews with adults can take longer but usually should 
take less than an hour. Remember your objectives and if you cannot 
complete the interview in 30 minutes, offer breaks.

Here are some notes on conducting a registration interview from the 
interagency child protection case management training package2 :

INTRODUCING YOURSELF

WHAT TO DO? If you have never met the child before, 
explain simply your name, your agency. If 
you know the child already it can help to 
confirm that you know each other and put 
the child at ease. 

Say: “My name is ________ and my job is 
to help girls and boys when they have any 
problems. I am here to listen to you and give 
you information and help if you need it.”

EXPLAIN THE INTERVIEW

WHY? To avoids raising the expectations of 
receiving additional benefits. It is especially 
important in separated children programs 
where misunderstanding program aims can 
lead to secondary separation.

WHAT TO DO? To avoids raising the expectations of 
receiving additional benefits. It is especially 
important in separated children programs 
where misunderstanding program aims can 
lead to secondary separation.

ASK FOR 
PERMISSION 
TO SPEAK

Ask children over 7 for permission to speak 
with them (informed consent / assent). This 
demonstrates your respect of their rights.

EXPLAIN TO 
THE CHILD 
(IN CHILD-
FRIENDLY 
LANGUAGE) 
AND FAMILY

Why you want to speak with them and what 
you intend to ask

 ā What you think is likely to happen
 ā What their rights are in the process
 ā There are no right or wrong answers 

and they are not in trouble
Say, “I am going to ask you about where you 
are living and who you are living with.”
“I will ask you about what has happened to you 
or about problems you are facing/have faced”

2Interagency Guidelines on Child Protection Case Management (2014)
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WHAT TO DO:
DURING THE 
INTRODUCTION 
TO THE INTERVIEW, 
BUT NOT BEFORE 
GETTING INTO THE 
SPECIFICS OF THE 
CASE, TELL THE 
CHILD / FAMILY: 

 ā How the information provided will be 
kept confidential .

 ā Services and options available and 
potential risks / benefits of receiving 
services. 

 ā Any situations when information would 
need to be shared with consent or 
without consent (confidentiality and its 
limits). 

Help them to decide about whether to proceed based on the 
information shared, or explain the limits to confidentiality if you 
must open a case without consent. Provide it in a child-friendly way 
that encourages child/family to ask questions to help them make an 
informed decision. Even very young children (e.g. < 5) can give informed 
assent.   

The form should always include the date, full name and signature of the 
informant (unless kept separate for confidentiality). 

Key Point: Informed consent may not always be possible or may 
be refused. E.g. A 12-year-old girl is sexually abused by her father. 
She feels loyal to him and her family and does not want to act. Yet 
intervention may be necessary to protect the child.  Where consent 
is not given and where agencies involved have a legal mandate 
to take actions to protect a child: The reasons for this should be 
explained and the child/family’s participation should continually 
be encouraged.

END THE INTERVIEW 

WHY? End with some positive comments. This is 
nearly always possible and can make the 
child feel valued and encouraged. E.g. “You 
have shown a lot of strength in the way 
you have helped your family/made friends 
here.” “It was very brave of you to come all 
this way on your own.” 

WHAT TO DO? 1. Explain next steps.
2. Tell the child when you are going to 

meet again.
3. Ask the child if they have any questions.
Do not say anything that is untrue and end 
in a friendly way, making sure the child/
family is not in any distress before ending. 
 
You can say something like: “We’re going to 
start looking for your family, although this 
may take a long time and we can’t be sure 
of finding them.” Or, “I’m going to talk to 
your aunt to see if we can sort the problem 
out together.”

Meeting Again: “I’ll come and see you again 
next week and we can have another chat.” 
Or, “We won’t be meeting again but I hope 
our talk has helped.”

CONDUCT THE INTERVIEW

Use open-ended and non-leading questions. Follow the prompts in 
the registration form.
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WHAT TO DO? After discussing next steps, wait to see if 
the child has something else to say. Then 
say, “Perhaps there is something else you 
want to say”. Wait and finally you could ask, 
“Is there anything else you would like to 
ask me?”, or “Is there anything else that is 
worrying you?”

LAST MINUTE CONFIDENCES

It is common for people to say at the very end of a conversation 
something that is very important to them, but is difficult to talk about. 
They want you to know, but at the same time want to suggest it is not 
important, in case you do not understand.

Use the Identification and Registration form (see Annex: Toolkit 
of Case Management Forms) to document the results of the 
registration interview.

dd mm

□  Yes □  No

□ Female

 Clan Leader

Nationality

□  Yes □  No

Self-Referral, Identification by CP Community Worker/Volunteer, case worker, CFS 
animators/Facilitators, NGO, UN Agency, Health Actor, Education Provider, Gov’t Social 
Worker, Police,  Community Leaders, Other Agency, CP HelpDesk,Other - specify)

Nickname

Tribe Sub-Tribe

What type of education or training has the child 
experienced   (e.g. Primary, Secondary, 

Vocational, ALP, etc) 

Clan

Executive Chief Sub-Chief

Have you completed the Consent Form with the child/caregiver? If no, please complete the consent for 
before continuing.

Child's Name

Other 
Name/Nickname

Has there been a case opened for this child 
previously?

□  Yes

If yes, note any information given on the provider and services they 
gave (case management, education, food, health, non-food items, 
financial, etc...)

Explain to the child and/or caregiver "I am now going to ask you some basic information about yourself/your child" 

Traditional 
leaders

Languages 
spoken by the 

child

Child's ethnic 
affiliation

Age given by child

Source of Identification

Date of Identification/Referral 
(DD/MM/YY)

B. CHILD'S PERSONAL DETAILS (If the child cannot provide personal details, go to section C) 

Third Name

□ With Parents/Customary or Legal Caregiver □  Unaccompanied**

Locality/County Village/Town/Buma

Does the child currently have a 
caregiver? *If no, skip to Child's 

Current Address

C. CURRENT CARE ARRANGEMENT

Explain to the child and/or caregiver "I am now going to ask you some basic information about who is caring for you/who 
is responsible for  caring for the child.

Second Name

Street or Geographical Landmarks

Child's Care Status

Child's Current Address

Name of Current 
Caregiver

Country

Instruction: This form should be completed for all children with identified and/or reported child protection concerns. This includes all 
unaccompanied and separated children. While all children with protection concerns will be assessed, ONLY vulnerable children with 

A. SOURCE IDENTIFICATION & CONSENT FOR INFORMATION SHARING                                                                                     

Name of Village 
Head

 IDENTIFICATION/REGISTRATION (FORM 2)

Caregiver's relationship to child (i.e. Parent, 
Grandparent, Uncle/Aunt, Adult Sibling, Other 

Biological Relative, Community Member, Community 
Leader, Foster Parent)

yy

State/Region Admin Unit/Payam

Caregiver's Telephone number

Date of birth (If 
known) 

Age estimated by 
interviewer

If yes, which organization/ 
institution registered the child?

□  No

If relevant what level have 
they achieved? (e.g. P1, S2, 

etc)

Sex □ Male

Third NameSecond NameFirst Name

First Name

□  Separated***

Locality/CountyCountry Village/Town/Buma
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INITIAL ASSESSMENT AND IMMEDIATE 
INTERVENTIONS AT REGISTRATION 

You might learn during the registration interview that immediate action 
is necessary to address urgent concerns. Know how to assess risk 
and how quickly action should be taken. The diagram below is an 
easy guide. Consult the more detailed prioritization tool for each 
category of violence in Annex: Detailed Prioritization Tool for more 
specific guidance.

GUIDANCE ON PRIORITY LEVELS 

Caseworkers consult with their supervisors to discuss/determine the 
appropriate Priority Level before finalizing the registration form. 

The aim is that cases that start at level 1 and level 2, will become level 3 
following protective interventions and safety planning with the family. 
As the child’s situation improves, the level of risk and frequency of 
follow up visits should reduce.

A child categorized as high priority needs urgent medical attention, 
is likely to be seriously harmed or injured, or subjected to immediate 
and on-going sexual abuse, be permanently disabled, trafficked, or die 
if left in his/her present circumstances without protective intervention.

PRIORITIZATION ASSESSMENT GUIDE

TYPE OF 
PRIORITY & 
DEFINITION

HIGH
PRIORITY

MEDIUM 
PRIORITY

LOW
PRIORITY

FOLLOW 
UP TIME 
FRAME

Recommended 
response 
as soon as 
possible but at a 
maximum within 
24- 72 hours and 
twice per week 
follow up or 
more frequently 
as needed

Recommended 
response within 
3-5 days and 
weekly follow 
up.

Recommended 
response 
within 10 days 
and fortnightly 
to monthly 
follow up.

DEFINITION 
OF RISK 

LEVEL

Child significantly 
harmed or at 
immediate 
serious risk of 
harm.
Urgent response 
and follow up 
required

Child harmed 
or at risk of 
serious future 
harm.

Response 
and follow up 
required

Child at risk of 
harm.
Monitoring 
required to 
ensure risk 
of harm is 
removed and 
positive well-
being of the 
child

EXAMPLE 1 A child who is severely malnourished and 
at risk of dying within a 24-hour period as 
their caregiver is not feeding them at all.

EXAMPLE 2 a female child has been sexually assaulted 
and at risk of repeat assaults. 

EXAMPLE 3 a child is being beaten and is at risk of dying 
from such physical attacks.
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Some considerations for a high priority case?
Requires immediate intervention (within 24-72 hours) ideally before 
physically leaving the child.

 ā Placement in Alternative Care may be necessary if parents/
caregiver/community are unable to keep child safe. This may 
require coordinating with the CPWG or Government authorities 
and even the police to find an emergency placement. Consult your 
CPWG for advice.

 ā Report the case to your supervisors immediately, together decide 
actions to provide immediate intervention 

 ā May require consultation with Law enforcement, health centres, etc. 
 ā Open the case and take urgent actions to meet the child’s 

immediate safety needs. 
 ā Following urgent intervention, begin comprehensive assessment, 

planning and referrals, support, safety planning as needed. 
 ā Follow-up with the child/family at least twice per week, until the 

priority level changes. 

A child categorized as medium priority has or is likely to suffer 
some degree of harm without an intervention plan that includes on-
going monitoring. However, at the time of the assessment, there is no 
evidence that the child is at risk of imminent serious injury or death. 
Ideally, intervention will occur within 3-5 days.

EXAMPLE A SGBV survivor who has already received post-
exposure prophylaxis (PEP) but now needs PSS 
counselling, NFI, shelter assessments and regular 
monitoring. 

What types of elements surround a medium priority case?
 ā A case is opened, and on-going monitoring and case management 

is provided to address/reduce safety/protection needs. This may 
require referrals/support/ safety planning as needed. 

 ā The caseworker follows-up with the child/family at least once per 
week, until the level of risk to the child reduces. 

 ā Family Tracing and/or Placement in Alternative Care may be 
necessary if the parents/caregiver/community are unwilling/
unable to keep child safe. 

 ā Social Workers should report their concerns to their supervisors 
immediately, in consultation they will come up with a solution to 
provide immediate intervention. 

A child categorized as low priority is at risk of harm and/or has 
individual characteristics or situations that leave them vulnerable. 

EXAMPLE A separated child has stopped going to school as his vision 
has become impaired. His inability to read has meant he 
cannot see letters in the classroom and other students 
have teased him. Added to this he has been bullied on 
his walking route to school (mostly verbal and sometimes 
pushing) by other students at the school he attended. He 
is fine under his caregiver, but needs medical referral to get 
glasses, re-enroll in school with close cooperation of the 
teachers, possibly some counselling on his confidence 
and volunteers to stop the bullying.

What types of elements surround a Level 3 case?
 ā The child does not face immediate protection concerns but does 

require on-going monitoring and support to reduce risk and ensure 
their safety. 

 ā A case is opened, and on-going monitoring and case management 
is provided to address/reduce safety/protection needs. This may 
require referrals/support/ safety planning as needed. 

 ā The Social Worker will follow-up with the family at least once per 
month, until the level of risk to the child reduces. 
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POSSIBLE IMMEDIATE CONCERNS³

HEALTHCARE If the child is injured or in need of medication 
within a certain timeframe, e.g. to respond to 
sexual violence, or if newly arriving from a war or 
hunger-affected context or after a long journey.

SAFETY In cases where serious risk factors have already 
been identified and where the case has been 
identified as either high or medium risk, a safety 
plan must be completed before the child leaves 
the registration interview. In cases of child 
abuse, especially if the abuse is serious and 
happened at home, the caseworker should ask 
the child (if age six or above) about their safety 
concerns. This should be done in private – away 
from the parent / caregivers. This may elicit 
further information that would not be obtained 
otherwise. If a child refuses to speak to the 
caseworker alone, and/or the child and caregiver 
appear upset or agitated, then the caseworker 
should use his/her judgement and determine 
whether to proceed with their involvement.

CARE Unaccompanied children without any adult care, 
or those with adult care assessed to be unsafe, 
will need overnight care. If they are identified 
late in the day arranging this may be quite urgent.

ALERTING 
THE 
NATIONAL 
AUTHORITY

This may be necessary when you are handling 
cases that have legal implications and therefore 
may require the involvement of the national 
authority / government caseworkers at a later 
point: e.g. abandoned children, the potential 
need to remove a child from harmful caregivers 
and the death of a child. This helps them to be 
available when needed and reduces the risk of 
non-government case management agencies 

FOOD AND 
DRINK

Some children will not be able to concentrate 
without some refreshment, especially if they 
have had a long journey, e.g. arriving displaced 
populations.

bypassing important processes. Consult your 
CPWG if in doubt about the arrangements in 
place in your location.

NON- FOOD 
ITEMS / 
CLOTHING

Programmes should have emergency clothing 
in case a child would be at greater risk without, 
e.g. abandoned babies and some abuse cases. 
This should have clear distribution criteria to 
prevent misuse or false cases and should not 
all be the same as this can enable affected 
children to be identified.

LEGAL / 
JUSTICE 
NEEDS

In cases of physical or sexual violence where 
a crime has been committed, caseworkers 
should ask general questions about the child 
and family’s interest   in pursuing a justice 
response (if such a response is even possible). 
Consult your CPWG if in doubt about the 
arrangements in your location.

DIRECT 
SUPPORT

Unaccompanied/older children may not allow 
you to help until you have earned their trust, 
but you can provide essential information they 
may need to protect themselves, e.g. about 
medical care or protection services. So even 
if you do not see them again they can access 
these services. Children may need to call 
someone who can help them/to inform of their 
location. Programmes should have access to a 
‘duty phone’ with enough credit/airtime. This 
should only be used when needed to prevent 
false cases.

3Interagency Guidelines on Case Management and Child Protection (2014) p.105
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STEP TWO: COMPREHENSIVE 
ASSESSMENT
Assessment is the process of gathering and analyzing information 
about the child’s situation. During the comprehensive assessment, the 
caseworker considers the risks that the child faces, but also the child 
and family’s strengths, resources and protective influences. 

As noted above, the initial assessment should take place immediately 
or as soon as possible after identification and registration. The 
comprehensive assessment builds on the initial assessment but is 
a more in-depth, holistic process and should be completed within 
2 weeks of registration. It takes many hours and days to conduct a 
comprehensive assessment and will include analysing information 
collected from multiple interviews, home visits, office visits and other 
activities. It looks at the child’s developmental needs, parent and 
caregiver capacity, social and cultural context, economic factors and 
community and family influences. 

Caseworkers must ensure that the child and their family participate in 
the assessment as fully as is appropriate while maintaining safety. Their 
opinions and wishes must be sought and considered when making 
decisions.

On the next page, are some helpful tips from the South Sudan CPSC4 
on what to do and what not to do when assessing children’s needs.

CHILD’S 
DEVELOPMENT 
NEEDS
Also taking into account 
issues relating to the 
effects of abuse and the 
child’s skills and capacity 
to protect themselves.

PARENTING/
CAREGIVING 

CAPACITY
Taking into account the 

ability of the parents/
caregivers to protect the 

child and to respond to 
their needs and the way in 
which the family functions.

SOCIAL & 
CULTURAL 
CONTEXT
Including the degree 
to which the child will 
be accepted in the 
community, the situation 
concerning trafficking 
and attitudes towards 
children who have 
been trafficked.

COMMUNITY & 
WIDER FAMILY 

INFLUENCES
Such as the presence 

of other supportive 
adults, the availability 

of assistance for the 
family and the child, 

and other protective 
mechanisms in the 

community.ECONOMIC 
FACTORS

Such as the poverty level of the family 
and living conditions, options and 

opportunities for the child in terms 
of education, vocational training and 
income generation to create viable 

employment options in the longer term.
4 CPSC AWP November 2018 
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 ā Introduce yourself
 ā Create trust
 ā Use simple language
 ā Be patient
 ā Make sure you have adequate 

privacy
 ā Be sensitive to a child’s emotions
 ā Ask the child for permission
 ā Keep children’s views and 

answers confidential
 ā Be flexible and creative
 ā Listen to and respect 

children’s views
 ā Record exactly what children say
 ā Lower yourself to the level of 

children, don’t stand over them 
or sit on a chair, sit with them 
on the floor

 ā Be self-critical, reflect on your 
behaviour towards children

 ā Show interest and respect for 
children’s opinions, knowledge 
and skills

 ā Let them do things for 
themselves, in their own way

 ā Be humble
 ā Use methods that allow 

children to express their views, 
knowledge and skills.

Do

 ā Lecture
 ā Rush
 ā Criticise
 ā Interrupt
 ā Dominate
 ā Overwhelm a child with 

several adult assessors
 ā Embarrass children, or laugh at 

them
 ā Reinterpret what children say
 ā Talk down to children

 ā Stand or sit higher while 
children stand or sit lower

 ā Make negative comments to or 
about children

 ā Praise, or otherwise favour, 
some children and not others

 ā Compare some children 
unfavourably with others

 ā Treat boys or girls, children 
with more schooling or from 
ethnic groups differently.

Don’t

SOUTH SUDAN INTERAGENCY CASE MANAGEMENT FORMS

dd mm yyApproved By: Supervisor 
Name

Date of Assessment 
(DD/MM/YY)*

*Note: The above documented interventions should be used to guide development of the CARE PLAN for the child. The care plan should be 
developed within 2 weeks of the comprehensive assessment in collaboration with the child and primary caregiver (whenever possible). If  
referrals/actions are urgently needed, the social worker may make referrals before the completion of the care plan. 

L. FORM COMPLETED BY / APPROVED BY               
Completed By: Caseworker 

Name  Institution/ Organization 

L. SUMMARY OF PROTECTION CONCERNS & IDENTIFIED REFERRALS/ACTIONS NEEDED                                                                                                              

L1. Please detail/summarize the main protection issues/concerns observed and/or reported by the child, caregiver, and other key informants.

L2. Summary of recommended areas of interventions (Referrals & Actions) identified in sections A, B, C, D, & E taking into consideration the 
views and wishes of the child and caregiver  

After thoroughly investigating a child’s situation, the comprehensive 
assessment findings should be documented using the Comprehensive 
Assessment Form (see Annex: Toolkit of Case Management Forms). 
The assessment findings should result in a summary list of specific 
needs that can be used to develop the case plan.

RE-ASSESSMENT 

For complex and long-term cases, regularly reassessing the situation is 
essential to respond to changes in the child’s situation. The decision 
to reassess the child’s situation can occur following visits or when 
additional information is gathered. It is important to make sure that the 
child’s case file is up-to-date and that the assessment (and case plan) 
reflect the child’s current situation.
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STEP THREE: CASE PLAN
TURNING THE ASSESSMENT INTO A PLAN 

This step of the case management process is about documenting the 
plan to meet the child’s assessed needs. The plan should identify some 
goals for the child and family, some actions to achieve them & the person 
responsible for each action and a timeframe. The following diagram shows 
some common actions that can be part of a case plan. Actions can be direct 
service provision by a caseworker or referrals monitored by the caseworker.

GOALS

Agree with the child and family, and any other relevant stakeholders, 
the three most urgent or important needs from the comprehensive 
assessment and write them as SMART (Specific, Measurable, 
Achievable, Realistic and Timebound) goals. Any other needs can be 
addressed during the follow-up and review step after the most urgent 
ones are addressed.

ECONOMIC RECOVERY HEALTH WATER & SANITATION

CAMP MANAGEMENT

NUTRITION

EDUCATION GBV

CHILD PROTECTION

PROTECTION

 ā Economic programming 
for vulnerable families

 ā Livelihood opportunities 
for youth

 ā Medical services
 ā Clinical care for GBV 

survivors
 ā Reproductive health

 ā Clear water
 ā Safe latrines
 ā Distribution lists

 ā Security
 ā Housing
 ā Distribution lists

 ā Nutritional support
 ā Distribution lists

 ā Enrolment in school 
(classes/after school clubs)

 ā Negotiating school fees/
barriers to entering school

 ā Services for survivors
 ā Counselling/

psychosocial support

 ā Psychosocial support
 ā Parenting skills & classes
 ā Interim care/alternative 

care
 ā Family tracing and 

reunification
 ā Justice for Children

 ā Birth registration/ legal 
documents

 ā Legal family disputes
 ā Refugee related services 

(RSD/ Durable solutions)

Example of Goals from the 
training package case study: 

1. Okot has a safe, permanent 
place to live by November 30, 
2018 where he has privacy and 
can continue his studies, free 
from intruders, with a secure 
entrance door.

2. Okot has good health and takes 
all his prescription medicines 
according to instructions. All his 
current medical concerns are 
addressed by December 31.

3. Okot has strategies to help him 
sleep, socialize and manage his 
difficult memories and feelings.
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ACTIONS

Now list the immediate, short and long-term actions you and others 
will take to achieve the goals.

Example of Goals from the training package case study: 
Obj. 2. Okot has good health and takes all his prescription medicines 
according to instructions. All his current medical concerns are 
addressed by December 31.

ACT. 1
Responsible: Okot 
& Nurse (referral)
Date: December 5

Okot will see a Doctor for a general physical 
check-up at the medical clinic.

ACT. 2
Responsible: 
Nurse, Okot
Date: November 
28 and weekly until 
December 31

The Nurse will provide Okot with child-friendly 
information and follow-up about taking his 
medications and treating and managing his 
health issues.

ACT. 3
Responsible: 
Caregiver and
Case worker
Date: November 25

Okot’s caregiver will provide conditions to 
safely store Okot’s prescription medications at 
20C-25C. Case worker will assist to find funding 
for a small fridge and lock.

Use the Case Plan form (see Annex: Toolkit of Case Management 
Forms)  to document the plan like this example:

□  Yes

  □  No

dd
m
m

yy
Review & Approved 
by: Supervisor Name

CARE PLAN REVIEW *Completed after 2 months

caregiver/parent signature

Were the child and 
caregiver consulted 
in the creation of the      
     care plan?

Due date for 
Review of Care 
Plan (dd/mm/yy)

Completed By:  Caseworker Name
Completed By: 

Caseworker Name
 

Institution/ 
Organization

Date Care Plan 
Created 

(DD/MM/YY)*

Review & Approved by: Supervisor 
Name

Date

If the child and/or caregiver were not consulted, or, if the 
child/caregiver were in disagreement with actions/activities in 

the care plan, please specify. Actual Date of 
Care Plan Review 

(dd/mm/yy)

Child signature

 FORM COMPLETED BY                          

CP IMS Number*:First Name Second Name Third Name

Goal 3

Goal 2

SMART GOALS *Select a maximum of 
three goals.

Agreed 
Actions/Activities/Referrals 

Needed to Address 
Needs/Accomplish Goals 
*Select up to 3 per goals.

Person/Agency 
Responsible *Include 

responsibilities of 
child/caregiver

Review of Care Plan *To be 
completed within 2 months of 

completion of initial assessment. 

Goal 1

Due date for 
the  

completion of 
the Goal

Child's Name

CARE PLAN (FORM 4)

***See accompanying guide for samples of the most commonly used goals, actions, and overall guidance on how to create and review Care Plan.
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ALTERNATIVE CARE

Sometimes a caseworker helps identify an appropriate caregiver for 
a child who must be moved for their safety. Recruiting and supporting 
caregivers and foster parents requires specialized skills and knowledge 
and usually requires the involvement of Government authorities 
but where systems are not in place, a caseworker can work with the 
CPWG and other actors to identify some options. Details on the legal 
framework and key considerations for alternative care are in Annex: 
Legal Framework for Alternative Care and Annex: Guiding Principles for 
Alternative Care. Here is some basic guidance on identifying potential 
caregivers for a child:

Child Participation: The Child must be encouraged to participate in 
the selection of the caregiver

 ā Voice: A caregiver must be willing to give the child in his/her care 
a voice and should encourage participation in recreation and other 
child development activities. 

 ā The caregiver should be from the same family or tribe as the child
 ā The caregiver should have recommendations and references from 

the community
 ā The caregiver should not have a criminal record 
 ā The caregiver must be an adult & ideally between ages of 25-65 
 ā The caregiver must be medically fit and of sound mind to care for 

children 
 ā The caregiver must not use corporal punishment and should 

understand the concepts of positive parenting 
 ā The caregiver should have proven experience caring for children 

and must demonstrate good parenting skills.
 ā The caregiver should have a minimum household income and 

satisfactory living conditions according to community standards
 ā The Caregiver must be willing to work with the caseworker and 

other actors including allowing home visits to follow-up on the 
child’s wellbeing.

FORMALIZING EXISTING CARE ARRANGEMENTS

Sometimes, especially for UASC, a caseworker will work with a child 
who is in an informal care arrangement. As part of the assessment 
and planning process, you might need to formalize an informal care 
arrangement so the child and caregiver can access support. 
With some child protection cases, as a last resort, it may be necessary 
to remove a child from their family or current care arrangement and 
place a child in alternative care for their protection or to meet their 
best interests. When placing a child in care, the caseworker has 
specific and important responsibilities.

Caseworkers must:

 ā Seek guidance from the local CPWG and Government Authority. 
Only the GOSS has the legal mandate to place children in 
alternative care. Consult your CPWG to find out what consultation 
requirements and procedures are in place. If you are in a deep field 
location where there is no CPWG, contact UNICEF or the CPSC.

 ā Document, in the case plan, the specific reasons alternative care 
is recommended 

 ā Ensure adherence with the guiding principles for alternative care in 
Annex: Guiding Principles for Alternative Care

 ā Support and prepare the child and family using the checklist 
in Annex: Checklist for Preparing the Child for Moving, end of 
Placement, or Reunification

 ā Introduce the child and family members to the caregiver in person 
and, using section D of the Alternative Care Form, share a simple 
care plan. Ensure the caregiver understands and has capacity to 
meet the child’s unique needs. Have the caregiver, child and family 
members as appropriate sign the care plan. 
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 ā Section D must state:
 ą Objective of placement
 ą Specific care and service support needs of child and how these will 

be met
 ą Anticipated length of stay
 ą Frequency and timing of monitoring visits

 ā Ensure the child has a private, safe and meaningful way to raise concerns, 
ask questions, complain or give feedback about their experience in 
care. Act on their concerns.

 ā Visit the child in care according to their priority level to follow-up and 
monitor the plan.

 ā Work towards reunifying the child with their family or finding another 
permanent solution that meets the principles and the child’s best 
interests.

SUPPORTING FOSTER PARENTS & CAREGIVERS

Sometimes, especially in deep field locations or when children are in 
informal care settings, the caseworker needs to provide emotional and 
technical support to the caregiver as well as the child and family. This 
is different than any financial or material support provided. Technical 
support can include: 

 ā Ensure the caregiver understands and agrees with the needs of the 
child and the case plan

 ā Organizing community workshops or give information on child 
development, child behaviour, positive parenting or other topics. 
Annex: Parent/Caregiver Support Activities has sample activities 
a caseworker can do with caregivers and parents to help them 
understand and manage a child’s difficult behaviour.

 ā Actively listen to caregiver concerns and help to reframe problems 
and find solutions 

 ā Help connect caregivers with peer support by linking them with 
other caregivers in their area

  YYeess   NNoo
Is there a need for follow-up?

Frequency of monitoring home visits required?                                       
                

What type of care arrangement has the child been placed into? 

Is this an initial placement or a change to a previous 
placement?

□  Yes □  No Signature:

□ □

(Please check appropriate boxes)

Third Name:  

AALLTTEERRNNAATTIIVVEE  CCAARREE  PPLLAACCEEMMEENNTT  ((FFOORRMM  88))

A. CHILD'S PERSONAL DETAILS                                                                                        

CChhiilldd''ss  NNaammee
CP IMS Number*:First Name Second Name

B. IDENTITY OF THE ADULT(S) WITH WHOM THE CHILD WAS PLACED 

Third Name

First Name:   Second Name: Third Name:  

Country County

First Name : Second Name:

Village/Town

State/Region Payam Street or Geographical landmark

□  Supported/Supervised 
Independent Living

Adult 
Caregiver 2 (if 

applicable)

Caregiver's Telephone number

Address of Adult's 
with whom child was 
placed (Child's New 

Address)

Adult  
Caregiver  1

Relationship of child to Caregiver
 Grandparent, Uncle/Aunt, Adult Sibling, Other 
Biological Relative, Foster Parents, Community 

Member, Community Leader, etc.

C. DETAILS OF CARE ARRANGEMENT

□  Initial Placement
□  Change of 

Placement

□ Kinship Care □   Spontaneous Care Arrangement
□   Foster Care 

Placement

□ Interim/ Residential Care(Institutional ) □  Other (please Specify):

Name of Organization Telphone Number:

 (If the child has an open case 
check Yes)

Daily, 2 or 3 times per week, 
Weekly, Every two weeks, Monthly 

Is the care arrangement formalized by a social worker with the 
legal authority? *If yes, please ensure signature/date from MOGSW

    If no, give the details of organization responsible for placement of the 
child below:

If applicable, name of community volunteer or mentor 
assigned to support/monitor child? 

Detail/summarize any immediate or on-going support/assistance that the child/caregiver may need.

Name of Organizational Focal 
Point *Supervisor/Manager

D. SUPERVISION REQUIREMENTS

(According to priority level)

dd mm yy

dd mm yy
*Date Placement formalized 

by government authority 
(DD/MM/YY)

E. FORM COMPLETED BY / APPROVED BY              

*Authorized By: 
Name/Organization of 
Government Authority

Completed By: Caseworker Name

Approved By: Supervisor Name
Date of Placement 

(DD/MM/YY)

Institution/ Organization 
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STEP FOUR: IMPLEMENTATION
Once the written case plan is signed by all parties (including the child 
and caregiver) and approved by the supervisor, start working with the 
child, the family, the community and any service providers to ensure 
the child receives the appropriate services. This involves:

1. Providing direct services according to the skills of the caseworker. 
One essential direct service provided by caseworkers is 
psychosocial support (PSS). 

2. Formally referring the child to an appropriate service provider with 
the consent or assent of the child and the family, using the Inter-
Agency Referral Form (see Annex: Toolkit of Case Management 
Forms).

PROVIDING PSS

Caseworkers are not expected to be counsellors or psychologists 
but they should be trained to provide basic PSS activities such 
as Active Listening, Psychological First Aid (PFA) and relaxation 
exercises for children and caregivers. Active Listening is a set of 
positive communication skills that can be used to help others express 
themselves and identify solutions to challenges they are facing. A 
summary of active listening skills is found in Annex: Communication 
Skills Checklist. PFA is a 2-day course intended to increase 
understanding and confidence in providing basic emotional support in 
crisis situations. There is a link to this resource in Annex: Psychosocial 
Support. Here are two basic relaxation exercises you can do with 
children and adults of all ages:

RELAXATION EXERCISE 15

Aim: To relax participants and reduce their stress levels.
This activity can be done at the start of each/any session. Tell the 
participants: ‘this activity will be about helping you to relax & think less about 
your worries. If we worry a lot it can affect our emotions and behaviour: e.g. 
get angry easily, only see the negative side, feel sad, forget things.’

Relaxation 
technique:
Make sure the 
environment is 
quiet & relaxing. Ask 
participants to sit on 
the floor. Feet should 
be placed on the 
ground; hands should 
be on their lap.

Read the following instructions out loud:
 ā Close your eyes. Relax. Slowly move your shoulders up and down. 

Slowly move your neck around in circles. Rotate in one direction. 
Rotate in the other direction. Move your shoulders again, this time, 
from front to back.

 ā Begin the neck rotation again, very slowly. Slowly move your trunk 
(middle body) to one side and then to the other. Move your toes up and 
down. Lift one foot slightly and move the ankle up and down. Repeat 
with the other foot. Move your leg forward and stretch the leg. Repeat 
with the other leg. Move the hands in slow circles, one hand at a time.

 ā Take a slow, deep breath. Repeat this 12 times. Breathe in through 
your nose & out through your mouth.

 ā Move your shoulders once again in rotations; then move your neck; 
then shake the hands; then move your toes and legs. Open your 
eyes. Take two slow, deep breaths.

5 Facilitator’s Manual for Psychosocial Support Activities (UNICEF, 2014)
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RELAXATION EXERCISE 2

Aim: To relax participants and reduce their stress levels.
This activity can be done at the start of a session. Tell participants: 
this activity will be about helping you to relax and calm your emotions. 
If we worry a lot it can affect our mood and behaviour: e.g. get angry 
easily, feel negative or sad, forget things.

Read the following instructions out loud:
 ā Face – Scrunch up your noses and foreheads like you smell 

something bad, and then relax the face. Repeat 3 times.
 ā Jaws – Clench your jaws together tightly like you are pressing a 

stick between your teeth. Then release the imaginary stick and let 
the jaw go completely loose. Repeat 3 times.

 ā Arms and shoulders – Stretch your arms out in front, and then raise 
them above the head and stretch as high as you can. Then drop the 
arms and let them hang loose. Repeat 3 times.

 ā Hands and arms – Imagine squeezing a soft ball as hard as you can 
with one hand, and then dropping it on the floor and letting the arm 
and hand go limp.

Jump around: Ask 
the children to jump 
around and dance for 2 
minutes.

Relaxation technique:
Then ask participants 
to sit on the floor with 
their legs crossed or out 
in front of them; hands 
should be placed on 
the lap. Everyone must 
stay quiet.

REFERRALS

While another agency may be responsible for providing a specific 
service, the caseworker is always responsible for monitoring the 
overall case; for ensuring that all agreed upon services are provided 
and that the identified needs of child are being met. Where possible, 
caseworkers should accompany the child/ family to the service 
provider to help them with the introductions and ensure the referral is 
understood by the agency receiving the referral.

Sometimes caseworkers find the referral pathway where they work 
is not working or there is a lack of services available. Sometimes 
caseworkers must think very creatively about how a small or remote 
community can help meet the child’s needs. This is one of the reasons 
it is important to note the child’s needs in the assessment step before 
beginning to plan and looking at referrals. For example, a child who 
needs nutrition support can receive this from community actors and 
does not only need a referral to food distribution. Or, a child who needs 
guidance or emotional support can receive it from a respected elder 
or even a neighbor. They might get some support while they wait for a 
referral to a counselor or psychologist. Please refer to the guidance for 
mapping actors in deep field locations provided above under What is 
a Referral Pathway.
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STEP FIVE: FOLLOW-UP, 
MONITORING & REVIEW
Follow-up, monitoring and review are ways to make sure the case plan 
is being implemented and the plan continues to address the needs of 
the child.

Follow-up means checking with service providers that specific actions 
are implemented.

Monitoring means conducting regular scheduled home visits, office 
visits and meetings with the child and family to verify that the 
situation of the child is stable and progressing positively. After each 
monitoring activity, use the Follow-Up Form (see Annex: Toolkit of 
Case Management Forms) to document your findings.

Review is a meeting held at least every two months, or once a month 
for high-risk cases, between the caseworker and supervisor (and in 
some cases the child, family and service providers) so that any changes 
to the case plan are made quickly and documented on the Case Plan 
Form (see Annex: Toolkit of Case Management Forms). Sometimes 
reviews of complex cases are conducted at a formal case conference 
instead of a simple meeting.

dd mm yy

Date  
(DD/MM/YY)

Briefly describe any observation made during the follow-up  . (Include any health concerns, 
interaction with care-giver  etc.)

Briefly describe any actions taken and updates regarding the child and her/his situation. (Include 
who did you meet/speak with, what happened, what did you learn)

Recommendations/Further actions needed:

Name of Person documenting 
case update

 

Action  
Taken

         □  Home Visit                    □  Referral Made
         □  Meeting/Contact       □  Update/New                                                                                  
                                                                 Information 
Received
         □   Service Provided       □   Tracing Update

    □  Other:                                

CP IMS 
Number*:

CASE UPDATE (FORM 5)

Child's 
Name

CASE UPDATE                                                                                                    

A. Child's Personal Details                                                                                                       
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Case conferences are more formal multi-sector/inter-agency 
case planning or review meetings for very complex cases. They 
should be chaired by a skilled facilitator who is not directly 
involved in the case.

These meetings are opportunities to review a child’s case plan, 
to explore inter-agency service options and to make formal 
decisions on the best interest of the child. Information shared 
during a case conference is on a need to know basis and certain 
identifying or locating information should be kept confidential. 
The opinions and inputs of the child and family should be sought 
to feed into the decisions made.

These meetings must be scheduled separately from 
other coordination meetings to ensure a child and family’s 
confidentiality. Document the results using the Case Conference 
Form (see Annex: Toolkit of Case Management Forms).

Case conferences 

 □ Yes   □  No

Follow up actions/referrals/services required and the persons responsible  (Ensure that the child/caregiver are informed of the 
outcome of the case conference as well as all recommendations and actions required.

1

D. CURRENT SITUATION

Brief summary of the child's situation (Highlight all major protection issues, the child's current care arrangement and an overview 
of the reasons for the case conference):

E. OUTCOME/RECOMMENDATIONS OF THE PANEL

Outcome/Recommendations of the Panel (Briefly summarize the justifications for the decisions made and below 
recommendations):

Status of the 
case

 □  The case will remain open

 □  The case will be closed (if checked, please complete case 
closure form)

 □  The case will be transferred (If checked, please completed case 
transfer form

 □  The case will be reunified (if checked, please complete 
reunification form)

Is Alternative Care 
required?             If yes, 
complete Alternative 
Care Placement Form

4

5

2

3

  □  The child has/or will be relocating - Case Transfer

1

C. PARTICIPANTS( from atleast 2 organizations)

Name of Participant
Role/Relationship to 

Child
Organization Email/Telephone Signature

CASE CONFERENCING (FORM 9)

A. CHILD/CASE DETAILS                                                                                                  

Child's Name

B. REASON FOR CASE CONFERENCE

ThirdName:

  □  Removal of a child from their primary/customary caregiver

CP IMS 
Number*:

FirstName: SecondName:

Reason for Case Conference

  □ Other

  □  Placement of a child into alternative care

  □ Complex child protection situation requiring intervention 

  □  Family Reunification(if necessary)

dd mm yyForm Completed By:  
Date of Case Conference  

(DD/MM/YY)

2

3

4

E. FORM COMPLETED BY
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STEP SIX: CASE CLOSURE
The last step in a case management process is case closure. Only a manager 
can decide to close a case and cases can be closed only when the goals for 
the child and family have been met, the child is safe from harm, their care and 
well-being is supported and there are no additional or new concerns. Cases 
should not be closed until at least two monitoring visits within a span of 6 
months confirming the child’s sustained well-being have been conducted.  
During these visits, closure should be discussed with the child and family to 
ensure the family agrees and understands, they have informal support in the 
community and they know how to access services in the future.  

The Case Closure form should be used at this stage (see Annex: Toolkit 
of Case Management Forms).

Case closure can also take place in the case:
 ā The child has moved to another location and/or it is confirmed that 

the child has left South Sudan. This holds true when the caseworker 
has lost track of the child and has conducted at least three follow 
up visits within a span of 6 months without being able to identify 
the new location of the child.

 ā It is confirmed that the child has died.
 ā The child turns 18 years old.6

After closure, a visit should take place within three months to ensure 
that the situation remains stable and to seek feedback from the child 
and the family on the service provided. Depending on what is learned 
at this visit, the case can be reopened, and then the process should 
start from the assessment.

Sometimes a child or family no longer wishes to engage in case 
management and may even pose a safety threat to a caseworker. In these 
cases, it is important to discuss with a Supervisor and plan to understand 
and to problem-solve so that at-risk children continue to receive 
systematic support. Mediation, supervision or a case transfer can be 
considered in these situations if the risks can be adequately addressed. 6 When a child turns 18, it is important to prepare for this and support the child to identify what this 

means and where they can go to for continued support should this be required and/or wanted
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CP IMS 
Number

□  Yes □  No

FirstName: SecondName: ThirdName:

CASE CLOSURE/TRANSFER (FORM 10)

A. CHILD'S PERSONAL DETAILS                                                                                                      

Child's Name

B. CASE CLOSURE DETAILS

Reason for 
Closure

    □    The child is no longer at risk; No further action needed.

  □     Significant progress has been made on care plan, and a safety plan is in place to minimize future risk 
to the child; No further action needed.

    □     The child has left the camp/community (the child’s whereabouts have been unknown for more than 6 
monthand case workers has conducted at least three follow-up visits wihtout seeing the child)

    □     The child and/or family are no longer willing to participate (No imminent protection concerns)

     □     The child has turned 18 (Enusre that the transition plan is in place, and that the child knows how to 
access services/support. )

    □    The child has died (Assess reason of death and ensure that all other children/siblings in the household 
are safe)

    □    Other: 

 □         Agency is leaving the operational area (ensure complete case handover is done with another CP
        agency)

Street or Geographical Landmark

Reason for 
Transfer

   □     The child is moving to a new location.

    □     The child is being relocated due to protection concerns in their family/community

    □     The child has turned 18 and the case is being transfered to a protection authority providing services 
to people 18 or above as the child has a physical or mental disability and requires ongoing protection

   □    Other: 

Focal Point of Receiving 
Organization

Telephone Number

Address of the location 
where the child has             

   or is moving*

Country County Village/Town

State/Region Payam

D. SUMMARY

Brief explanation for closing/transferring the child’s case. Please include summary of how the child is doing as well as any 
actions taken and services provided.

**Note: If the child has any siblings whose cases will also be closed or transfered, the case closure/transfer form must be 
completed for each child. 

E. COMMUNICATION WITH THE CHILD/ADULT AND HIS/HER FAMILY 

                                The child/caregiver and her/his family know who to contact in case of further 
CP concerns?

C: CASE TRANSFER DETAILS

Receiving Organization

□  Yes □  No

□  Yes □  No

dd mm yy

The child/adult and his/her family have been informed that the case will be closed?

 Are all IA forms and case related documents in the case file?

Signature of Approving 
Supervisor

Institution/ Organization 

F. REVIEW OF THE CASE FILE

Completed By:          
Caseworker Name

 
Date case closed 

(DD/MM/YY)

CASE TRANSFER

In rare situations, cases are not closed but transferred to another 
caseworker or agency. The transfer of a case indicates the full 
responsibility for coordination of the case plan, follow-up and 
monitoring is being handed over to another caseworker or agency. When 
transferring the case, caseworkers and supervisors must have a clear 
plan for hand-over to the receiving agency and clearly communicate 
this to the child and the family. This should include consent. Whenever 
possible handover should include a face to face meeting between the 
involved caseworkers and an in-person introduction for the child and 
caregiver.

Caseworkers should complete the Case Closure/Transfer form. See 
Annex: Toolkit of Case Management Forms. 
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SAFETY IN THE FIELD
All agencies should have safety policies and protocols in writing. For as-
sistance in preparing a safety policy, agencies should contact the CPSC.

Caseworkers often work in tense environments with people who are 
experiencing intense emotions or are in severe distress. People can be 
unpredictable and even violent in these conditions. To be safe, case-
workers and their supervisors must anticipate risks and plan to manage 
them. The basic steps to ensure safety are: Anticipate risks; Plan to 
manage the risks; De-escalate or exit tense situations using skills.

ANTICIPATE

Think about how people will be feeling and identify what specific risks 
might be active. Do this by learning about:

 ā Is there cell phone reception?

 ā Will visible logos make you vulnerable?

 ā Who else will be present during your visit and how might they be 
feeling?

 ā Is it possible that alcohol or drugs will be influencing behaviour?

 ā What specific risks are there related to your gender, age, ethnicity…?

 ā What exactly are you going to discuss or do during the home visit? 
Is the client expecting you? Do they know what you are planning 
to do or discuss?

 ā Where exactly are you meeting? Is there an address? Is it indoors 
or outdoors? What risks might exist in the specific location? What 
is the exit like?

SAFETY PLAN

Plan to manage difficult situations. A safety plan should list all the risks 
you can identify and your plan to address or mitigate them. Go over this 
with your supervisor or colleagues before you leave on your field visit. 

Here are some tips for your safety pan:

 ā Always inform colleagues where you are going and who you will 
meet with.

 ā Conduct higher risk field visits in mixed gender pairs.

 ā Have a code word to signal help without increasing the client’s agitation. 

 ā Have a cell phone and 2-way radio to call for help if necessary.

 ā If driving, ensure full tank of gas and the car is parked appropriately 
to allow quick exit and not draw too much attention to your visit.

 ā Know your exits if you are in an enclosed space. Position yourself 
near a door when inside.

 ā Explain the purpose of your visit to the client in advance. Let them 
know how long you will be there. Uncertainty adds to agitation.

 ā Avoid going into enclosed spaces. If you must enter a home or 
other enclosed space, position yourself so no objects or people 
can block your exit. If you are driving, park your car so you can 
leave quickly. Knowing your exit route and don’t get caught in a 
corner. Always make sure exits are not blocked and you don’t have 
to pass any people or objects to leave.

 ā Consider the need for a home visit if it is too risky. Could the goal 
be accomplished by the client coming to you? Or could police join 
you to ensure the peace?
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 ā Follow your instincts and leave as soon as you feel unsafe. Pretend 
your phone or radio has rung and you need to go out to answer it. 
If you do use your phone or radio, have code word so the receiver 
knows you are in danger.

 ā Refresh yourself on some de-escalation techniques.

 ā Develop relationships and work with traditional structures. Build 
awareness and capacity on CP issues. request their help and advice.

DE-ESCALATE 

De-escalate the situation using skills:

 ā Recognize the signs of agitation so you can adapt quickly and 
de-escalate before things get out of control.

 ā Manage your own emotions so you can react calmly.

 ā Use non-threatening body language.

 ā Apply active listening to demonstrate you understand and 
appreciate the client’s feelings.

 ā Introduce yourself as an ally and someone who wants to solve 
problems.

 ā Always listen first before you speak. People cannot hear you until 
they feel understood.

 ā Follow local customs as much as possible .
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CPCM FLOWCHART
STEP 1: IDENTIFICATION & REGISTRATION

1) Case is identified by self or others (community members/other 
service providers) & referred to specialized CPCM agency (UNHCR 
for Refugee). 2) Is this a concern that meets criteria for CP case 
management? 3) Prior to registration, complete.

STEP 2: ASSESSMENT
(initial assessment within 24-72 hours or sooner)

STEP 3: CASE PLANNING

STEP 4: IMPLEMENT THE CASE PLAN

At identification, confirm vulnerability and prioritization. Is 
intervention needed? If so, what type(s) of intervention is 
needed? Comprehensive Assessment should be completed 
within 2 weeks.

How can care and support best be provided? Adhere to CP CM 
principles.

Continually assess and monitor the child’s and family’s situation, 
including safety, health, and wellbeing. Has the case plan goal been 
met? What changes to the case plan are needed?

STEP 5: IMPLEMENT THE CASE PLAN
Continually assess and monitor the child’s and family’s situation, 
including safety, health, and wellbeing. Has the case plan goal been 
met? What changes to the case plan are needed?

STEP 6: CASE CLOSURE OR TRANSFER
Is the child and family ready for case closure? Has your supervisor 
signed off in agreement? If so, close the case and ensure the child 
and family know how to contact the CP agency in the future, as 
needed.

All child cases should receive follow-up visits at 
least monthly. High priority cases to be seen at least 
twice per week. For UASC or released CAAFAG 
case, provide family tracing updates and check 
for additional information during follow-up visits in 
addition to monitoring safety, health, and wellbeing.

For UASC and released CAAFAG, begin Family Tracing 
in addition to other support needed. When a potential 
family match is found, complete child and parent/
caregiver verification. If verified, start organizing family 
reunification with necessary parties.

1. Does the child have an adult caregiver responsible 
for her/him? If not, develop a plan for interim 
family-based care and complete alternative care 
process and forms.

2. Is there a safety risk? If so, conduct full assessment 
immediately and develop safety plan with the 
family.

No action or 
registration 
needed

NO

NO
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SPECIAL CASE MANAGEMENT 
CONSIDERATIONS

CHILDREN ASSOCIATED WITH 
ARMED FORCES OR ARMED 
GROUPS 
DEFINITION

Any person below 18 years of age who is or who has been recruited or 
used by an armed force or armed group in any capacity, including but 
not limited to children, boys, and girls used as fighters, cooks, porters, 
messengers, spies or for sexual purposes. It does not only refer to a 
child who is taking or has taken a direct part in hostilities.

LEGAL FRAMEWORK

CAAFAG is one of the worst forms of child labour (WFCL) & is listed as 
one of the Six Grave Violations defined under the Security Council’s 
framework for Children and Armed Conflict.7  In 2018, several parties 
to conflict in South Sudan are named in the Secretary General’s Annual 
Report. A UN Country Task Force is in place to support parties with steps 
to end grave violations against children affected by armed conflict.

South Sudan ascended to the Convention on the Rights of the Child & is in the 
process of ratifying its two optional protocols. South Sudan has endorsed 
the Paris Commitments to protect children from unlawful recruitment or 
use by the national army & other organized forces or armed groups. South 
Sudan has also ratified the ILO convention 138 on minimum age for work & 
ILO convention 182, related to the worst forms of child labour (WFCL).

This section contains guidance notes with key considerations for case 
workers at each step of the case management process when dealing 
with cases of:

CASE MANAGEMENT KEY CONSIDERATIONS 

CAAFAG can be identified in several ways:
 ā release through a formal DDR process 
 ā self-referral (after informal release)
 ā referral by other actors (after informal release)

Immediate interventions to address urgent protection and 
safety concerns can include:

 ā referral to interim or alternative care 
 ā safety planning
 ā medical screening 
 ā SGBV services 
 ā nutrition services
 ā other as needed

Notify:
 ā UNICEF Focal point
 ā Ministry of Gender Child and Social Welfare 
 ā CP organizations (such as UNICEF; UNMISS and 

implementing partners)
 ā (in the case of refugee children) UNHCR

Register all identified CAAFAG in the CPIMS 
Assign each child a caseworker 
Forms: Consent; Identification Registration, Referral form; 
Alternative Care Placement

ID
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C
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7 https://bettercarenetwork.org/sites/default/files/Children%20in%20Armed%20Conflict%20
Accountability%20Framework.pdf
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Initial Assessment within 24-72 hours or sooner 
 ā All CAAFAG should be considered high priority and should 

receive service on a high priority basis. Self-identified or 
informally released children, their caregiver (if applicable), 
and their living environment are to be assessed within a 24-
72 hour timeframe to determine if the child is experiencing 
any urgent protection concerns, needs service, and/or is 
at heightened risk and/or in need of on-going monitoring.

 ā CAAFAG released through formal DDR processes are 
screened prior to formal release to identify any urgent 
protection concerns including unsafe living situations (i.e. 
unaccompanied child; child living with commander; child 
living with soldier husband, unable to return to family or 
community due to stigma, intimidation, pressure to return 
to armed group, threats to life, etc.).

Immediate interventions should address any immediate 
protection and safety concerns and could include: referral to 
interim or alternative care, safety planning, medical screening, 
GBV services, and/or nutrition services.

Comprehensive Assessment within 2 weeks of 
identification
Once urgent protection concerns are addressed a 
comprehensive assessment should take place as soon as 
possible within 2 weeks. Assessments should consider all 
aspects of the child’s best interests, their care arrangement 
and their living environment. The assessment process should 
consist of a combination of interviews, review of available 
information and observations.

Forms: Consent; Comprehensive Assessment; IA Referral

C
A

SE
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N
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Within 1 month an individual Case Plan should be on file for 
every child 
On release from interim care, & for all other children without 
urgent protection concerns, the child will be supported to return 
to their families & communities through a comprehensive case 
plan to address the following or other needs:

 ā Interim or Alternative Care (for up to 3 months or as 
required to meet the child’s best interests)

 ā Family tracing and reunification (FTR)
 ā DDR programs
 ā Family & Community Mediation to address stigma Mental 

health and facilitate the child’s safe return
 ā Psychosocial support to include specialist mental health 

services, if required*
 ā Recreational activities (sports, arts, drama, etc.)
 ā Youth engagement & social development activities (i.e. 

life skills, peace building, faith-based groups, etc.)
 ā Access to education
 ā Socio-Economic strengthening activities
 ā Vocational Training
 ā Support, counselling & guidance (including support for 

caregivers)
 ā Legal assistance (if available)

*Many children formerly associated with armed forces and 
groups will adjust well after release with basic psychosocial 
support. Approximately 30% may require individualized 
psychological assessment and longer-term support. Some 
signs a child may require additional support include: high 
levels of impulsivity, aggression, social withdrawal, and 
institutionalized behaviors.

Forms: Case Plan; IA Referral; Consent; Alternative Care 
Placement; Conference
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Follow up and monitoring should happen with great care 
taken to maintain confidentiality and safety. Avoid identifying 
children or contributing to their risk in the community.

Follow-up should happen through a combination of home 
visits (planned and ad-hoc), office visits, visits at child friendly 
spaces and other activities, phone calls when safe to do so, 
and other methods depending on the needs of the child. 
Children should also be given opportunities to express their 
needs and opinions privately.

Use the CPCM SOP risk and vulnerability matrix for guidance 
to determine the child’s priority level based on their unique 
situation – but always consider the need for follow-up on a 
case-by-case basis:

HIGH RISK:  AT LEAST TWICE A WEEK
MEDIUM RISK: AT LEAST WEEKLY OR  
   EVERY 2 WEEKS
LOW RISK:  AT LEAST MONTHLY

Remember that individual children may require more 
frequent follow-up than is required in the guidelines. After 
the immediate risks are resolved and the child’s situation has 
become safe and stable, all children with open cases should 
still receive home visits at least once every month until it is 
determined that the child is no longer at risk and no further 
action is needed. During follow-up, you might find a child’s risk 
level decrease or increase and you should adjust your follow-
up schedule as needed.

Forms: Case Update; IA Referral; Case Conference
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Case Closure 
Cases can be closed as per the guidance in the CPCM SOP. For 
example:

 ā The family/child no longer wants support and there are 
no grounds for keeping the case open against their wishes 
(i.e. the child is not at high or medium risk)

 ā The child moves and/or their whereabouts are unknown 
for more than 3 months

 ā The child turns 18 and has been linked with community or 
adult supports

 ā The child dies
 ā Case plan has been completed (reintegration program 

completed) and the child is at no further risk
 ā The child is re-recruited (case file goes in to abeyance 

pending possible re-release)

Case Transfer
There are some circumstances that can lead to the transfer of 
the case to another agency. For example, the child has moved 
or has been reunified with family in another jurisdiction and 
the child’s needs are better served by the receiving agency. 
ICRC and UNHCR can support transfers of cases outside 
South Sudan in the case of abduction or if a child is a refugee.

Forms: Case Closure – Transfer; Consent; IA Referral
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SPECIAL CASE MANAGEMENT 
CONSIDERATIONS

UNACCOMPANIED AND
SEPARATED CHILDREN (UASC) 
DEFINITION

Separated children are those separated from both parents, or from 
their previous legal or customary primary caregiver, but not neces-
sarily from other relatives. These may include children accompanied 
by other adult family members.

Unaccompanied children, sometimes called unaccompanied minors, 
are children who are separated from both parents and other relatives 
and are not being cared for by adult family members.

NOTES

Early identification and documentation of UASC is important to avoid 
unnecessary separation and delays in reunification. Awareness and sensi-
tization activities are necessary to both prevent and quickly identify UASC. 
use by the national army & other organized forces or armed groups. South 
Sudan has also ratified the ILO convention 138 on minimum age for work 
& ILO convention 182, related to the worst forms of child labour (WFCL).

LEGAL FRAMEWORK

South Sudan has acceded to the Convention on the Rights of the Child 
(CRC). Article 18 of the CRC identifies that “parents have joint primary 
responsibility for raising their child and the State shall support them in 
this. The State shall provide assistance to parents in raising their child.” 
Article 20 states that a child temporarily deprived of his or her family 
environment shall be entitled to special protection and assistance 
provided by the State.

In South Sudan the Ministry of Gender, Children, and Social Welfare 
(MGCSW) is the primary duty bearer of services for children in need of 
protection and care. It carries out this function through the Directorate 
of Child Welfare at the national level and in the devolved structures at 
State and County level. Although Government services are currently 
limited in SS and procedures remain unclear, CP actors must consult 
local authorities, in line with the working relationships in place through 
the CPWG, when determining care arrangements.
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Unaccompanied or Separated children can be identified 
through:

 ā self-referral
 ā referral by community, school and other services
 ā referral by other humanitarian actors, child help desks, 

child-friendly spaces, community based child protection 
networks

Immediate interventions when there are clear indications 
of risks or signs of abuse, neglect, exploitation or violence 
immediate measures could include:

 ā referral to FTR services
 ā referral to interim or alternative care 
 ā safety planning
 ā other as needed

Notify:
 ā Ministry of Gender Child and Social Welfare 
 ā CP organizations such as UNICEF, UNMISS and 

implementing partners according to the referral pathway 
in your location

 ā (in the case of refugee children) UNHCR
 ā (in the case of trafficking) IOM

Register in the CPIMS or CPIMS+
Assign each child a caseworker 
Forms: Consent; Identification Registration, IA Referral; 
Tracing Form; Alternative Care Placement
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Initial Assessment and Immediate Interventions 
As stated above, the initial assessment should screen for the 
most urgent needs and can lead to immediate interventions.

High Priority cases within 24-72 hours or sooner 
All unaccompanied children with the exception of boys aged 
15+; Separated children without appropriate care.

Medium Priority within 3-5 days or sooner
Separated children with informal alternative care; Separated 
children living with an elderly care giver; Unaccompanied boys 
aged 15+.

Low Priority within 10 days or sooner
Children in formalized care arrangements.

CASE MANAGEMENT KEY CONSIDERATIONS 
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Within 1 month an individual Case Plan should be on file for 
every child 
A comprehensive plan to address the child’s needs should 
document how the child, the family, the community and other 
agencies will contribute. It should include details of all actions 
to be implemented and including timeframes for follow-up. The 
plan could address:

 ā Family tracing and reunification (as needed and 
appropriate)

 ā Interim or alternative care arrangements for children 
currently not in safe and appropriate care 

 ā Access to Psychosocial support and mental health 
 ā Access to education and recreational activities
 ā materials assistance and livelihood/economic support for 

extremely vulnerable families Support, counselling and 
guidance for current or potential caregivers

Children with additional protection concerns
Unaccompanied children are more vulnerable to abuse, 
neglect and exploitation. Consider additional interventions in 
accordance with guidance provided for these types of harm.

Forms: Case Plan; IA Referral; Consent; Alternative Care 
Placement;

Comprehensive Assessment within 2 weeks of identification
Once urgent protection concerns are addressed a 
comprehensive assessment should take place as soon as 
possible within 2 weeks or registration. The assessment should 
consider:

 ā The child’s age and maturity
 ā The child’s current care arrangement. Is it safe and 

appropriate? Is the child happy in the care arrangement? Are 
current adult caregivers able and willing to continue to care 
for the child? Is the care arrangement formalized?

 ā Review the child’s the history of separation and tracing needs: 
Where are the child’s parents? What were the circumstances 
of separation (are there protection risks related to the child’s 
family? Is the child in contact with them? If not, when did 
they last have contact with the child? Is it in the child’s best 
interest to be reunified?

 ā Does the child have any siblings or adult family members 
nearby, or elsewhere, who would be appropriate to involve 
in the child’s care arrangement?

 ā What are the child’s wishes with regard to care arrangements?

Forms: Consent; Comprehensive Assessment; Tracing Form, 
IA Referral; Alternative care Placement form
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Case Closure
Cases can be closed as per the guidance in the CPCM SOP. For 
example:

 ā The child is reunified with family and there is no risk of 
further separation and there are no further child protection 
concerns

 ā The child moves and/or their whereabouts are unknown 
for more than 60 days

 ā The child turns 18 and has been linked with community or 
adult supports

 ā The child dies

Case Transfer
If a reunification results in a child falling under the mandate of a 
different agency, the child and family can be prepared and the 
case can be transferred.

Note: Prior to case transfer, discussions need to be held with 
UASC working group leads (Save the Children and UNICEF) to 
ensure information sharing protocols are adhered to as well as 
safety and continuity of service provision by receiving agency .
For transfers outside South Sudan ensure coordination throught 
CPSC and relevant agencies such as IOM or UNHCR

Forms: Case Closure – Transfer; Consent; IA Referral

Follow up, monitoring and review
Reunification and reintegration are processes that requires 
ongoing support and regular monitoring even after the physical 
reunification has taken place. Sometimes reunification is not 
in a child’s best interest and alternative care must be sought as a 
temporary measure. A child in alternative care is vulnerable to 
abuse & must be seen regularly for ongoing assessment of needs 
& follow-up at least once every month. Case workers must ensure 
additional support for children in alternative care are provided such 
as sleeping materials, educational materials, mediation for parent/
caregiver conflicts etc. assistance, parenting support & material 
assistance to foster parents or caregivers. 

HIGH RISK:  AT LEAST TWICE A WEEK
MEDIUM RISK: AT LEAST WEEKLY OR  
   EVERY 2 WEEKS
LOW RISK:  AT LEAST MONTHLY

Follow-up should happen through a combination of home visits 
(planned and ad-hoc), office visits, visits at child friendly spaces 
and other activities, phone calls when safe to do so, and other 
methods depending on the needs of the child. Children should 
also be given opportunities to express their needs and opinions 
privately. The purpose of follow-up is to continue assessing 
risks to the child and ensure that the case plan is still addressing 
appropriate concerns in an effective manner.

During follow-up the caseworker may learn it is necessary to adjust 
the case plan. Use the CPCM SOP risk and vulnerability matrix for 
guidance to determine the child’s priority level for the frequency 
of follow-up activities based on their unique situation – always 
consider the need for follow-up on a case-by-case basis. During 
follow-up, a child’s risk level might decrease or increase. Adjust your 
follow-up schedule as needed.
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SPECIAL CASE MANAGEMENT 
CONSIDERATIONS

CHILD SEXUAL VIOLENCE (SV)
DEFINITION

Any person below 18 years of age who is or who has been involved in 
sexual activity which he or she does not fully comprehend, is unable 
to give informed consent to, or for which he or she is not developmen-
tally prepared and cannot give consent. In South Sudan, SV includes 
but is not limited to rape, incest, inducement or coercion of a child to 
witness or engage in a sexual activity; the use of a child in prostitution 
or other sexual activities.

COORDINATING BETWEEN CP AND GBV

Child survivors of SV fall under the mandate of both Child Protection 
(CP) and Gender-Based Violence (GBV) actors. These actors must work 
together and coordinate to ensure children receive the specialized 
support and protection they need and to ensure there is no duplication of 
service. In locations where there is only CP or only GBV actors available, 
a designated caseworker(s) should be provided additional training and 
should ensure CPIMS and GBVIMS systems reflect the case in line with 
the SOP and local referral pathway.

LEGAL FRAMEWORK

South Sudan has acceded to the Convention on the Rights of the Child 
and is in the process of ratifying its two optional protocols. Article 43 
of the CRC requires states to protect children from all forms of sexual 
abuse. 

The 2008 Child Act section 22 (2) states that every child has the right to 
be protected from the following types of treatment and abuse while 
in the care of parents, legal guardian, teachers, police and any other 
person who has care of a child; Section 22 (2) (a) sexual abuse, exploita-
tion and harassment including, but not limited to rape, incest, induce-
ment or coercion of a child to witness or engage in a sexual activity; 
the use of a child in prostitution or other sexual activities

In addition to the legal framework, the Government of South Sudan 
signed an action plan in 2012 to end rape and sexual violence.
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Child Survivors of SV are identified in many ways:
 ā self-referral
 ā referral by family, community or school
 ā referral by other humanitarian actors 

Informed Consent/Assent is particularly relevant to SV. 
Caseworkers must always take steps to ensure safety and 
privacy of the survivor. 

Immediate interventions to address urgent medical, 
protection and safety concerns include:

 ā medical screening and urgent medical care (PEP, STD, 
prevention of pregnancy)

 ā referral to interim or alternative care 
 ā safety planning
 ā legal information
 ā psychological first aid
 ā nutrition, NFI or livelihood support as needed

Register in the CPIMS or CPIMS+
Assign each child a caseworker 
Forms: Consent; Identification Registration, IA Referral; 
Alternative Care Placement
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Initial Assessment and Immediate Interventions 
As stated above an initial assessment must consider immediate 
health, safety, psychosocial and legal/justice consequences 
related to the SV and to identify any other urgent needs such 
as unsafe living situations, UASC, unable to return to family or 
community due to stigma, threats to life, etc.  Use the prioritization 
tool for guidance on how quickly you need to respond.

Comprehensive Assessment within 2 weeks of identification
Once urgent protection concerns are addressed a 
comprehensive assessment should take place as soon as 
possible within 2 weeks. Assessments should consider all 
aspects of the child’s best interests, their care arrangement and 
their living environment. The assessment process should include 
a combination of interviews, review of available information, and 
observations.

For SV cases, consider the need for legal assistance and 
specialized psychosocial support as available and appropriate.

Forms: Consent; Comprehensive Assessment; IA Referral; 
Alternative care Placement form

CASE MANAGEMENT KEY CONSIDERATIONS 
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Follow up, monitoring and review
Take great care to maintain confidentiality and safety. Avoid 
identifying children or contributing to their stigmatization or 
risk in the community.

Follow-up should happen through a combination of home visits 
(planned and ad-hoc), office visits, visits at child friendly spaces 
and other activities, phone calls when safe to do so, and other 
methods depending on the needs and circumstances of the 
child. Children should also be given opportunities to express 
their needs and opinions privately. 

HIGH RISK:  AT LEAST TWICE A WEEK
MEDIUM RISK: AT LEAST WEEKLY OR  
   EVERY 2 WEEKS
LOW RISK:  AT LEAST MONTHLY

The purpose of follow-up is to continue assessing risks and 
ensure that the case plan is addressing appropriate concerns in 
an effective manner. During follow-up the caseworker may learn 
it is necessary to adjust the case plan.
 
Use the CPCM SOP prioritization tool for guidance to determine 
the frequency of follow-up activities. Remember that individual 
children may require more frequent follow-up than is required 
in the guidelines. After the immediate risks are resolved and the 
child’s situation has become safe and stable, all children with 
open cases should still receive home visits at least once every 
month until the case can be closed. During follow-up, you might 
find a child’s risk level decrease or increase. Adjust your follow-
up schedule as needed.

Forms: Case Update; IA Referral; Case Conference

Within 1 month an individual Case Plan should be on file for 
every child
A comprehensive plan to address the child’s needs and to support 
the child to overcome SV should document how the child, 
the family, the community and other agencies will contribute. 
It should include details of all actions to be implemented and 
possible timelines. The plan could address:

 ā Living arrangements
 ā Family & Community awareness raising activities (workshops, 

meetings or sessions)
 ā Mental health and psychosocial support including specialist 

services where available or as required*
 ā Access to Justice or Legal information
 ā Support, counselling and guidance (including support for 

caregivers)
 ā Recreational activities (sports, arts, drama, etc.)
 ā Community, youth engagement & social development 

activities (i.e. life skills, faith-based groups, etc.)
 ā Access to education
 ā Other areas as determined during the assessment

*Some child survivors will adjust well with basic psychosocial 
however many will require specialized or individualized 
psychological assessment and longer term support. Some 
signs a child may require additional support include: 
sexualized behavior, anxiety, sleeping or eating problems, 
high emotions, self-harm, risk-taking behaviours or significant 
changes in mood or behavior.

Forms: IA Referral; Consent; Alternative Care Placement; 
Conference
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Case Closure
Cases can be closed as per the guidance in the CPCM SOP. For 
example:

 ā The family/child no longer wants support and there are 
no grounds for keeping the case open against their wishes 
(i.e. the child is not at high or medium risk)

 ā The child moves and/or their whereabouts are unknown 
for more than 60 days

 ā The child turns 18 and has been linked with community or 
adult supports

 ā The child dies

Case Transfer
There are some circumstances that can lead to the transfer of 
the case to another agency. For example, the child has moved 
or has been reunified with family in another jurisdiction and the 
child’s needs are better served by the receiving agency.

Forms: Case Closure – Transfer; Consent; IA Referral
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SPECIAL CASE MANAGEMENT 
CONSIDERATIONS

CHILD MARRIAGE
DEFINITION

Any marriage where at least one party is under the age of 18. All child 
marriages are deemed a harmful practice & a form of forced marriage 
since the child is unable to give informed consent.

NOTES

CP and GBV actors work to prevent, raise awareness & respond to chil-
dren who are engaged or already married. Child marriage has disastrous 
and life threatening effects on the health, protection, economic, social 
and psychological development and wellbeing of children. It limits 
access to education, sexual and reproductive healthcare, perpetuates 
poverty & increases their isolation. A girl under 15 is 5 times as more likely 
to die in childbirth than a grown woman; young girls are at increased risk 
of contracting HIV due to a lack of negotiation power for safe sex & are 
more likely to experience domestic violence than those who marry later.

COORDINATING BETWEEN CP AND GBV

Child marriage falls under the mandate of both Child Protection (CP) &  (GBV) 
actors. These actors must work together and coordinate to ensure children 
receive the specialized support & protection they need & to ensure there 
is no duplication of service or double-reporting. In locations where there is 
only CP or only GBV actors available, a designated caseworker(s) should be 
provided additional training & should ensure CPIMS and GBVIMS systems 
reflect the case in line with the SOP and local referral pathway.

LEGAL FRAMEWORK

South Sudan has acceded to the Convention on the Rights of the 
Child (CRC) & ratified the Convention on the Elimination of All Forms 
of Discrimination Against Women (CEDAW). The African Charter on 
the Rights and Welfare of Children, which prohibits child marriage has 
been passed by Parliament.

CEDAW Article 16 (2) states that the betrothal & the marriage of a child 
shall have no legal effect, & all necessary action, including legislation, 
shall be taken to specify a minimum age for marriage.

The CRC & CEDAW Committees issued a joint general comment (No. 
31) deeming child marriage – any marriage where at least one party is 
under the age of 18 - to be a harmful practice and a form of forced 
marriage since both parties are unable to give informed consent to the 
union. The Committees allowed for exceptions to be authorized by 
a judge for children between 16 and 18, where they were found to be 
mature enough (General Comment No. 31, paragraph 19).

The legal framework in South Sudan that governs child marriage consists 
of the Interim Constitution of 2011, the Child Act of 2008, the Penal Code 
of 2008, the Criminal Procedures Act of 2008 &, the Local Government 
Act of 2009 which is supreme over Customary Laws and by-laws prac-
ticed by chiefs in all states. The Ministry of Gender, Child and Social 
Welfare (MGCSW) has been tasked to spearhead and coordinate the 
government’s commitments & efforts to end child marriage according to 
the Strategic National Action Plan entitled “End Child Marriage in South 
Sudan: Strategic National Action Plan 2017-2030,” referred to as the SNAP.
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Married or Engaged children can be identified through:
 ā self-referral
 ā referral by family, community or school
 ā referral by other humanitarian actors 

Immediate interventions when there are clear risks or signs of 
abuse, neglect, exploitation or violence and when a child is at 
imminent risk of marriage, immediate measures could include:

 ā referral to interim or alternative care 
 ā safety planning
 ā urgent medical treatment
 ā other as needed

Notify:
 ā Ministry of Gender Child and Social Welfare 
 ā CP and/or GBV organizations (such as UNICE, UNFPA, 

UNMISS and implementing partners according to the 
referral pathway in your location

 ā (in the case of refugee children) UNHCR

Register in the CPIMS or CPIMS+
Assign each child a caseworker 
Forms: Consent; Identification Registration, IA Referral; 
Alternative Care Placement
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Initial Assessment and Immediate Interventions 
As stated above, the initial assessment should screen for the 
most urgent needs and can lead to immediate interventions. Use 
the prioritization tool for guidance on how quickly you need to 
respond.

Comprehensive Assessment within 2 weeks of identification
Once urgent protection concerns are addressed a comprehensive 
assessment should take place as soon as possible within 2 
weeks or registration. Assessments should consider all aspects 
of the child’s best interests, their care arrangement and their 
living environment. The assessment process should include a 
combination of interviews, review of available information and 
observations.

For SV cases, consider the need for legal assistance and 
specialized psychosocial support as available and appropriate.

Forms: Consent; Comprehensive Assessment; IA Referral; 
Alternative care Placement form

CASE MANAGEMENT KEY CONSIDERATIONS 
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Follow up, monitoring and review
Take great care to maintain confidentiality and safety. Avoid 
identifying children or contributing to their stigmatization or 
risk in the community.

Follow-up should happen through a combination of home visits 
(planned and ad-hoc), office visits, visits at child friendly spaces 
and other activities, phone calls when safe to do so, and other 
methods depending on the needs of the child. Children should 
also be given opportunities to express their needs and opinions 
privately.

The purpose of follow-up is to continue assessing risks to the 
child and ensure that the case plan is addressing appropriate 
concerns in an effective manner. During follow-up the caseworker 
may learn it is necessary to adjust the case plan.

HIGH RISK:  AT LEAST TWICE A WEEK
MEDIUM RISK: AT LEAST WEEKLY OR  
   EVERY 2 WEEKS
LOW RISK:  AT LEAST MONTHLY

Use the prioritization tool to determine the frequency of follow-
up activities. Remember that Individual children may require 
more frequent follow-up than is stated in the guidelines. After 
the immediate risks are resolved and the child’s situation has 
become safe and stable, all children with open cases should 
receive home visits at least once a month until the case is closed. 
During follow-up, a child’s risk level might decrease or increase. 
Adjust your follow-up schedule as needed.

Forms: Case Update; IA Referral; Case Conference

Within 1 month an individual Case Plan should be on file for 
every child
A comprehensive plan to address the child’s needs and to support 
the child to overcome SV should document how the child, 
the family, the community and other agencies will contribute. 
It should include details of all actions to be implemented and 
possible timelines. The plan could address:

 ā Living arrangements
 ā Family & Community awareness raising activities (workshops, 

meetings or sessions)
 ā Mental health and psychosocial support including specialist 

services where available or as required
 ā Access to Justice or Legal information
 ā Support, counselling and guidance (including support for 

caregivers)
 ā Recreational activities (sports, arts, drama, etc.)
 ā Community, youth engagement & social development 

activities (i.e. life skills, faith-based groups, etc.)
 ā Access to education
 ā Other areas as determined during the assessment

Forms: Case Plan; IA Referral; Consent; Alternative Care 
Placement; Conference
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Case Closure
Cases can be closed as per the guidance in the CPCM SOP. For 
example:

 ā The family/child no longer wants support and there are 
no grounds for keeping the case open against their wishes 
(i.e. the child is not at high or medium risk)

 ā The child moves and/or their whereabouts are unknown 
for more than 60 days

 ā The child turns 18 and has been linked with community or 
adult supports

 ā The child dies

Case Transfer
There are some circumstances that can lead to the transfer of 
the case to another agency. For example, the child has moved 
or has been reunified with family in another jurisdiction and the 
child’s needs are better served by the receiving agency.

Forms: Case Closure – Transfer; Consent; IA Referral
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SPECIAL CASE MANAGEMENT 
CONSIDERATIONS

TRAFFICKED AND ABDUCTED 
CHILDREN
DEFINITION

TRAFFICKING: The recruitment, transportation, transfer, harbouring 
or receipt of persons under the age of 18 years for the purpose of 
exploitation. In this definition, exploitation includes: sexual exploita-
tion, forced labour or services, slavery or practices similar to slavery, 
servitude or the removal of organs. [56]Trafficking of children may 
involve the threat or use of force or other forms of violence, coer-
cion, abduction, fraud, deception, the abuse of power or a position 
of vulnerability, or the giving or receiving of payments or benefits 
to achieve the consent of a person or to have control over another 
person. [57]Trafficking in children can occur internally within a country, 
or across borders.8

ABDUCTION: In South Sudan, abduction is a prevalent method to 
acquire children for the purpose of exploitation. Some children come 
to the attention of authorities as CAAFAG and can be supported 
through specific programs such as DDR and FTR. Others may be 
engaged in other forms of child labour, and come to the attention of 
authorities for example as sexually exploited children, street children 
or separated children performing services or providing value for the 
people with whom they are traveling or living.

This section contains guidance notes with key considerations for case 
workers at each step of the case management process when dealing 
with cases of:

LEGAL FRAMEWORK

The trafficking of children is listed in ILO convention 182 as a category 
of worst forms of child labour (WFCL) and when trafficking is for the 
purpose of use in armed groups and forces is listed as one of the Six 
Grave Violations defined under the Security Council’s framework for 
Children and Armed Conflict.[1] In 2018, several parties to conflict in 
South Sudan are named in the Secretary General’s Annual Report. A 
UN Country Task Force is in place to support parties with steps to end 
grave violations against children affected by armed conflict. 

South Sudan has ratified the Convention on the Rights of the Child and 
is in the process of ratifying its two optional protocols. South Sudan has 
endorsed the Paris Commitments to protect children from unlawful 
recruitment or use by the national army and other organized forces 
or armed groups. South Sudan has also ratified the ILO convention 138 
on minimum age for work and ILO convention 182, related to the worst 
forms of child labour (WFCL).

Section 22 (2) of the Child Act (2008) allows for the protection of chil-
dren from abuse such as abduction and trafficking, for any purpose 
or form by any person including parents and guardians.  Section 22 (3) 
further prescribes the penalty being imprisonment for 14 years. Arti-
cles 119-125 of the Child Act, provides guidance for children wrongfully 
taken including provisions to take them into temporary care. Article 
126 lists trafficked and abducted children as a category of children in 
need of special care and protection.

8 The UN Protocol to Prevent, Suppress and Punish Trafficking in Persons
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SAFETY PLAN

It is not always possible to anticipate all the risks, intimidation and 
threats a child may face when he or she discloses exploitation. Imme-
diately on identification of an exploited child, and In all cases, reassure 
the child but be realistic about the support you can provide. Assist 
the child to develop their safety plan. Follow the guidance provided in 
SOP Annex 11 in exploring a child’s safety.

CASE MANAGEMENT KEY CONSIDERATIONS 

Trafficked and abducted children can be identified through:
 ā Self-referral
 ā Referral by family, community or school, including 

agencies working with street children.
 ā Referral by other humanitarian actors

Immediate interventions urgent protection and safety 
concerns can include:

 ā referral to interim, alternative care, safe house
 ā safety planning
 ā medical screening 
 ā SGBV services 
 ā nutrition services
 ā other as needed

Notify:
 ā Ministry of Gender Child and Social Welfare for 

coordination and assistance with temporary guardianship 
and care arrangements

 ā CP organizations and/or GBV agencies such as UNICEF; 
UNFPA; UNMISS and implementing partners according to 
local referral pathway 

 ā Police according to local referral pathway
 ā IOM in the case of cross-border trafficking
 ā UNHCR (in the case of refugee children)
 ā National DDR Commission (in the case of CAAFAG)

Register in the CPIMS 
Assign each child a caseworker 
Forms: Consent; Identification Registration, IA Referral; 
Alternative Care PlacementAlternative Care Placement
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Initial Assessment and Immediate Interventions  
All trafficked children should be considered high priority 
and should receive service on a high priority basis as soon as 
possible to identify any urgent protection concerns including 
threats to life, pregnant child, unable to return to family or 
community due to stigma, intimidation, pressure to return to 
exploiter, threats to life.

Immediate interventions should address any immediate 
protection and safety concerns and could include: referral to 
interim or alternative care, safety planning, medical screening, 
GBV services, and/or nutrition services.

Comprehensive Assessment within 2 weeks of 
identification
Once urgent protection concerns are addressed a 
comprehensive assessment should take place as soon as 
possible within 2 weeks. Assessments should consider all 
aspects of the child’s best interests, their care arrangement 
and their living environment. The assessment process should 
consist of a combination of interviews, review of available 
information and observations.

Forms: Consent; Comprehensive Assessment; IA Referral
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Case Plan within 1 month 
Trafficked children will need a great deal of support to return to 
their families and communities. The case plan should document 
the plan for reunification or, when that is not possible for safety 
reasons or is otherwise not in the child’s best interests, the child 
and their caregiver will be supported through a comprehensive 
case plan to address the following or other needs:

 ā Interim or Alternative Care 
 ā Family tracing and reunification (FTR)
 ā DDR programs for CAAFAG
 ā Psychosocial support to include specialist mental health 

services, if required*
 ā Recreational activities (sports, arts, drama, etc.)
 ā Youth engagement & social development activities (i.e. 

life skills, peace building, faith-based groups, etc.)
 ā Access to education
 ā Economic strengthening activities
 ā Vocational Training
 ā Support, counselling and guidance (including support for 

caregivers)
 ā Legal assistance

*All trafficked children should be referred for a psychological 
screening or assessment Some trafficked children may 
adjust well with basic psychosocial support but many will 
require individualized and long term psychological support. 
Some signs a child may require additional support include: 
high levels of impulsivity, aggression, social withdrawal, self-
harm, substance abuse and institutionalized behaviors.

Forms: Case Plan; IA Referral; Consent; Alternative Care 
Placement; Conference
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Follow up and monitoring with great care taken to maintain 
confidentiality and safety. Avoid identifying children or 
contributing to their risk in the community.

Follow-up should happen through a combination of home 
visits (planned and ad-hoc), office visits, visits at child 
friendly spaces and other activities, phone calls when safe 
to do so, and other methods depending on the needs and 
care arrangements of the child. Children should be given 
opportunities to express their needs and opinions privately.

The purpose of follow-up is to continue assessing risks to the 
child and ensure that the case plan is addressing appropriate 
concerns in an effective manner. During follow-up the 
caseworker may learn it is necessary to adjust the case plan.

HIGH RISK:  AT LEAST TWICE A WEEK
MEDIUM RISK: AT LEAST WEEKLY OR  
   EVERY 2 WEEKS
LOW RISK:  AT LEAST MONTHLY

Use the prioritization tool for guidance to determine the frequency 
of follow-up activities Remember that individual children may 
require more frequent follow-up than is required in the guidelines.
 
After the immediate risks are resolved & the child’s situation has 
become safe & stable, all children with open cases should still 
receive home visits at least once every month until it is determined 
that the child is no longer at risk and no further action is needed. 
During follow-up, you might find a child’s risk level decrease or 
increase & you should adjust your follow-up schedule as needed. 

Forms: Case Update; IA Referral; Case Conference
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Case Closure 
Cases can be closed as per the guidance in the CPCM SOP. 
For example:

 ā The family/child no longer wants support and there are 
no grounds for keeping the case open against their wishes 
(i.e. the child is not at high or medium risk)

 ā The child moves and/or their whereabouts are unknown 
for more than 60 days

 ā The child turns 18 and has been linked with community or 
adult supports

 ā The child dies

Case Transfer
There are some circumstances that can lead to the transfer of 
the case to another agency. For example, the child has moved 
or has been reunified with family in another jurisdiction and 
the child’s needs are better served by the receiving agency. 
ICRC and UNHCR can support transfers of cases outside 
South Sudan in the case of abduction or if a child is a refugee.

Forms: Case Closure – Transfer; Consent; IA Referral
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DO’S & DON’TS FOR 
COMMUNICATING WITH CHILDREN
BEFORE THE INTERVIEW
DO’S  ā Schedule enough time for the interview

 ā If the child has already a file, review the file to refresh 
yourself with the case and be up to date

 ā Turn off your phone or put it on silent

 ā Identify a quiet place for the interview and ensure 
that the child is comfortable doing the interview in 
that location (if it is an office you can put a sign on the 
door for people knowing you are doing an interview)

 ā A trusted adult can par-ticipate in the interview if the 
child so wishes, but it is important to be sure that the 
adult will not speak in their place, and will not push 
the child to ‘speak well’ or control what the child is 
saying – this need to be explain to the adult prior 
the interview and in terms of verbal and nonverbal 
communication

 ā Be dressed appropriately to the context (humble 
and clean)

 ā For SGBV cases particularly ensure that the 
interviewer is gender appropriate (female for female 
cases and give the choice for boys’ cases)

 ā Speak in the same language of the child and If you 
are using a translator make sure that the translator 
has been trained on confidentiality, do’s and don’ts 
during an interview

DON’TS

IN THE INTRODUCTION
DO’S  ā Use child friendly language adapted to the child age

 ā Put yourself at the same level than the child

 ā Sit in front of the child and lean a bit if necessary

 ā Adopt a friendly posture

 ā Look the child in the eyes or around (not too much 
not too little- adapted   to the context and gender)

 ā Get his informed consent once you have it:

 ā Introduce:
 ą yourself 
 ą the organization 
 ą the objective 
 ą next steps of the interview

 ā Explain that the interview is confidential and what 
confidential means

 ā The length of the interview and that he can stop it 
if he would like - keep the interview short (less than 
30 min for 10 years and less – max 1 hours for 10 -16 
years old)

 ā Explain you will take note to remember what he/she 
is telling him

 ā Don’t come unprepared to the interview

 ā Don’t be dressed inappropriately (too glamorous/not 
adapted to the context, too luxury, dirty, too formal)

 ā Don’t be at your computer (reduce the elements that 
will block the interview between you and the child)

 ā Don’t have people doing other things while doing 
the interview
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DON’TS  ā Don’t rush into the interview

 ā Don’t assume the child knows what your organization

 ā Avoid to have a table between you and the child

 ā Don’t read the child doc while he is waiting for you 
to start

 ā Don’t be sitting in a way that you touch each other 
and don’t be sitting too far

 ā  Don’t be sitting on a comfortable chair and the child 
on another level

 ā Don’t use complicate words

 ā Don’t discriminate and make the child feel there is a 
difference between you and him

DURING THE INTERVIEW
DO’S  ā Communicate with your eyes, mouth, ears and heart

 ā Minimize how much you write – make the interview 
feel like a con-versation and not an interrogation

 ā Use the name of the child when you are talk-ing to 
him: ‘ i.e.: Peter can you tell me …’

 ā Ask open question

 ā Apply active listening:
 ą Nod your head or use other expressions or ges-tures 

which encourage the person to say more, or which 
show that you understand them

 ą Reformulate what the child is saying to make sure 
you understood well ‘if I understand well you’re sad 
because of what she told you’

 ą Recognize what the child is saying: ‘I hear what you’re 
saying’

 ā Give your complete attention to the child, your mind 
free of all other thoughts (do not think of what you 
will be doing tonight or at the end of the service, etc.)

 ā Pay attention to non-verbal communication: Pay 
attention to his fa-cial expression, body gesture

 ā Pay attention to your facial expression body gesture

 ā Allow him to pause and silence when needed

 ā Tell the child the truth with the right approach to say 
it ‘i.e.: if you don’t know the answer to a question let 
him know’

 ā Be patient and gave the child time

 ā Give appropriate feed-back, encourage the child: 
‘Tell me more about…’

 ā Use ‘empathy state-ment’:

 ā Healing statements: ‘I believe you’

 ā Build trust

 ā Builds a relationship with the child ‘I am sor-ry this 
happened to you’

 ā Expresses empathy ‘This is not your fault.’

 ā Non–blaming and reas-suring ‘You are very brave to 
talk with me and we will try to help you.’

 ā Have the courage to deal with reactions or behaviors 
which could be off-putting; do not forget that there 
is al-ways a reason behind a particular behavior – 
make sure to stay calm

 ā After sharing a painful experience, it can be helpful 
to provide ‘closure’. To do this, you can ask the child 
how she/he felt about sharing the experience. Share 
what you felt as well.
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DON’TS  ā Don’t start without getting the informed consent of 
the child and their family

 ā Don’t make any promises

 ā Do not use inductive question:’ did you feel bad vs. how 
did you feel? – Where did it hurt vs. did it hurt there?’

 ā Avoid asking closed question when possible

 ā Don’t ask too many closed questions

 ā Don’t lie

 ā Don’t speak to other people avoid disruption & 
distraction 

 ā Don’t judge

 ā Don’t force to speak and don’t be afraid of silence 
after asking a question or after a child answer

 ā Don’t have rumors in your head and judgment in your 
head

 ā Don’t focus on your own problems or what you 
would like to say

 ā Don’t interrupt the child

 ā Don’t disregard the importance that the child put on 
the event/minimize what they say it’s not that bad, 
you’ll see, it’ll be fine, you know many others have it 
far worse;

 ā Don’t judge and don’t say: what you’re telling me isn’t 
possible; I don’t believe it!

 ā Don’t analyze/interpret/compare: you know the 
same thing happened to me, I see what you want to 
say; I felt the same way when…

 ā Explain, give advice or solutions without the child 
asking for them (if I were you I’d do this instead)

 ā Get emotionally involved and suffer alongside the 
other person (it’s really terrible what he did to you. It 
makes me angry!)

 ā Criticize: I don’t think you should have reacted like that.

 ā Do not only focus on what interests you, or what helps 
you to complete your form. You can ask for clarification 
or additional information, but as far as possible the 
child should take the lead in telling his or her own story.

 ā Don’t make the interview feel like an interrogation

 ā Don’t laugh at what the child is saying

 ā Don’t point at the child if you are three in an interview

AT THE END OF THE INTERVIEW
DO’S  ā Ask if the child if he has any questions

 ā Ask if the child would like to add anything else or talk 
about anything else

 ā Review the positive elements

 ā Tell the child what will happen and how this information 
will be shared, without any false promises

 ā Tell the child where he can find you or your organization 
and that if he/she has anything to add where he contact 
you ‘ I will be at this office every day from 8 till 2’ 

 ā Make sure that the child is felling ok when he/ she leaves 
the interview

DON’TS  ā Don’t let the child go without explaining him what 
happen next

 ā Don’t let the child go on a negative note
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SAMPLE 
REFERRAL 
PATHWAYS

SECURITY

LEGAL SUPPORT

EDUCATION

NUTRITIONIMC - MEDICAL CARE

CAMP MANAGERPROTECTION

UNHCR

DISABILITY SUPPORT

PEACEBUILDING

CASE MANAGEMENT

CRO - FAMILY TRACING
& REUNIFICATION

GBV 

HI - MHPSS

WHITAKER FOUNDATION
PSS PoC3

TDH - PSS 
PoC 1
PoC 2

BACK UP

UASC & MISSING CHILDREN
PoC 1
PoC 3

IRC - GBV 
PSS/PEP/Dignity kit

NP - PHYSICAL PROTECTION

POC 1
POC 3

BACK UP
MAGNA Vaccination

PoC3

CONCERN
PoC1
PoC3

NRC
NTERSOS

DMI
CMCM

IPCA

UNPOL GCVPP
UNMISS RRP

NP

ACTED
PoC1
PoC3

SIGN OF
DISTRESS

Victim of violence, 
physical, or emotional 

abuse, neglect. 
Children alone.

IMMEDIATE 
RESPONSE

Injuries, sign of disease 
or severe malnutrition, 

sexual abuse

 MALNUTRITION
6 months to

3 years

ALL PROTECTION ISSUES
    Shelter ration card, access to
         services (food, water, etc.)

0-18YO

RESPECT 
DIGNITY, 
INFORMED 
CONSENT, 
CONFIDENTIALITY
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SAMPLE INFORMED CONSENT/
ASSENT SCRIPTS9

SAMPLE SCRIPT A: EXPLAINING 
CONFIDENTIALITY TO AN 8 YEAR-OLD SURVIVOR

“My job is to talk to children and help them with problems they 
face. I care about you and what happened to you, and I want 
to keep you safe. What you tell me is between you and me only, 
unless there is something that you tell me that worries me or 
if you need help that I cannot give you. If I am worried about 
your safety, I may need to talk to someone who can help you. 
If we need to get you more help to check your body or talk to 
someone who can help keep you safe, we will talk together 
about that other person, and decide what we should say. My 
job is to try and make sure that you are not hurt anymore, so we 
may need to also get help from other people to keep you safe 
and healthy. Does this sound okay with you?”

SAMPLE SCRIPT B

My name is [name of staff] and I am here to help you. I am a caseworker 
with [name of agency] and my role is to help children and families who 
have experienced difficulties. Many children benefit from receiving 
our services. The first thing we will do is talk about what has happened 
to you. The purpose of doing this is for me to learn about your situation 
so we can provide you with information about the services available 
and help you connect with these service providers. The benefits for 
receiving case management services include helping you access [insert 
description of services available such as medical, psychosocial, 
legal/justice, and safety opportunities in your community]. There 
are limited risks to receiving case management services [insert risks 
based on your local settings/program].
 
It is important for you to know that I will keep what you tell me 
confidential, including any notes that I write down during case 
management. This means that I will not tell anyone what you tell me 
or any other information about your case, unless you ask me to, or it is 
information that I need to share because you are in danger. I may not 
be able to keep all the information to myself, and I will explain why. The 
times I would need to share the information you have given me is if:

I find out that you are in very serious danger, I would have to tell [insert 
appropriate agency here] about it.

 ā Or, you tell me you have made plans to seriously hurt yourself, I would 
have to tell your parents or another trusted adult. If you tell me you have 
planned to seriously hurt someone else, I would have to report that. I 
would not be able to keep these problems just between you and me.

 ā [Explain mandatory reporting requirements as they apply in your 
local setting].

 ā  [Add any other exceptions to confidentiality. For example, in 
cases of UN or NGO workers perpetrating sexual abuse and 
exploitation].

9 IA guidelines on Case Management and Child Protection
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Therefore, we will not take any action in relation to your matter without your 
agreement, unless we need to protect your safety and comply with the law.

Before we begin, I would also like to share with you your rights as we 
work together. I share this same information with everyone I speak with:

 ā You have the right to refuse to have your whole story–or parts of your 
story–documented on case forms. It’s okay if there is something you 
want to tell me, but you’d rather I not write it down while we talk.

 ā You have the right not to answer any question that I ask you. You 
have the right to ask me to stop or slow down if you are feeling 
upset or scared.

 ā You have the right to be interviewed alone or with a caregiver/
trusted person with you. 

This is your decision. 

 ā You have the right to ask me any questions you want to, or to let me 
know if you do not understand something I say.

 ā You have the right to refuse case management services and I will 
share with you other options for services in the community.

Do you have any questions about my role and the services that we 
can offer you?

 ā [Allow for time to answer any questions the child and caregiver may 
have before moving forward to obtain their informed consent/assent 
to proceed].

May I have your permission to proceed with case management services 
now?

 ā If YES, ask the child and caregiver to sign the informed consent/
assent form for engaging in case management and proceed with 
case management services.

 ā If NO, provide information about other case management, safety, 
health and legal/justice services in the community

 ā There is another person or agency that can provide you with the 
support you need, and I have your permission to share your case 
with them. We will talk more about this later in our discussion.



126 127

UN CONVENTION ON THE RIGHTS 
OF THE CHILD (CHILD-FRIENDLY VERSION)

ARTICLE 1 Everyone under 18 has these rights.

“Rights" are things every child should have or be able to do. All 
children have the same rights. These rights are listed in the UN 
Convention on the Rights of the Child. Almost every country 
has agreed to these rights. All the rights are connected to each 
other, and all are equally important. Sometimes, we have to 
think about rights in terms of what is the best for children in a 
situation, and what is critical to life and protection from harm. 
As you grow, you have more responsibility to make choices and 
exercise your rights.

ARTICLE 2 All children have these rights, no matter who they 
are, where they live, what their parents do, what 
language they speak, what their religion is, whether 
they are a boy or girl, what their culture is, whether 
they have a disability, whether they are rich or poor. 
No child should be treated unfairly on any basis.

ARTICLE 3 All adults should do what is best for you. When 
adults make decisions, they should think about how 
their decisions will affect children.

ARTICLE 4 The government has a responsibility to make sure 
your rights are protected. They must help your family 
to protect your rights and create an environment 
where you can grow and reach your potential.

ARTICLE 5 Your family has the responsibility to help you learn 
to exercise your rights, and to ensure that your rights 
are protected.

ARTICLE 6 You have the right to be alive.

ARTICLE 7 You have the right to a name, and this should be 
officially recognized by the government. You have 
the right to a nationality (to belong to a country).

ARTICLE 8 You have the right to an identity – an official record of 
who you are. No one should take this away from you.

ARTICLE 9 You have the right to live with your parent(s), unless 
it is bad for you. You have the right to live with a 
family who cares for you.

ARTICLE 10 If you live in a different country than your parents do, 
you have the right to be together in the same place.

ARTICLE 11 You have the right to be protected from kidnapping.

ARTICLE 12 You have the right to give your opinion, and for adults 
to listen and take it seriously.

ARTICLE 13 You have the right to find out things and share what you 
think with others, by talking, drawing, writing or in any 
other way unless it harms or offends other people.

ARTICLE 14 You have the right to choose your own religion
and beliefs. Your parents should help you decide
what is right and wrong, and what is best for you.
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ARTICLE 15 You have the right to choose your own friends and join 
or set up groups, as long as it isn't harmful to others.

ARTICLE 16 You have the right to privacy.

ARTICLE 17 You have the right to get information that is important 
to your well-being, from radio, newspaper, books, 
computers and other sources. Adults should 
make sure that the information you are getting is 
not harmful, and help you find and understand the 
information you need.

ARTICLE 18 You have the right to be raised by your parent(s) if 
possible.

ARTICLE 19 You have the right to be protected from being hurt 
and mistreated, in body or mind.

ARTICLE 20 You have the right to special care and help if
you cannot live with your parents.

ARTICLE 21 You have the right to care and protection if you are 
adopted or in foster care.

ARTICLE 22 You have the right to special protection and help if 
you are a refugee (if you have been forced to leave 
your home and live in another country), as well as all 
the rights in this Convention.

ARTICLE 23 You have the right to special education and care if 
you have a disability, as well as all the rights in this 
Convention, so that you can live a full life.

ARTICLE 24 You have the right to the best health care possible,
safe water to drink, nutritious food, a clean and safe 
environment, and information to help you stay well.

ARTICLE 25 If you live in care or in other situations away from 
home, you have the right to have these living 
arrangements looked at regularly to see if they are 
the most appropriate.

ARTICLE 26 You have the right to help from the government if 
you are poor or in need.

ARTICLE 27 You have the right to food, clothing, a safe place to 
live and to have your basic needs met. You should 
not be disadvantaged so that you can't do many of 
the things other kids can do.

ARTICLE 28 You have the right to a good quality education. You 
should be encouraged to go to school to the highest 
level you can.

ARTICLE 29 Your education should help you use and develop 
your talents and abilities. It should also help you 
learn to live peacefully, protect the environment 
and respect other people.

ARTICLE 30 You have the right to practice your own culture,
language and religion - or any you choose. Minority 
and indigenous groups need special protection of 
this right.

ARTICLE 31 You have the right to play and rest.
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ARTICLE 32 You have the right to protection from work that harms 
you, and is bad for your health and education. If you 
work, you have the right to be safe and paid fairly.

ARTICLE 33 You have the right to protection from harmful drugs 
and from the drug trade.

ARTICLE 34 You have the right to be free from sexual abuse.

ARTICLE 35 No one is allowed to kidnap or sell you.

ARTICLE 36 You have the right to protection from any kind of 
exploitation (being taken advantage of).

ARTICLE 37 No one is allowed to punish you in a cruel or harmful 
way.

ARTICLE 38 You have the right to protection and freedom from 
war. Children under 15 cannot be forced to go into 
the army or take part in war.

ARTICLE 39 You have the right to help if you've been hurt, 
neglected or badly treated.

ARTICLE 40 You have the right to legal help and fair treatment in 
the justice system that respects your rights.

ARTICLE 41 If the laws of your country provide better protection 
of your rights than the articles in this Convention, 
those laws should apply.

ARTICLE 42 You have the right to know your rights! Adults should 
know about these rights and help you learn about 
them, too.

ARTICLE 43 
TO 54

These articles explain how governments and 
international organizations like UNICEF will work to 
ensure children are protected with their rights.
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GUIDING PRINCIPLES OF 
CHILD PROTECTION CASE 
MANAGEMENT10

DO NO HARM

This means ensuring that actions and intervention designed to support 
the child (and their family) do not expose them to further harm. At 
each step of the case management process, care must be taken to 
ensure that no harm comes to the children or their families because of 
the caseworker conduct, decisions made, or actions taken on behalf 
of the child or family. Caution should also be taken to ensure that no 
harm comes the children or families because of collecting, storing, or 
sharing their information. For example, care should be taken to avoid 
creating conflict between individuals, families or communities, and 
collecting unnecessary information that, if in the wrong hands, could 
put the child or family at risk of violence. Unless care is taken, this may 
expose a child and his/her family to further harm such as revenge acts 
of violence.

FAMILY UNITY

Or integrity of the family –:  entitles all children to a right to a family, 
and families to a right to care for their children. Unaccompanied and 
separated children must be provided with services aimed at reuniting 
them with their parents or primary legal or customary caregivers as 
quickly as possible, if this is in their best interests.11

BEST INTEREST OF THE CHILD 

The “best interests of the child” is a term and concept that encompass 
a child’s physical and emotional safety (their well-being) as well as their 
right to positive development. In line with Article 3 of the United Nations 
Convention on the Rights of the Child (UNCRC), the best interests of 
the child should provide the basis for all decisions and actions taken, 
and for the way in which service providers interact with the children 
and their families. Caseworkers and their supervisors must constantly 
evaluate the risks and resources of the child and his environment as 
well as positive and negative consequences of actions and discuss 
these with the child and their caregivers when taking decisions. The 
least harmful course of action is the preferred one. All action should 
ensure that the child’s rights to safety and on-going development are 
never compromised.12

CONFIDENTIALITY 

Confidentiality is linked to sharing information on a need-to-know basis. 
The term “need-to-know” describes the limiting of information that is 
considered sensitive, and sharing it only with those individuals who 
require the information to protect the child. Any sensitive information 
collected on the children should only be shared on a need-to-know 
basis with as few individuals as possible.

Confidentiality also requires service providers to protect information 
gathered about clients and ensure it is accessible only with the client’s 
explicit permission. For agencies and caseworkers involved in case 
management, it means collecting, keeping, and sharing information on 
individual cases in a safe way and according to agreed data protection 
protocol. Caseworkers should not reveal children’s names or any 
identifying information to anyone not directly involved in the care of 
the child.

10 IA Guidelines for Case Management and Child Protection (2014)
11 Field handbook on Unaccompanied and Separated children, Alliance for Child Protection in 
      Humanitarian Action, 2017 12 Caring for Child Survivors Guidelines, IRC, UNICEF 2012.
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NON-DISCRIMINATION 

Adhering to the non-discrimination principle means ensuring that 
children are not discriminated against (treated poorly or denied 
services) because of their individual characteristics or the group to 
which they belong (e.g. gender, age, socio-economic background, 
race religion, ethnicity, disability, sexual orientation). Caseworkers 
and supervisors must ensure that ALL children receive appropriate 
support in their best interests. Agencies and caseworkers must be 
trained and skilled to form respectful, non-discriminatory relationships 
with the children and their families, treating them with compassion, 
empathy and care. Case management staff must actively work to be 
non-judgmental and avoid negative/ judgmental language in their work.

ADHERE TO ETHICAL STANDARDS

For agencies working with children, professional ethical standards and 
practices should be developed and applied; these may be professional 
codes of conduct and child protection policies. National laws and 
policies may exist in addition to international norms and standards to 
protect children that are relevant and should be respected. Adhering 
to ethical standards, including the following guidelines, is fundamental 
to the delivery of professional and quality care and protection of 
children.

SEEK INFORMED CONSENT AND/OR INFORMED 
ASSENT

Informed consent is the voluntary agreement of an individual who has 
the capacity to give consent, and who exercises free and informed 
choice. In all circumstances, consent should be sought from children 
and their families or caregivers prior to providing services. To ensure 
informed consent, caseworkers must ensure that children and their 
families fully understand: the services and options available (i.e. the 
case management process), potential risks and benefits to receiving 
services, information that will be collected and how it will be used, 
and confidentiality and its limits. Caseworkers are responsible for 
communicating in the language spoken by the child and family and 
in a child-friendly manner and should encourage the child and their 
family to ask questions that will help them to plan regarding their own 
situation.  

Informed assent is the expressed willingness to participate in services. 
It requires the same child-friendly communication of information 
outlined above. For children who are by nature or law or developmental 
status too young to give informed consent, but able to understand and 
agree to participate in services, the child’s “informed assent” is sought. 
Even for very young children (those under 5 years old) efforts should be 
made to explain in language appropriate to their age, what information 
is being sought, what it will be used for, and how it will be shared.
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ENSURE ACCOUNTABILITY

Accountability refers to being held responsible for one’s actions 
and for the results of those actions. Agencies and staff involved in 
case management are accountable to the child, the family, and the 
community. Agencies and individuals providing case management 
must comply with the national legal and policy framework and must 
comply with professional codes of conduct where these exist. In the 
absence of a legal framework, the guiding principles and the good 
practice standards outlined in the Minimum Standards for Child 
Protection in Humanitarian Action provide a foundation for practice. 
Agencies introducing or supporting case management services must 
take responsibility for the initial training, on-going capacity building and 
regular supervision of staff to ensure appropriate quality of care. This 
must also provide children and their families with routine opportunities 
to give feedback on the support and services they have received.

CHILD PARTICIPATION

Children have the right to express their opinions about their 
experiences and to participate in the decisions that affect their lives. 
Agencies and caseworkers are responsible for communicating with 
children their right to participate- including the right not to answer 
questions that make them uncomfortable- and supporting them to 
claim their right throughout the case management process.

COORDINATION AND COLLABORATION

Child Protection programmes are more effective when agencies 
work together, and involve communities, families and children in 
their efforts. Case management systems can provide a process for 
improving coordination and collaboration among all actors with a 
mandate to protect children including community leaders, government 
departments, service providers, local NGOs and International agencies.

BUILDING UPON THE CHILD AND FAMILY’S 
STRENGTHS

This is sometimes referred to as the Strengths-Based Approach. 
All children, and their families, possess resources and skills to help 
themselves and contribute positively towards finding solutions to their 
own problems. Caseworkers and supervisors must work to engage 
children and families to play an active role in the case management 
process. Throughout the case management process (including during 
assessment, case planning, and reviews) caseworkers should focus 
on empowering children and their families to recognize, prevent and 
respond to child protection concerns themselves. In practice, this 
means that, in addition to identifying problems and providing services, 
caseworkers must consider and support the child and family’s strengths 
and resources to build their capacity to care for themselves.13

MAINTAIN PROFESSIONAL BOUNDARIES AND 
ADDRESS CONFLICTS OF INTEREST

Caseworkers and agencies should act with integrity by not abusing 
their power or the trust of the child or their family. Caseworkers must 
not ask for or accept favors, payments or gifts in exchange for services 
or support. Personal and professional limitations and boundaries must 
be recognized and respected. Steps should be taken to address 
conflicts of interest where these arise.

13 BID
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CHILD DEVELOPMENT STAGES14

0-1/2 years

 ā Smiles at others
 ā Gradual 

socialisation 
with others

 ā Dependency

 ā Emotions part of 
the brain (limbic 
system) develops 
significantly

 ā Forms 
attachments 
(e.g. recognises 
mother’s 
voice). (Loss or 
separation is the 
most challenging 
to a child’s 
development at 
this stage).

Most rapid period of 
intellectual

2-5/6 years

 ā More curious/
independent

 ā Interaction 
increases – 
more able to 
respond due 
to physical 
changes

 ā Self-awareness: 
develops likes/
dislikes/fears

 ā Able to leave 
mother

 ā Emotion 
regulation 
developing

 ā Time when loss 
& separation 
most difficult

Language 
development

5/6-11 years

 ā Identity among peers, 
choice over social 
relationships

 ā Influenced by adults 
outside family (e.g. 
teachers)

 ā Conscious of 
surroundings

 ā Increasing ability to 
express feelings

 ā Starting to be able to 
control emotions

Begins logical thought

12-18 years

 ā Less interaction between 
males & females (context 
dependent)

 ā Autonomy/independence 
chooses social interactions

 ā Starting ‘adulthood at 
different ages across 
cultures

 ā Development of individual 
and cultural identity

 ā Values participation and 
wants control over own life

 ā Impressionable/Influences 
by peer pressure

 ā Acute sense of identity
 ā Looking for a role model

Think in abstract terms

SOCIAL
CAPACITIES

EMOTIONAL 
CAPACITIES

COGNITIVE/
INTELLECTUAL

AGE/
ENVIRONMENT

14 IA Child Protection Case Management Training Package, 2014
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REFLECTIVE
PRACTICE
TOOL

1. Describe the situation 
(what did you do/say?)

2. How did you feel about 
what happened?

3. What were you trying to 
achieve?

4. What choices did you 
have?

5. What were the outcomes 
(for you/the child/others?)

6. What knowledge/skills/
competencies did you draw on?
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Child threatening to injure 
someone else, dangerous or 
reckless behaviour, domestic 
violence

PHYSICAL ABUSE
Excessive physical discipline, 
child harming self

Serious injury, attempted 
suicide, infant or toddler 
injured through domestic 
violence

HIGH PRIORITY
Respond within 24-72 hours. Follow 
up twice per week or more

MEDIUM  PRIORITY
Respond within 3-5 days.
Follow up weekly

LOW  PRIORITY
Respond within 10 days. Follow up 
every 2 weeks or monthly

Lack of supervision, child 
spending a lot of time alone, 
poor hygiene, neglect of low-
level health concern

Inadequate care (parent 
is unable or unwilling to 
provide adequate care and 
intervention is required to 
prevent serious harm)

Serious illness or injury, 
neglect of highly vulnerable 
child (example disability)NEGLECT

Child at risk of sexual abuse 
due to high vulnerability 
(UASC, disability, etc.)

Child was sexually abused in 
the past and has not received 
support

Any sexual contact between 
a child and an adult and the 
adult has continued access 
to the child

Child is treated differ-ently 
than siblings and caregiver is 
negative towards child

Caregiver approach to the 
child is harmful (occasionally 
belittles, humiliates…)

Child is persistently belittled, 
isolated or humiliated by 
parent

SEXUAL ABUSE

EMOTIONAL ABUSE

Child is sad and withdrawn, 
child is displaying anger

Significantly affected, child 
has distressing flashbacks, 
child is bedwetting or crying 
often, child has unexpected 
or unusual fears or anxiety, 
child has sleeping or 
concentration problems

Attempted suicide, child not 
communicating, child’s sense 
of reality is distorted, child 
has violent behavioursPSYCHOSOCIAL DISTRESS
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Child married and has two 
family support

CHILD MARRIAGE

Child under 16 at risk of 
marriage, child is already 
married and has one-family 
support, child is engaged but 
wedding is 2 months away

Child is engaged and 
wedding is imminent, married 
child facing abuse, harm or 
neglect, child given as a gift 
in revenge situation, child 
married to settle dispute

HIGH PRIORITY
Respond within 24-72 hours. Follow 
up twice per week or more

MEDIUM  PRIORITY
Respond within 3-5 days.
Follow up weekly

LOW  PRIORITY
Respond within 10 days. Follow up 
every 2 weeks or monthly

Child in light work with good 
conditions, skilled labour 
including learning vocational 
skill, 15-18 years, less than 8 
hours/day

Girl working (day), dangerous 
work but supervised by 
parents/caregivers, child 12-
15 in non-threatening work

Child in worst form of child 
labour, girl child working at 
night or in isolated setting, 
child under 12, child under 16 
working more than 8 hours

CHILD LABOUR

Children in formalised care 
arrangement

Separated child with informal 
care, separated child living 
with elderly caregiver, 
unaccompanied boys 15+

All unaccompanied children 
except boys 15+, separated 
child without appropriate 
care

Child requiring family tracing, 
child linked to reintegration 
support services

All children released from 
armed groups, girls and boys 
released from active combat

Child at risk of recruitment, 
child released with serious 
injuries, girl released from 
armed group, children 
showing level one PSS 
distress

UASC

CAAFAG
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FRAMEWORK & CONSIDERATIONS 
FOR ALTERNATIVE CARE

CHILDREN IN ALTERNATIVE CARE 
(CIC)
DEFINITION

In South Sudan, a Child in Alternative Care (CIC) is any person below 
18 years of age who is in any form of residential or foster care ordered 
or authorised by an administrative or judicial authority or an authorised 
person or body. For guidance on who can authorize placement of a 
child into alternative care where you work, consult the CPWG.

Alternative Care is any residential unit, home, orphanage, centre, 
shelter, emergency shelter, refuge, reformatory, that houses children 
without the day to day care of a member of their birth family.

LEGAL FRAMEWORK

South Sudan has acceded to the Convention on the Rights of the Child 
(CRC). Article 18 of the CRC identifies that “parents have joint primary 
responsibility for raising their child and the State shall support them in this. 
The State shall provide assistance to parents in raising their child.” Article 
20 states that a child temporarily deprived of his or her family environ-
ment shall be entitled to special protection and assistance provided by 
the State.

The international UN Guidelines for the Alternative Care of Children 
(2009), were prepared to guide implementation of the CRC for chil-
dren in alternative care. The guidelines aim to define the relation-
ship between parental care and the child’s family environment; goals 
for alternative care; and the criteria for decisions of alternative care 
placements.  

CORE CONSIDERATIONS FOR ALTERNATIVE CARE

When deciding what type of alternative care is needed: 
 ā Keep the child as close as possible to their community of origin 
 ā Permanency as a key goal 
 ā Removal from family as a temporary measure of last resort 
 ā Protection from abuse, neglect and exploitation 
 ā Importance of keeping siblings together 
 ā Recognition of formal care and informal care by relatives or others 

as valuable care options

In South Sudan the Ministry of Gender, Children, and Social Welfare 
(MGCSW) is the primary duty bearer of services for children in need of 
protection and care. It carries out this function through the Directorate 
of Child Welfare at the national level and in the devolved structures at 
State and County level. Although Government services are currently 
limited in SS and procedures remain unclear, CP actors must consult 
local authorities, in line with the working relationships in place through 
the CPWG, when determining care arrangements. 
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The South Sudan National Policy on the Protection and Care of Children 
without Appropriate Parental Care (MOGCSW, 2018) aims to ensure 
alternative protection and care arrangements are duly authorized and 
regulated by government; and adhere to national and international 
standards, and guidelines. The action plan to implement the Policy is 
not yet finalized. 

In section 10, the Policy establishes the children who may be provided 
alternative care as including the following:

 ā Orphans 
 ā Separated Children and Unaccompanied Minors
 ā Children of and in the street/markets 
 ā Children Associated with Armed Forces or Groups (CAAFG)  
 ā Children in Governmental, Protection and non-governmental 

institutions
 ā Children in Custody 
 ā Children in Child-Headed Households
 ā Children living with their parents, deprived, basic rights neglected, 

excluded, not attending school, abandoned, survivors of Sexual 
Gender Based Violence, 

 ā Children (living with HIV/AIDS, mental and psychical special needs, 
trafficked, abducted children, working children, in worst forms of 
child labour, born out of incest relations, born out of inheritance, 
bound by negative traditional norms e.g. child compensation, 
children affected by harmful traditional practices, children 
discriminated due to gender roles; demobilized children

 ā Children in prison of convicted mothers or of mothers with mental 
disabilities 

 ā All children not living with at least one of their parents, for whatever 
reason and in whatever circumstances. 

 ā Children without parental care who are outside their country 
of permanent residence or victims of emergency situations 
designated as “unaccompanied; or “separated

CASE MANAGEMENT CONSIDERATIONS 

This guidance note is written to guide case workers in their duty to 
CICs. CIC are especially vulnerable to abuse, neglect, exploitation and 
violence because their natural protective environment is disrupted. 
Extra measures need to be in place to protect them and safeguard 
their rights. These extra measures include ensuring their right to be 
informed and participate in decisions, and their right to grow up in a 
protective family environment.

Every child in alternative care should be a subject of individual case 
management. This means they have an individual caseworker whose 
role is to provide information and support, enable their full and active 
participation in decision-making and planning, assess individual needs, 
develop and implement a care plan, provide support, follow up until 
a permanent care solution and all child protection risks are resolved.
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Children come into care when their families and communities 
are unable or unwilling to protect them from violence, abuse, 
neglect or exploitation. The identification process depends 
on the violence or issue they face. The decision to bring 
children into care can only be made in consultation with 
authorized actors, either Government Authorities or their 
delegates according to the referral pathway and CPWG in 
each region, on individual bases in the best interests of each 
child. The process for bringing a child into care must follow 
law, policy and local protocols.

Once a child is in care caseworkers must:
 ā Ensure all CIC are registered in the CPIMS+
 ā Assign each child must have an individual caseworker 

Identify and work with a guardian
Caseworkers should develop the case plan with the legal or 
traditional guardian of the child, or where a legal guardian is 
not available or is unable to ensure the best interests of the 
child, a Government official with authority to act as a guardian.

A
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Children should only come into care after an initial or 
comprehensive assessment determined their family and or 
community was unable or unwilling to protect.

Use the Assessment form must document why alternative 
care is in the child’s best interests and what was considered 
in the decision.

CASE MANAGEMENT KEY CONSIDERATIONS 
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Children have the right to grow up in a family environment and 
to be supported towards independence by age 18. Alternative 
care is never a long-term solution in a child’s best interests.

Use the case plan form to detail a plan for reunification or other 
permanent care plan for the child. When family reunification 
is not possible, other family-based care is considered best 
for children and this should be the goal for every child unless 
there is sufficient indication that this is not in their best interest. 
Other family-based care arrangements may be with extended 
family or adoptive parents. The case plan should also address 
other key child protection considerations prioritized in the 
comprehensive assessment. 

Use the Alternative Care Placement Form to record the 
child’s Care Plan. The plan of care must include:

 ā Objective of placement
 ā Specific care and service support needs of child and how 

these will be met
 ā Anticipated length of stay
 ā Frequency and timing of monitoring visits

Forms: Case Plan; Alternative Care Placement; Case 
Conference
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Case Closure
Children should not remain in care until 18. At all times the 
caseworker should be working towards a permanent plan for 
the child which could be returning to the family home when 
all risks have been addressed or finding another permanent 
family-type care arrangement. In some cases, children should 
be supported to transition to independent living while they 
are still under the care of a caseworker.

Cases can be closed as per the guidance in the CPCM SOP. 
For example:

 ā The child is reunified with family or placed in another 
permanent situation and there are no further protection 
concerns that require follow-up.

 ā The child turns 18 and has been linked with community or 
adult supports

 ā The child dies

Case Transfer
Sometimes a permanent care arrangement is found in another 
location or with another agency. the child has moved or has 
been reunified with family in another jurisdiction and the 
child’s needs are better served by the receiving agency. ICRC, 
IOM can support transfers of cases outside South Sudan and 
UNHCR for cases with refugee status

Forms: Case Update; IA Referral; Case Conference

Follow up, monitoring
During follow-up, CIC must always have the opportunity to 
speak privately with their caseworker and they must be given 
opportunities to raise concerns, ask questions and complain or 
question their care. As part of regular follow-up activities, the 
caseworker should visit the care home at least monthly. Other 
follow-up activities should be based on the child’s case plan 
and their assessed priority level. Always consider the need for 
follow-up on a case-by-case basis

HIGH RISK:  AT LEAST TWICE A WEEK
MEDIUM RISK: AT LEAST WEEKLY OR  
   EVERY 2 WEEKS
LOW RISK:  AT LEAST MONTHLY

Forms: Case Update; IA Referral; Case Conference
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GUIDING PRINCIPLES FOR 
ALTERNATIVE CARE15

NECESSITY

The principle asks the question, is the placement or intervention 
necessary for the healthy and full development of the child? and 
focuses on: the best interests of the child, consultation with the 
family and child; provision of family support as a primary intervention, 
strengthening families and reintegration as the prioritized options, 
preventing avoidable relinquishment, addressing negative factors that 
lead to separation, ensuring gate keeping measures, and regulating care.

APPROPRIATENESS

The principle is used to help outline the conditions in which alternative 
care (formal and informal) is considered for a child including standards, 
human resources, access to basic services, contact with parents and 
family, and protection from violence and exploitation, encouraging States 
to look at care options with regard to each child’s specific and individual 
needs, on a case-by-case basis, providing for individual situations and 
characteristics, and promoting long-term, permanent solutions asking, is 
the placement or intervention appropriate for this child?

BEST INTEREST OF THE CHILD AND THE RIGHT 
TO PARTICIPATE

A central focus on the best interests of the child for every decision, 
importance on individual needs and rights, freedom from discrimination 
(including child/family status 10) and consideration for the safety and 
security of all children, as well as the right and role of each child to 
participate in decisions according to age, evolving capacities, language 
and context.

PREFERENCE FOR FAMILY-BASED CARE 

The vital and irreplaceable role of a family environment for the 
growth, well-being and protection of children, stating clearly that 
all efforts should be directed to keeping children in or returning 
them to their family (as per the preamble of the CRC). Referencing 
a growing evidence-base demonstrating the negative effects of 
institutionalization on the development of children, the Guidelines 
state that the use of residential care only be utilized in cases of critical 
necessity and advocate for family based care for all children, with 
special attention to children below three years of age.

RIGHT TO PROTECTIVE, CARING ENVIRONMENT 

Every child’s right, regardless of gender, socio-economic status, ability, 
ethnic background, to live in a supportive, protective and caring 
environment that promotes his/her full potential, and recognizing the 
risk for children with inadequate or no parental care.

POVERTY IS NOT A REASON FOR SEPARATION

Financial or material poverty are not conditions for separation of a child 
from his/her family, and that all other child rights must be protected in 
the case of alternative care placement, including access to education 
and health, right to identity, freedom of religion, etc.

THE STATE’S MANDATED RESPONSIBILITY

The State’s mandated responsibility to protect the rights of the child 
and ensure alternative care, including support and preventative 
measures to help support families in their ability to care for and protect 
their children. 

15 From the UN Guidelines on Alternative Care (2009)
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CHECKLIST FOR PREPARING THE 
CHILD FOR MOVING, END OF 
PLACEMENT, OR REUNIFICATION16

DO Involve the child early in decisions about their care by 
explaining your role and asking them their wishes. Explain 
that you will try to understand and do what is in their best 
interest.

DON’T Make promises. Avoid causing the child anxiety by raising 
false expectations.

Once a decision to place a child in alternative care is made:

 ā Explain to the child where they are going, who they are going to live 
with, why they are going to live there, and when they will move.  Give 
as much information as possible about the new place. For example, 
if they are going to live with a foster family tell them any details, such 
as the religion, occupation, social and community involvement etc.

 ā Describe to the child who else will be living in the place. Tell the 
names, ages and roles of other people at the place.  

 ā Explain to the child any expectations that the caregiver has, for 
example, daily routines or helping with household chores.

 ā Tell the child what you have told the caregiver about them, and about 
what steps have been put in place to address specific requirements 
they may have.

 ā Ask the child if there is anything else that they would like the caregiver 
to know before they move.  Ask the child is there is anything that they 
would prefer the caregiver not to know, or to tell them themselves.

 ā Tell the child what arrangements have been made for school / 
vocational training and access to health services.

 ā For temporary arrangements, explain to the child how long the 
placement will be for, and what arrangements are being made, such 
as family tracing or mediation, towards their long-term care.

 ā Inform the child of how often you will visit them, and when the first 
visit will be.  Explain that the child will always have an opportunity to 
speak to you in private during visits.

 ā Inform the child of who to contact and how if they have any urgent 
problems or needs. Give them a phone number.

 ā Ask the child if they have any questions or concerns, and try to 
address these.

16 ACE Toolkit
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PARENT/CAREGIVER SUPPORT 
ACTIVITIES17

ACTIVITY 1: MY STRENGTHS

Aim: to teach parents about children’s needs and rights and the 
role of parents

Tell parents: Child protection is about caring for our children and 
keeping them safe. It is also about the prevention of and response to 
violence, abuse, exploitation and neglect.

A group discussion with parents/caregivers (total of 20 participants). 
You may also want to think about the age of the parents in the group. 
If they are teenage parents or older parents will it have an impact on 
the discussion?

Ask: What are the needs of a child and what do parents need to 
provide for their children? The following elements should be 
covered:

 ā Physical: Providing food, water, clothes, shelter, etc.
 ā Emotional: Making them feel loved, heard, understood, accepted, 

valued, respected
 ā Learning: Teaching them things they need to know and understand 

as they grow older. Right to education (girls and boys).
 ā Social: Interacting with family members and friends. Play time and 

games.
 ā Protection: Making them feel safe at all times
 ā Participation: Children need to be involved and have a voice in 

decision making in issues that affect their lives
 ā Conclusion: We have talked about all the different ways you can 

help to provide love and support for your children to make sure 
that they grow up to be healthy and happy.

17 Facilitator’s Manual for Psychosocial Support Activities (UNICEF, 2018)
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ACTIVITY 2A: CHILDREN’S PERSONALITIES

Aim: to teach parents about different types of personalities of 
children, how some personalities can be challenging and how they 
can respond to different types of children.

Say: There are five different types of child personalities (show the picture):
 ā Very active/inattentive:
 ā Angry/impulsive
 ā Rebellious/independent
 ā Sensitive/shy
 ā Inactive/dreamy

Say: Let’s discuss the 5 different personalities of children. Think 
about your own children and other children you know. How can 
you respond to these children when their behaviour becomes 
challenging. Discuss in groups of 4 people.

Ask: Each group to present their response to one of the personalities. 
Look at the responses on the next page. Add any responses that the 
parents have missed. Talk to them about any responses they have 
suggested which might be harmful to children.

Conclusion: Children have different personalities. They are all our 
children and we love them but we have learnt that sometimes we 
need to show we care for them in different ways.
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ACTIVITY 2A CONTINUED: RESPONDING TO 
DIFFERENT PERSONALITIES

The active or inattentive child
 ā Do not focus on the child’s lack of attention
 ā Compliment the child when he or she does well
 ā Advise the child to think about his/her behavior
 ā Help the child do one thing at a time
 ā Help the child spend a little bit longer at each task, slowly by slowly

The angry or impulsive child
 ā Be patient but set clear limits
 ā Be warm, nurturing and trusting
 ā Compliment the child when she or he does well.
 ā Try to understand the reason for the anger
 ā Help the child express her or his feelings in words
 ā Teach child to think about his/her behaviour before acting, and to 

slowly gain more self-control

The rebellious or independent child
 ā Be patient but set clear limits
 ā Be gentle and respectful
 ā Complement the child when he or she does well
 ā Try to understand if there is a good reason behind the rebelliousness 

and respond appropriately
 ā Give your child choices wherever possible (letting the child choose 

between two different responses, both of which are acceptable)
 ā Support your child in making small changes to become more 

cooperative and flexible

The sensitive or shy child
 ā Be patient and take things slowly, step by step
 ā Be very gentle, but firm
 ā Complement the child when she or he does well.
 ā Try to understand if there is a good reason behind the extreme 

sensitivity and shyness and respond appropriately
 ā Offer to accompany the child when exploring new experiences

The inactive or dreamy child
 ā Be very gentle, but firm
 ā Complement the child when she or he does well.
 ā Try to understand if there is a good reason behind inactivity (including 

physical illness or malnutrition) and respond appropriately
 ā Make a special effort to attract the child’s interest and attention
 ā Suggest activities that don’t take a lot of time or physical energy
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STEPS FOR SETTING UP 
COMMUNITY-BASED CHILD 
PROTECTION MECHANISM18

STEP ONE
Engaging Communities

 ā Consult, engage and mobilise communities before setting up 
CBCPMs

STEP TWO
Mapping the Child Protection Context 

 ā Mapping of service providers and agencies 
 ā Understand the legal and policy framework (including economic 

context) 
 ā Foster positive and constructive working relationships and 

alliances with stakeholders and partners (from the formal sector)

STEP THREE
Explore Community Dynamics and Influences

 ā Understanding the situation for children

STEP FOUR
Establishing CBCPMs

 ā Consider risk and safety 
 ā Design for context

STEP FIVE
Children’s Involvement

STEP SIX
Capacity Building and Support for CBCPMs

 ā Capacity building requirements

STEP SEVEN
Actions for CBCPMs 

 ā Awareness raising and sensitisation 
 ā Advocacy and influencing policy 

STEP EIGHT
Responding to Child Protection Concerns 

 ā Child friendly reporting mechanisms 
 ā Identifying cases and risk assessment 
 ā Especially challenging situations

STEP NINE
Monitoring and Review/Evaluation 

18 Step by Step (Plan, 2014)
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CPCM FLOWCHART
STEP 1: IDENTIFICATION & REGISTRATION

1) Case is identified by self or others (community members/other 
service providers) & referred to specialized CPCM agency (UNHCR 
for Refugee). 2) Is this a concern that meets criteria for CP case 
management? 3) Prior to registration, complete.

STEP 2: ASSESSMENT
(initial assessment within 24-72 hours or sooner)

STEP 3: CASE PLANNING

STEP 4: IMPLEMENT THE CASE PLAN

At identification, confirm vulnerability and prioritization. Is 
intervention needed? If so, what type(s) of intervention is 
needed? Comprehensive Assessment should be completed 
within 2 weeks.

How can care and support best be provided? Adhere to CP CM 
principles.

Continually assess and monitor the child’s and family’s situation, 
including safety, health, and wellbeing. Has the case plan goal been 
met? What changes to the case plan are needed?

STEP 5: IMPLEMENT THE CASE PLAN
Continually assess and monitor the child’s and family’s situation, 
including safety, health, and wellbeing. Has the case plan goal been 
met? What changes to the case plan are needed?

STEP 6: CASE CLOSURE OR TRANSFER
Is the child and family ready for case closure? Has your supervisor 
signed off in agreement? If so, close the case and ensure the child 
and family know how to contact the CP agency in the future, as 
needed.

All child cases should receive follow-up visits at 
least monthly. High priority cases to be seen at least 
twice per week. For UASC or released CAAFAG 
case, provide family tracing updates and check 
for additional information during follow-up visits in 
addition to monitoring safety, health, and wellbeing.

For UASC and released CAAFAG, begin Family Tracing 
in addition to other support needed. When a potential 
family match is found, complete child and parent/
caregiver verification. If verified, start organizing family 
reunification with necessary parties.

1. Does the child have an adult caregiver responsible 
for her/him? If not, develop a plan for interim 
family-based care and complete alternative care 
process and forms.

2. Is there a safety risk? If so, conduct full assessment 
immediately and develop safety plan with the 
family.

No action or 
registration 
needed

NO

NO
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TIPS FOR MANAGING CONFLICT
SESSION EXERCISE - STEPS OF NEGOTIATION

These steps are valid when involved in a conflict or when playing the role 
of mediator

1. Create a link between the two parties. Find common views even 
if different viewpoints are often the source of the conflict. Look for 
the ally and not the enemy.

2. Separate person from problem. Don’t consider the person as the 
problem but their acts/behaviour.

3. Communicate with respect. Take deep breaths, sit down face to 
face, look at each other, speak with an ‘I’ message, avoid judgement, 
avoid putting pressure, take responsibility for what is felt and what 
is said.

4. Express one’s feelings

 ā What is each person’s perception of the problem? What are each 
person’s feelings?

 ā Which thoughts are judgemental? Is anyone rationalising excuses? 
Is anyone applying pressure?

 ā Is everyone taking responsibility for their own actions? Does 
anyone feel under attack/defensive?

 ā Are there fears or resistance from one side/the other? Is everyone 
listening/accepting the other’s messages? Is it possible to change 
one’s outlook or that of the other person?

5. Identify the needs of each person. What are the real needs of 
each party? Are they compatible?

6. Look for a positive solution. Make a list of all the possible 
solutions, even with new, creative or unusual options. Remove 
unacceptable options for one or the other party. Negotiate a 
solution which satisfies each person and find a win win solution.

7. Reach an agreement or a contract. Work out all the details for 
applying the solution and express mutual recognition for bringing 
the negotiation to a close. Check the validity of the agreement 
soon after the start of its implementation. Maintain the relationship 
so that it can be ended on a positive note or be continued.

TOP TIPS

 ā For the process of negotiation, an atmosphere of security and 
trust is essential. If there is a feeling of judgement, or negativity, it 
is important to recognize it: I feel that I am/you are judging at this 
point

 ā Express acceptance: I see that you are not at ease and I 
understand this. This is not easy to do. If one of the two people is 
not in a position of acceptance, the other person will stay on the 
defensive.

 ā In a group, one can also look at conflict resolution as a bargain, a 
working arrangement that is respected and where each person gets 
something out of it. No pressure, no power games or manipulation. 
In a group, the search for consensus is most important, as, in 
contrast to a vote which leaves a discontented minority, consensus 
is decision making respecting everybody’s point of view.
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COMMUNICATION  SKILLS 
CHECKLIST

PURPOSE

Assist 
understanding 
and get more 
information

CLARIFYING  & 
QUESTIONING

PARAPHRASING

ACKNOWLEDGE
FEELINGS

SKILL

EMPATHIZING

Demonstrates 
interest in and 
respect for 
speaker’s feelings 
and checks own 
understanding 
of the speaker’s 
feelings

Demonstrates own 
understanding

Demonstrate 
interest in and 
respect for 
speaker’s point of 
view and checks 
understanding

TO DO THIS...

Ask open 
questions

Reflect the feelings 
you perceive from 
the speaker’s 
words and manner

Reflect own 
perception of the 
speaker’s

Restate message in 
own words

EXAMPLES

“What do you 
mean when you 
say...?”

“You seem very 
upset...”
“Sounds like you’re 
feeling...”

“You feel hurt by...”

“If I understand 
you, your point is...”
“In other words...”
“What you are 
saying is...”

SELF-ASSESSMENTOR OBSERVATIONS
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FURTHER READING
CASE MANAGEMENT
Interagency Guidelines on Child Protection & Case Management (2014)
http://www.cpcnetwork.org/resource/inter-agency-guidelines-
for-case-management-child-protection/

Interagency Training Package on Child Protection Case Management 
Supervision and Coaching (CMTF, 2018)
https://resourcecentre.savethechildren.net/library/case-
management-supervision-and-coaching-package

CHILD RIGHTS
The UN Convention on the Rights of the Child (UNCRC)

Child-Friendly UNCRC
https://www.unicef.org/rightsite/files/
uncrcchilldfriendlylanguage.pdf

Child Act 2008 - South Sudan

The African Charter on the Rights and Welfare of the Child (ACRWC)

ALTERNATIVE CARE
South Sudan National Policy on The Protection and Care of Children 
Without Appropriate Parental Care (2018)

UN Guidelines for the Alternative Care of Children (2009)

Interagency Guiding Principles on Unaccompanied and Separated 
Children (2004)

Moving Forward: Implementing the Guidelines for alternative care of 
children (2012)

The UN Hague Convention on Adoption 1993

The Alternative Care in Emergencies Toolkit (ACE toolkit) (2013)
www.savethechildren.org.uk/resources/online-library/alternative-
care-emergencies-toolkit

PSYCHOSOCIAL SUPPORT
Psychological First Aid (Save the Children)
https://resourcecentre.savethechildren.net/document-collections/
save-children-psychological-first-aid-training

Facilitator’s Manual for Psychosocial Support Activities (UNICEF 
South Sudan, 2018)

COMMUNITY-BASED CHILD PROTECTION 
MECHANISMS
What Are We Learning About Protecting Children in the Community?  

An inter-agency review of the evidence on community-based child 
protection mechanisms in humanitarian and development settings 
(Wessells, 2009).

https://www.unicef.org/wcaro/english/What_We_Are_Learning_
About_Protecting_Children_in_the_Community_Full_Report.pdf

Step by Step: Towards Child Safer Communities (Plan, 2014)
https://resourcecentre.savethechildren.net/node/14129/pdf/step_
by_setp_-_towards_child_safer_communities.pdf
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