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PART I: CONCEPTUAL FRAMEWORK 
This section outlines the background, rationale, key concepts, goal and objectives, guiding principles, 
and intended beneficiaries and implementers of the NICMS. 

I. Background 

There are an estimated 6.2 million Most Vulnerable Children (MVC) in Tanzania.1  This is a 
significant increase from the 2011 Projected Numbers of Most Vulnerable Children Study, which 
estimated 1.67 million children in 2010 and projected an increase to 1.81 million children in 2015. 
The significant increase is attributed largely to population growth, especially in rural areas. 
 
Through different policies, the Government of Tanzania has committed to improving and securing 
the well-being of all children and mitigating the negative impacts of HIV, poverty, orphan-hood, 
elderly-headed households, disability, child neglect, child early and forced marriage, and violence 
against children, including physical, sexual, and emotional abuse. Particularly, the following policies 
are of special interest: 
 

 The National Costed Plan of Action for Most Vulnerable Children II seeks to enhance 
the well-being of most vulnerable children by protecting their rights and preventing and/or 
reducing the incidence of risk and the impact of shocks.   

 The National Plan of Action to End Violence Against Women and Children envisions a 
Tanzania where women and children are free from all forms of violence.   

 The Community Based Health Program will expand the number of community health 
workers and directly contribute to the goal of 90-90-90 (90% of people know their status, 
90% enrolled on ART, and 90% achieving viral suppression) and will help Tanzania to achieve 
an AIDS free generation.   

 
While these national policies are critical to ensuring that MVCs and victims of violence receive the 
vital wrap-around care and support services they need, inadequate investment in coordinating the 
service providers and structures that operate under these policies has led to fragmented 
programming, weak referral networks, and sub-optimal social welfare, protection, and HIV outcomes 
for children.   

II. Rationale 

A recent national survey on Violence Against Children (VAC) in Tanzania found that nearly one in 
three girls and one in six boys reported at least one experience of sexual violence prior to age 18.  
Two-thirds of children in Tanzania suffer from two or more severe deprivations and an estimated 
one in five children is engaged in child labor.2While most vulnerable children in Tanzania live in 
families, a large number do not live with both or either parent and about 10% are orphans.3 There is 
evidence that children living in child-headed households and in households with ill adult caregivers 

                                                           
1Measure Evaluation, “Estimating the population of orphans and vulnerable children in Tanzania”, Working 
Paper prepared for USAID, February 2015.  The Government of Tanzania identifies vulnerable children through the MVC 
identification process using criteria defined in the National Costed Plan of Action for Most Vulnerable Children 2013-2017 
(NCPA II). 
2Unless otherwise noted, the statistics in this document are taken from two sources: National Bureau of 
Statistics (NBS) [Tanzania] and ICF Macro. 2011. Tanzania Demographic and Health Survey 2010. Dar es 
Salaam, Tanzania: NBS and ICF Macro; Tanzania Commission for AIDS (TACAIDS), Zanzibar AIDS 
Commission (ZAC), National Bureau of Statistics (NBS), Office of the Chief Government Statistician (OCGS), 
and ICF International 2013. Tanzania HIV/AIDS and Malaria Indicator Survey 2011-12. Dar es Salaam,  
Tanzania: TACAIDS, ZAC, NBS, OCGS, and ICF International. 
318% do not live with both parents, 16% do not live with either parent, and 10% are orphans (one or both parents dead). 
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are more likely to miss scheduled immunizations and less likely to access other child health services, 
leaving them susceptible to preventable childhood illnesses. 
 
To address these issues, the Social Welfare section and the PO-RALG, with technical support from 
the USAID/PEPFAR- funded CHSSP, have created the National Integrated Case Management System 
(NICMS). This framework aims to connect and coordinate all service providers working with 
children across the different sectors of HIV/health, protection, and social welfare. The framework 
will support the Social Welfare section and PO-RALG to develop a harmonised and standardised 
national integrated case management system that is comprehensive and complementary to 
Tanzania’s national policies and other legal frameworks. The system will strengthen the National 
Child Protection System, as well as improve efficiency and functioning of community structures by 
empowering them to triage cases at the community level, provide the services they are capable of 
and refer patients to other community and clinical structures that will need further resources. 
 
In addition, this HIV-sensitive integrated case management framework defines qualifications, training 
requirements, and sets guidelines for the types of services that can be offered by each cadre in the 
welfare sector. The framework will contribute to strengthened bi-directional referrals among service 
providers and better communication across the health-protection-social welfare continuum for 
achieving the goal of 90-90-90.  

III.  Key Concepts 

Below is a list of key concepts in relation to the NICMS: 
 
Case Management: An approach used by social welfare cadres to ensure the provision of 
appropriate and effective multi-sectoral support services for vulnerable children and families. Case 
management begins when a person or family is identified as vulnerable or is in a difficult situation 
requiring support or assistance. Effective case management can empower families to understand and 
access services by creating child and family centred care plans, with the end goal of helping families 
gain coping skills and improve resilience, autonomy, and well-being. It includes regular checks-ins to 
make sure that the care plan results in the intended effect or to evaluate the need for revisions.  
 
Integrated Case Management (ICM): An integrated case management system refers to a system, 
or combination of systems, able to effectively coordinate referrals and services across a wide range 
of government sectors, particularly protection, justice, social welfare, HIV and AIDS, health and 
education in order to achieve the best outcomes for children. Integration means that service 
providers supporting vulnerable children and families must work together to offer the range of 
services in a harmonised and holistic manner and are held accountable to the child and the family.   
 
Community Case Worker/Community Volunteer (CCW): A volunteer at the community level 
who is willing to work in his/her community and possesses the skills to identify and connect 
resources to link MVC with services for care, support and protection. CCWs are trained by 
government employees using the training package developed by the Government of Tanzania. 
 
Lead Community Case Worker (LCCW): A volunteer at the community level who is willing to 
work in his/her community and possesses the skills to identify and connect resources to link MVC 
with services for care, support and protection. They differ from CCWs in that they are trained as 
Para-Social Workers and have skills in peer supervision. LCCWs assume the coordinating role for 
information pertaining to cases and services provided to MVC and families through the case 
management system. 
 
Most Vulnerable Children (MVC): Children under the age of 18 years falling under extreme 
conditions of severe deprivation, and who are unable to meet their needs for adequate education, 
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health care, food/nutrition, shelter, HIV/AIDS care, early childhood development (ECD), and 
emotional and physical protection. 
 
Triaging:  “Case categorization and prioritization” whereby trained community case workers ensure 
that urgent cases receive immediate attention and all protection cases are referred to professional 
social workers.   

IV. Goal and Objectives of the NICMS 

Goal: To have a harmonised, standardised, and systematic framework for the care and protection of 
MVC and their families that links social welfare, health/HIV, protection, and education sectors from 
the community to the national level. 
 
Objectives:  
 

 Establish recognized standards in case management to improve provision of comprehensive 
care for MVC 

 Ensure comprehensive, equitable, and gender sensitive social welfare services are 
provided to MVC and their families 

 Strengthen and integrate existing community and facility based systems in social 
welfare, protection, health, HIV, and education 

 Contribute to HIV epidemic control by improving referral mechanisms between 
community and facility based service providers 

 Rationalize case loads for social welfare cadres by defining roles and responsibilities of 
social welfare professionals, para-professionals, and community volunteers who work 
together within established parameters 

V. Guiding Principles of the NICMS: 

The NICMS adheres to the global principles of case management. These principles mirror local 
ethical practices of child protection standards and are in conformity with ethical and practice 
standards of different professional bodies. 
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Principles of Case Management 
 
Principle What does it mean? 
Do No Harm Ensure that actions and interventions designed to support the child (and their 

family) do not expose them to further harm.  
Prioritise the Best 
Interest of the Child 

The “best interests of the child” broadly refers to the child’s well-being and 
provides the basis for all decisions and actions taken, and for the way in which 
service providers interact with children and their families. Any action/decision 
taken upon a child must be in the child’s best interest.  

Ensure Accountability Accountability refers to being responsible and taking responsibility for one's 
actions. 

Based on Sound 
Knowledge of Child 
Development & Child 
Rights 

Assessments and interventions must be made on the basis of knowledge about 
child development within their family and cultural context and of child protection. 

Child’s Right to be Heard 
and Views Taken 
Seriously 

Children have a right to be consulted and have their opinions sought and taken 
into account in decisions that affect their lives according to age, maturity and 
developmental ability.  

Provide Culturally 
Appropriate Processes 
and Services 

Case workers and agencies should recognize and respect diversity (for example 
ethnic, cultural, linguistic and religious) in the communities where they work. 

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 choice. To provide “informed consent”, 
the child must be able to understand, and take a decision regarding his own 
situation.  

Respecting 
Confidentiality & Sharing 
Information on a Need-
to-Know Basis 

Confidentiality is the mandate governing sharing information on a need-to-know 
basis. It is the process whereby information is protected from falling into the 
wrong hands and ensuring it is accessible only to those authorized to access it. 
This means that a Community Case Worker or case manager does not share 
information about a client unless is it necessary to do so, for example at a case 
review session.   

Working in a Non- 
Discriminatory Way 

Avoid treating a child differently because of their individual characteristics or 
groups he belongs to (for example, sex, age, socio-economic background, race, 
religion, ethnicity, disability, sexual orientation, gender identity or any other 
diversity).  This also means making sure women and girls are treated equally to 
men and boys.  

Act with Integrity Community Case Workers and agencies should act with integrity by not abusing 
their power or the trust of the child or the family. The case workers should work 
in collaboration with the children and families they are supporting and make sure 
their clients understand the process by providing them with good information.  
They should also listen to children and families and consider their wishes when 
undertaking the assessment and developing the care plan. 

Family-centred 
Approaches 

The case workers should look at children within the context of their families. 
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VII. Beneficiaries of the NICMS 

The NICMS was specifically designed to meet multiple needs of children and is the glue that 
connects and binds protection, welfare, and HIV service providers through coordinated referrals.  It 
is designed to serve any child in need of protection, welfare, or HIV services.  These include the 
following:  
 

 Children living in extremely poor households with significant unmet needs in terms of 
adequate education, health care, food/nutrition, shelter, HIV/AIDS services, ECD services, 
and emotional and physical protection 

 Children whose sole caregiver has a disability that severely hinders the provision of care, 
protection, and support 

 Children living in households with only an elderly caregiver (60 years and above) and with 
significant unmet needs in terms of adequate education, health care, food/nutrition, shelter, 
HIV/AIDS services ECD services, and emotional and physical protection 

 Children who are orphans with significant unmet needs in terms of adequate education, 
health care, food/nutrition, shelter, HIV/AIDS services ECD services, and emotional and 
physical protection 

 Children living in a household with a chronically sick caregiver with significant unmet needs 
in terms of adequate education, health care, food/nutrition, shelter, HIV/AIDS services ECD 
services, and emotional and physical protection 

 Children with a disability with significant unmet needs in terms of adequate education, health 
care, food/nutrition, shelter, HIV/AIDS services, ECD services, and emotional and physical 
protection 

 Children living with a chronic illness with significant unmet needs in terms of adequate 
education, health care, food/nutrition, shelter, HIV/AIDS services ECD services, and 
emotional and physical protection 

 Children living with HIV or at high risk of acquiring HIV 
 Children living in child-headed households 
 Children living or working on the streets 
 Children assessed to be at risk of, or suffering from, violence, abuse and/or neglect 
 Children assessed to be at risk of, or in conflict and contact with the law 
 Children living in institutional care 
 Children born in prison or accompanying their mothers in prison or remand prisons 
 Children involved in the worst forms of child labour (sexual exploitation, illicit activities), 

paid domestic work, victims of child trafficking, work that consistently interferes with school 
attendance. 

 Children assessed to be at immediate risk for a reason not identified above, such as 
substance abuse, children displaced due to man-made and natural disasters (i.e. earthquakes, 
fires, flooding, and conflict). 

 
Problems can be complex, and often, a child will be in need of more than one service.  For example, 
a young girl with a protection case may also need HIV testing; or a child living with HIV may need 
welfare services to help her and the family make sure she adheres to ART.  If, on the contrary, a 
child comes from a poor household, but the parents are able to feed, clothe, and educate the child, 
do no resort to violence, and care for her health, there is no reason for a community case worker 
to open a case, even if the child is on the MVC register because of poverty.   
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VIII. Key Implementers of the NICMS 

The NICMS is a tool for social welfare cadre to solve and prevent problems that threaten the well-
being of MVC and their families. The main implementers of the NICMS are the social welfare cadre 
and other collaborating partners both in public and private sectors, such as health, community 
development, education, HIV, and legal/justice.  The social welfare cadre in Tanzania include 
professionals, para-professionals, and community volunteers. The professional social welfare cadre 
includes Social Welfare Officers and Social Welfare Assistants.  The para-professional social welfare 
cadre includes Para Social Workers, while the Community Case Workers are the volunteers. 
 
The NICMS directly supports the National Women and Child Protection System. The NICMS 
stipulates the roles and responsibilities of the para-professionals and community volunteers (Para 
Social Workers and Community Case Workers) who refer protection cases to professional Social 
Welfare Officers through the National Child Protection System.  
 
The NICMS also provides guidance about how social welfare cadres at all levels (council, ward and 
village/mtaa) should work with other cadres in health, HIV, education, and justice/legal sectors. Social 
welfare cadres can refer MVC and their families to health, HIV, education, protection, and justice 
service providers.  Equally, health, HIV, education, and legal/justice service providers can refer their 
clients to social welfare cadres. This collaboration and coordination is critical to ensure integrated 
multi-sectoral service delivery.   
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PART II:  COORDINATING STRUCTURES 
FOR THE NICMS 
This section describes how the NICMS links with existing structures and national policies. Each level 
of government (i.e. national, regional and local) plays a distinctive role to facilitate the functions of 
the decentralized public administration and service provision system to maintain strong and 
functional service delivery both at facilities and community levels, as well as reporting and supportive  
supervision with their lower levels.  

I. Coordinating Structure 

At the national level, the MoHCDGEC led the development of the NICMS through the National 
Task Force. PO-RALG is responsible for managing and overseeing all aspects of social welfare 
services provided in LGAs through the Regional Secretariats (RS). The MoHCDGEC is charged with 
the role of policy development, provision of technical instructions, and oversight. PO-RALG and 
MoHCDGEC conduct periodical support supervision to selected LGAs. The day-to-day management 
rests with the department responsible for social welfare services in the region or council to where 
the services take place.  
 
The regional level is an important part of the administrative network in the country. The basic 
responsibilities of the RS include advising, coordinating and building capacity of the councils, and 
enabling the latter to carry out their responsibilities.4  Regional Social Welfare Officers provide 
oversight to the Council Social Welfare Officers on technical performance. As a technical arm, the 
Regional Health Management Team, of which the Social Welfare Unit falls under, is responsible for 
providing oversight to the Council Health Management Teams (CHMTs), of which Council Social 
Welfare Section is under it. On the technical and sector specific administrative performances, the 
CHMT (including the Council Social Welfare Unit) is the operational body at the council level that is 
responsible for health and social welfare services provision. This also encompasses District Women, 
Children Protection Teams (DWCPTs) and the committee responsible for Most Vulnerable 
Children at ward level. The Social Welfare Officers/Social Welfare Assistants or assigned officer 
(supervisor) will provide supportive supervision and overall administrative oversight for the CCWs 
and LCCWs. 
 
The CCWS, LCCWs, Home Based Care Volunteers, Community Health Workers (CHWs) and 
Community Justice Facilitators (CJF) work with the Social Welfare Officer at the community level. 
They are responsible for identifying, referring and linking MVC and their families with services and 
follow up. 
 
At all levels of government, the service providers must report to the structures directly above them 
and provide oversight and support supervision to the levels directly beneath them. 
 

                                                           
4Circular no.8 of The Permanent Secretary PMO-RALG regarding usage and submission of information to and from the 
Regional Secretariats and Local Government Authorities, July 2012 
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Figure 1: Government coordinating structures for the NICMS 

The diagram below illustrates the coordination of specific national, regional, council and community 
level structures working together toward the goal of quality service provision to MVC and families. 
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II.  National Integrated Case Management System Linkages 
with Existing National Policies and Systems 

The NICMS builds on and connects existing national policies and structures by connecting service 
providers from social welfare, child protection, and health and defining their roles and 
responsibilities in making and following up on referrals through case management.   
 
National Plan of Action to End Violence Against Women and Children (NPA-VAWC):  
This five-year plan (2017/18 – 2021/22) provides a comprehensive plan of action to address violence 
against women and children in Tanzania. The plan builds on current strategic interventions and 
activities in particular response area, which is part of eight NPA-VAWC thematic areas and 
combines previously supported systems for women and children into one unified protection system.  
 
National Child Protection (CP) System: This system has been developed and implemented in 
many types of councils in Tanzania and is incorporated into the NAP-VAWC. Although primarily 
focused on child protection, the CP system provides an entry point for identification and cross 
referral of cases from the child protection system to the NICMS for broader welfare issues, and vice 
versa, from the NICMS to the CP system for protection cases. Many of the protection risks that 
children face place them at direct and indirect risk of exposure to HIV or worsened HIV outcomes. 
These include transactional and “forced” sex or early marriage, school dropout and contact with the 
law. In order to ensure that children’s multiple vulnerabilities are addressed, these two systems must 
work in collaboration.  
 
Health System: To ensure HIV sensitivity and enhanced health outcomes, CCWs and LCCWs are 
required to work in collaboration with existing health systems. With the ambitious 90-90-90 targets, 
the integrated case management system recognizes the need to pay particular attention to HIV 
infected and affected children. Like all vulnerable population groups, MVCs with HIV struggle to 
access basic services such as health services, HIV testing and counselling (HTC) and antiretroviral 
therapy (ART), education, adequate food, as well as shelter and psychosocial support. These services 
take on increased importance for children living with HIV: effective treatment of HIV requires food 
to accompany ARVs and good nutrition; psychosocial support is needed to address issues of living 
with a chronic illness, coping with stigma and discrimination and many other related issues. Linking 
with health community providers and facilities, caseworkers will complete the loop of 
comprehensive support by providing important wraparound services, such as education, 
psychosocial guidance to enhance child protection, all of which are crucial for epidemic control. 
 
National Costed Plan of Action for Most Vulnerable Children (NCPA II 2013-2017): The 
goal of the NCPA II is to enable a multi-sectoral, government-led and community driven MVC 
response system. This constitutes a commitment to facilitate adequate MVC care, support, 
protection and access to basic social services. The integrated case management system will advance 
the objectives of the NCPA II by localizing the response at the community level and strengthen the 
skills of existing members of committees responsible to identify and coordinate services for 
vulnerable children and women. 
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PART III:  CASE MANAGEMENT PROCESS 
This section outlines the steps needed to be taken in case management, as well as the case 
management cycle.  

I. Case Management Steps 

Step Definition and Key 
Decision/Action Points 

National 
Forms 

National 
Tools 

What Happens During this 
Step 

 
Step 1: Intake 

 
Intake begins when 
someone notices a 
potential protection, 
health, or social welfare 
concern and brings it to 
the attention the CCW or 
LCCW.  Anyone can 
notice a potential concern. 
It can be the LCCW or 
the CCW, a member of 
the Women and Children 
Protection Committee, a 
neighbour, village leader, 
teacher or any concerned 
community member.  
 
Intake is the first step in 
the process of addressing 
a concern. (Annex 2 – 
Intake Form for Social 
Welfare Officers) 
 
Key questions: Should 
the CCW refer to the 
Women and Children 
Protection Committee?  
Open a case?  Or call 
the SWO?   

 
National 
MVC and 
Household 
Registration 
Form 

 
Registration 
Job Aid 
 
Protection 
Triaging Job 
Aid 
 
HIV Risk 
Triaging Job 
Aid 

 
When a concern about a child 
comes to the attention of the 
CCW, there are three possible 
courses of action:   
 
1. The CCW decides it is 
possible to resolve the concern 
immediately without opening a 
case.  He/she resolves the 
concern, fills out the National 
Registration Form, and does not 
open a case.  The CCW may 
refer the child to the Women 
and Children Protection 
Committee for further 
assistance.  
 
2. The CCW decides that 
he/she needs to open a case to 
start resolving the concern.  
He/she fills out the National 
Registration Form, opens a case, 
and proceeds to step 2 – 
assessment.   
 
3. The CCW realizes this is a 
protection issue.  He/she calls 
the Social Welfare Officer (and 
if necessary the Gender and 
Child Desk Police), The SWO 
opens a case and registers the 
child in the National Child 
Protection System.  The 
protection case is managed by 
the SWO, not the CCW.  
However, the SWO may call 
upon the CCW for assistance.   
 

 
Step 2: 
Assessment 

 
The “assessment” is the 
way that the CCW learns 
more about the situation 
of the child and the family 
so that they can develop a 
care plan. The assessment 
explores both the 
strengths/resources of the 

  
Child 
Assessment 
Job Aid 

 
The CCW conducts the 
assessment to learn more about 
the situation of the child and the 
family.  This involves talking with 
the child and the caregiver, as 
well as other individuals who 
may be involved with the family.   
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child and family, as well as 
their needs.  
 
Key questions: What are 
the strengths and 
resources of the child 
and the family?  What 
are the challenges?  

 
Step 3: 
Developing a 
care plan 

 
Developing a care plan 
that outlines the services 
and referrals the child and 
his/her family will receive.  
 
Key questions: What 
services does the child 
and the family need? 
Where are those services 
located?  How can the 
child or family access 
them?  

 
National 
Child 
Assessment 
and  Care 
Plan Form 

 
Service 
Mapping Job 
Aid5 
 
Local 
Service 
Directory6 

 
The CCW develops a care plan.   
 
After the care plan is developed, 
the CCW talks to both the child 
and the family to make sure 
they have accurate information 
and understand what is 
supposed to happen next. 

 
Step 4:  
Implementing 
the care plan 

 
The CCW implements the 
care plan. Referrals are 
managed in collaboration 
with the relevant service 
providers and community 
case workers. 
 
Key actions: Visit the 
child and family 
regularly to support 
them as needed to 
access services.   
 

 
National 
MVC 
Monthly 
Service  
Tracking 
Form 

 
Service 
Mapping Job 
Aid  
 
Local 
Service 
Directory 

 
During the implementation of 
the care plan, the CCW tries to 
make sure that the child and the 
family access all the services in 
the care plan.   
 
Implementation includes both 
services that the CCW can 
provide directly like home visits, 
psychosocial support, as well as 
referrals for other services at a 
health clinic, referral to join a 
savings group, parenting skills, 
etc. 
 
The CCW uses their service 
directory when making referrals.  
The service directory should 
always be up to date so that the 
CCW is providing accurate 
information to the family.   
 
During the implementation, the 
CCW will continue to visit the 
child and the family.  Depending 
on the level of concern, the 
CCW may visit a few times a 
week, or a few times a month.   
The CCW records their visits in 
the National Monthly Tracking 
Form.   
 

 
Step 5: 
Monitoring 

 
Monitoring and Review 
includes periodic review 

 
National 
Monthly 

 
Case 
Review 

 
CCWs meet to discuss and 
review their cases together with 

                                                           
5 This job aid is available only in Kiswahili.   
6This is a tool that is created, used, and updated by the CCWs.   
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and review of the child’s care plan 
through monthly case 
review sessions. 
 
Key questions: Is the 
situation of the child 
and their family 
improving?  
 

Summary 
Report 
Form 

Sessions the LCCW.  CCWs can help 
each other to decide if the care 
plan needs to be adjusted, or if 
additional services or actions 
are required.   
 

 
Step 6: Case 
closure 

 
Case closure happens 
when the review 
concludes that all issues of 
concern regarding the 
child’s welfare have been 
addressed or a case has 
been moved to another 
location or a child has 
passed away.   
 
Key question: Has the 
case plan goal been 
met?   

 
National 
Case 
Closure 
Form 

 
Case 
Review 
Sessions 

 
During a case review session, if 
the CCWs and LCCW feel that 
the concerns of the child and 
the family have been addressed, 
the case can be closed.   
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Figure 2: Steps in the case management cycle 

The diagram below provides a graphic overview of the six steps in the case management cycle and 
the respective forms.  Steps 4 and 5, implementation and monitoring and review are iterative, 
meaning they should be repeated continually until case closure.   
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PART IV:  STANDARD OPERATING 
PROCEDURES  
This section contains standard operating procedures (SOP) to guide the implementation of the 
NICMS through the six steps of case management.   

SOP 1: Case Categorization 

Most Vulnerable Children cases can be categorized as protection or welfare. Protection cases are 
those cases for which there is a legal violation and reporting is mandated. All protection cases must 
be reported, referred and documented within a 24-hour period to the Social Welfare Officer, 
hospital or the police (e.g. violence, abuse, neglect and exploitation). Welfare cases are serious cases 
that infringe the child’s wellbeing, though there might not be imminent danger to the child’s life or 
legal implications. An example may be a child living with HIV, neglected/abandoned and living with 
disabilities and lacking adequate psychosocial support, coping mechanism, scholastic materials, 
adequate food and nutrition, and/or a birth registration. The child may also be in conflict with the 
law. 

The nature/category of the case will determine the risk levels and timeframe needed for response. 
The table below illustrates risk levels, how risks are measured and appropriate timeframes for 
intervention. 

Level Definition Description Timeframe Examples 
 
High risk* 

 
Child is in life-
threatening danger 
or in danger of 
suffering serious 
harm to the extent 
that his development 
and wellbeing is likely 
to be affected unless 
urgent steps are 
taken.  
 

 
Child needs urgent 
medical or legal 
attention, is likely to 
be seriously harmed 
or injured, subjected 
to immediate and on-
going sexual abuse,  be 
permanently disabled, 
trafficked or will die if 
left in his present 
circumstances without 
protective 
interventions. 

 
Interventions should 
take place 
immediately, ideally 
before leaving the 
child. Report 
immediately to 
CSWO, police and 
nearby health facility, 
Ward Executive 
Office (WEO) or call 
National Child Help 
Line (116). 

 
 Child marriages 
 Sexual abuse 
 Physical abuse 
 HIV+ child 

defaulted on 
medication and 
very ill  

 Children living 
outside the 
family 
environment  

 FGM/C 
 Poor 

adherence to 
ART 

 Child labour 
 

Medium risk* A child is likely to be 
or is suffering some 
degree of harm 
without an effective 
protective 
intervention plan. 

Intervention is 
warranted. However, 
there is no evidence 
that the child is at risk 
of imminent serious 
injury or death. 

Report within 24 
hours and services 
should be provided 
within 72 hours. 

 Neglect that 
will interfere 
with 
development if 
not attended 
to but not life 
threatening 

 Emotional 
abuse 

 Chronic 
illness, 
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developmental 
delays or 
disabilities not 
being properly 
attended to 

 
Low risk  The child is not 

currently suffering 
harm, or if this is 
occurring, its impact 
is minimal, although 
there are indications 
that without 
appropriate care and 
support the child will 
suffer. 

The home is safe for 
children. However, 
there are concerns 
about the possibilities 
for a child to be at risk 
if services are not 
provided to prevent 
the need for 
protective 
intervention. 

Interventions should 
commence within 14 
days. 

 Out of school  
 Lack of Birth 

registration  
 Excessive 

household 
chores 
interfering 
with 
developmental
- appropriate 
activities  

 Need for 
school fees, 
school 
uniforms  

 Need for 
routine health 
care  

*All protection cases should be treated as high or medium risk, depending on the immediate risk posed to the child. If 
the child is at risk of further immediate harm, the high-risk guidelines should be followed.  

Regardless if the case is a protection or welfare case, or if it is high, medium or low risk, it is the 
responsibility of every child protection and social welfare invididual to ensure that no child is 
needlessly exposed to the risk of acquiring HIV, and that no child living with HIV is denied his right 
to HIV testing, treatment, care and the support necessary to live a full and healthy life.   

SOP 2:  Opening a Case – When and How 

The CCW must complete a MVC and Household Registration Form (Annex I). Completion of this 
form helps the CCW determine whether to open a case immediately or not to open a case, and 
enrols a child in the NICMS. This form, documents decisions made based on initial screening as to 
whether or not a case needs to be opened. Cases must be referred to the Community Social 
Welfare Officer (CSWO) for immediate response in the event of protection cases, or to other 
service providers for welfare cases.  

SOP 3:  Using an Assessment Tool to Develop a Care Plan – 
When and How 

CCWs should use the CCW assessment tool to inform the development of the care plan.  The 
CCWs assessment tool was designed to be simple and streamlined for use by CCWs. 

Assessment Process 

The assessment of a child is comprehensive and family-centred and should use the national 
assessment tools included in annexes. The assessment collects information about the child and her 
family in order to get a full picture of her life circumstances and all welfare, health, education and 
protection issues so that the CCW can develop an appropriate care plan. The assessment gathers 
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information about the basic needs of the child, as well as her strengths, across eight domains–
families, survival, general health, development, social history, behaviour, education and aspirations. A 
comprehensive assessment entails asking questions to understand all of these domains, regardless of 
the presenting problem or obvious area of concern.  

The assessment looks at the family’s relationships and how well the child’s family (parents and 
extended family or other recognized primary caregivers) can look after her. The assessment should 
gather information from as many relevant people/sources as possible including the child, family 
members, involved neighbours, community leaders, influential leaders, religious leaders and other 
agencies such as education and health as deemed appropriate based on the situation of the child, 
family and primary concern (Annex 3 – Child Assessment and Care Plan Form for Community Case 
Workers). 

By utilizing a thorough assessment, the needs and strengths of the child and family are identified and 
CCWs are able to prioritize concerns that need to be addressed in the care. The issues needing 
attention may or may not be directly related to the presenting or primary problem.  

Developing a Care Plan 

The care plan defines what action will be taken in order to address all areas of concern. It clearly 
states: 

 What 
 Who  
 How  
 When  

 

Developing a comprehensive care plan requires taking a multi-sectoral view of issues and involving all 
appropriate parties in the provision of care to make sure the child’s needs are met and that optimal 
health, wellbeing and development are supported (Annex 4 – Assessment Form for Social Welfare 
Officer). 

SOP 4:  Making Referrals – When and How 

Implementation of the care plan will include direct service provision as well as strategic referrals to 
other service providers to link the child to all the services they require. These referrals can take 
place at any point in the case management process, but must be relevant to the needs of the child 
and family as identified in the assessment and detailed in the care plan.  

Referrals and linkages between service providers are the cornerstone to case management as they 
enable multi-sectoral and comprehensive care.  Referrals must be made with the child and family’s 
knowledge and consent. It is the responsibility of the case worker to follow-up and make sure that 
the care plan is being implemented and that referrals result in service provision for the child. All 
contact with the child and family must be recorded on the monthly service delivery tracking form 
(Annex 7). 

If the developed care plan is being implemented but the child’s condition or situation is not changing 
in ways that are expected, a case conference should be called. This conference provides an 
opportunity for all involved parties, along with the caregiver and child, to come together and discuss 
the relevant issues, care being provided, barriers to improvement and different or additional care 
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that is needed. This may not be done at the time of a care plan scheduled review, but rather, is 
instituted in response to the child’s or family’s needs.  

Figure 3: Process of care in the NICMS from referral to case closure 
The diagram below shows the process of care of the NICMS from start to end. 
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Figure 4: Referral Linkage Pathways 

The figure below shows all of the referral pathways.  

 

A referral is made when a child’s need is not adequately addressed by service providers already 
involved with the child. Referral, therefore, link children and families to appropriate service 
providers and must be made with the consent of the child or caregiver, except when serious 
protection issues are identified. In serious protection cases, it may be necessary to override the 
wishes of caregiver or child if they are resistant to care that is in the best interest of the child. 
Depending on the nature and severity of the case, the child's needs will either be addressed at the 
community level, such as the dispensary or school, and/or referred to other service providers such 
as the CSWO, health centre, NGOs, or CSOs operating in the locality that offers services in line 
with the needs identified on the care plan. Women and Children Protection Committee members 
should identify referral focal persons at health facilities and other organizations to facilitate the 
referral process.  

It is the responsibility of the CCW, or other professional (SWO) coordinating the case to ensure 
that:  

 A service provider is identified for all needed interventions identified on the care plan.  
 A referral form is completed to make the connection between the child and family and the 

service provider. 
 The referral form is received and accepted by the service providers the child is being 

referred to. 
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 Information is received regarding the outcome of the appointment, meeting, or intervention 
and the plan is made between that provider and the child/family if intervention is on-going. 
The CCW should make sure that this happens. 
 

Referral pathways include formal referrals between the government structures within the Social 
Welfare section, (between the CSWO and the Women and Children Protection Committee) and 
those that are between the government structures and implementing partners (between the 
Women and Children Protection Committee and NGOs). All serious child protection case referrals 
should be centrally handled by the CSWO (central case manager).  The CSWO will coordinate all 
services provided by the Women and Children Protection Committee and specialist agencies if more 
follow-up is needed for statutory issues. 

A referral form (Annex 5 – Referral Form for Community Case Workers) should always have a 
mechanism like a tear off slip or duplicate copy, which enables both the referrer and the recipient of 
the referral to maintain a copy of the original referral, and to communicate receipt and acceptance 
of the referral.  

Follow-up  

When a referral is made to a service provider, it is essential that there is follow-up and feedback. 
The respective responsibilities of the CCW and the care provider are as follows:  

 The CCW follows up to be sure that the service provider acts on the referral and meets 
with the child or family 

 The service provider receiving the referral not only acts on the referral, but gives feedback 
to the CCW about the action taken with the referral and the plan for moving forward 
 

Both of these steps are important to ensure well-coordinated care to the child in need. Regardless 
of the method by which the feedback is given, whether verbal or written, it must be documented in 
the case record. It is the CCWs responsibility to ensure that the referral feedback loop is completed 
for all referrals made.  

SOP 5:  Service Mapping for Case Management  

The SWOs at the council level and ward level should facilitate service mapping. Service mapping 
serves the purpose of compiling a directory of resources and service providers available to address 
the range of needs faced by MVC. The service mapping exercise identifies the informal and formal 
community resources or structures that can support child protection and welfare services.  

Service mapping should be conducted at the village/mtaa level and compiled at the ward level, where 
the ward service mapping should also be added. Service mapping is a basic process of listing name, 
contact information and description of services offered by all providers in a community. After 
community level services have been added, the directory can be moved up to the council level for 
additions of council level resources and compiled into a centralized directory to enable ease of 
access to resources.  

Despite the background of the multifaceted challenges faced by children, the community remains a 
crucial source of potential support since it includes friends, neighbours, traditional leaders, elders, 
teachers, youth groups and religious leaders who can provide care to children. It is critical that these 
informal sources of support are drawn on in the provision of services.  
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SOP 6:  Case Review Sessions  

Case Review 

The review is a process of checking that the child’s care plan is on track and is meeting the child’s 
needs. It provides an opportunity to reflect on how the implementation of the plan is progressing, to 
consider (together with the assessment) whether the plan remains relevant; and if not, to make the 
necessary adjustments to the plan which should be documented in the care plan. The nature of the 
case should determine the frequency of the case review, but at a minimum, a formal review should 
be conducted every six months.  

Village/Mtaa Monthly Case Review Sessions 

The monthly case review session is an important part of implementing a care plan. The monthly case 
review session is coordinated by the LCCW and brings together involved stakeholders to consult on 
and discuss the details of a case and make decisions on actions that need to be taken to safeguard 
the welfare and protection of a child.  It is also an opportunity for the CCW to get supportive 
supervision and input from peers and LCCWs on complicated cases or difficult decisions. A child’s 
case should be discussed at a monthly case review session when first enrolled in the NICMS and 
when needs are complex and/or there are multiple providers with potentially valuable input into the 
development of the care plan, or multiple needs that may benefit from involvement by multiple 
stakeholders in the care plan. Depending on local resources and availability, the monthly case review 
session can take place at the local health facility (dispensary or health clinic), the office of the 
Village/Mtaa Executive Officer, or other community structures.   

Regardless of the location of the monthly case review session, it is important that the local health 
facility designates a clinical HIV focal person to participate in the meetings to facilitate bi-directional 
referrals between the community based cadres and facility based cadres.  The regular and active 
participation of the clinical HIV focal person has the following benefits:     

 Community case workers who referred clients for HIV testing and counselling through the 
HIV testing screening tool can follow up with HIV service providers to ensure their clients 
access HIV services. 

 HIV service providers can refer their clients to Community Case Workers for wrap around 
social services. 

 Community Case Workers are able to identify and enrol HIV clients who were previously 
lost to follow up. 

 Provides a regular forum for community and facility based health/HIV providers to share 
information about cases and ensure referral completion. 

 Community Case Workers, Community Health Workers, and facility-based health/HIV 
providers work together as a team to ensure referral completion and identify and re-enrol 
clients who were previously lost to follow-up. 

 Facilitates referrals made from community to schools, other organizations and service 
providers and from schools, organization/service providers to the community, originating 
wherever and whenever a concern is identified. 

 Removal of barriers that prevent sharing information between social services and health 
providers to ensure comprehensive wrap around care. 

 Structured relationship building and information sharing through regular meetings. 
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 A system for structured follow-up on all referrals to ensure completion of the referral 
process. 

Ward Level Case Review Sessions 

On the ward level a multi-stakeholder meeting is held monthly for the purpose of discussing each of 
the complex cases that have been identified in the communities that need further assistance. These 
ward level case review sessions are convened by the WSWO/SWA and include stakeholders who 
are involved in child welfare and protection, including police, health providers, LCCWs and other 
relevant stakeholders. Summaries of cases identified at the village level case conference as needing 
multi-sectoral input are brought by the LCCWs from village/mtaa and are presented for discussion, 
recommendations and plans for action, including referrals and actions to be taken by any of the 
stakeholders. 

Participants at the case conference are there on an invitational basis and agree to uphold the 
principle of confidentiality. The WSWO/SWA reports cases discussed to the CSWO. Additionally, 
recommendations and plans for a case that are made at the case conference are brought back to the 
village level by the LCCW and discussed with the CCW, family and other involved parties, such as a 
health worker at the local health facility.  It is the CCW’s responsibility to ensure that the new plans 
are carried out. Activities that were agreed upon by any of the stakeholders can be reviewed at the 
following month’s conference.   

In the event of concerns over a child or circumstances that warrant attention by a multi-stakeholder 
group sooner than the next scheduled monthly meeting, a special meeting can be convened.   

The ward level case review sessions should be held at either the Ward Executive Offices, local 
health facility, or other community structures.  A clinical HIV focal person from the ward level health 
facility should be designated to attend.   

SOP 7:  Confidentiality  

CCWs ask many questions and gather information on the situation of a child or a family so that they 
can help them to solve their problems.  CCWs should always respect confidentiality.  This means 
that a community case worker or case manager does not share information about a client unless is it 
necessary to do so, for example at a case review session.   

Confidentiality is very important when CCWs are working with cases of sexual abuse, HIV positive 
children, or if a caregiver is HIV positive.  CCWs will be required to sign the confidentiality code of 
conduct form. 

SOP 8:  Community-Facility-School Linkages 

Under the NICMS, CCWs will establish relationships with specific key institutions or organizations 
such as health facilities, CSOs and schools. Having individual CCWs connecting with dispensaries, 
schools and other specific organizations promotes relationship building that will enhance their role 
as a community resource and establishes them as the person to whom to refer children or to 
contact for concerns about potential vulnerability that needs to be investigated. Specifically, a CCW 
should be linked with the local dispensary to ensure relationship building and referrals from the 
dispensary to the village/mtaa Women and Children Protection Committee for assessment and 
potential enrolment in the case management system of any MVC diagnosed with HIV.  
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SOP 9:  Case Transfer – When and How 

There are times when a child’s needs are best served by transferring the case to another office or 
organization. If it happens that the child originate from another locality and the assessment results 
indicate that the best interest of the child will be met easy  if the case will be transferred to the 
original place where the child comes from, that means the particular case will be transferred. In this 
case, it means that the responsibility of the case, including the documentation, is moved to the other 
agency. The transfer should be: 

 Discussed and agreed upon between the case management team, the child, and the family. 
 Clearly documented in the case file. 
 Coordinated between the lead organization terminating care and the one picking up the 

case. This coordination includes discussion with the new organization and handover of all 
relevant information from the case file to ensure smooth transfer of care. 

 When the transfer has been made, the case is closed within the NICMS, though services to 
the child will continue. 

SOP 10:  Case Closure – When and How 

Case Closure (Termination) 

A case is closed at the point at which work with the child ends. The reason for ending can be due to 
the following: 

 The care plan has been completed when the child’s needs have been met, problems have 
been resolved and the child and family no longer require support; or services to address 
ongoing issues identified on the care plan are in place 

 Child moves out of the area and cannot be located despite significant efforts 
 Child becomes 18 years old (the case is closed unless there are good reasons to remain 

involved, such as additional vulnerabilities). When the case is being terminated due to age, an 
exit plan that includes transferring the adolescent to adult services should be in place, with 
the understanding and agreement of the individual. 

 Child dies 
 
The decision to close the case must be recorded in the care plan, including the reasons and the 
person who authorized case closure. In cases other than those where the child is no longer present, 
the decision to close the case should be made in collaboration with the child, and approved by the 
WSWO/SWA (Annex 8 - Case Closure Form). 

SOP 11:  Documentation, Record Keeping, and Reporting  

The success of a case management system is highly dependent on the accuracy and depth of 
information collected about the client at each stage of the case management process. The NICMS 
will interface with the MIS of the government, feeding data into the national system. 

For every child, an official case file will be opened using a file with a clearly marked case number. 
Each file should detail the client’s case from their initial assessment to the present date. Case files 
should be kept at the village level under the custody of the Village Executive Officer, locked up and 
in good condition at all times. The exception is when a case involves a protection offence and is 
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being handled at the council level. In this circumstance, the file is kept at the council level. When a 
protection case being handled at the council level is simultaneously referred back to the community, 
a temporary file can be opened using the same file and case number. When the protection case is 
closed, the records can be merged and kept at the village level where care is active and ongoing.  

Reporting 

The flow of information about cases being served is essential to the function of the case management 
system. This information is captured, analysed and synthesised at each level of the system. At the 
village level, with support from the LCCW, the CCW prepares a monthly report on the cases for 
which they are providing care. The LCCW collects all reports from CCWs, compiles and submits 
them to their supervisor at the ward level who will, in turn, compile these and send them to the 
CSWO. The CSWO will then compile reports from all WSWOs in their jurisdiction and send the 
compiled report to the RSWO. Finally, after review of the reports, the RSWO submits the final 
report to PO-RALG and a copy to the technical ministry (Social Welfare section) and implementing 
partners.  

SOP 12:  Guidelines for Recruiting CCWs and LCCWs  

CCWs and LCCWs are recruited from the community. They are chosen for their involvement and 
commitment to children. It is important that the NICMS, specifically the ward level supervisor, keeps 
a file on each CCW/LCCW that documents their vetting and appropriateness for their position. The 
file should include:  

 Police clearance documenting that there has been no past evidence of the CCW/LCCW 
posing any danger to children. 

 Documentation of completion of the CCW/LCCW training. 
 Ongoing documentation of regular involvement of the CCW/LCCW in peer supervision 

groups. This documentation should attest to the CCW/LCCW’s attendance, performance 
on cases and reliability regarding monthly reporting. 

SOP 13:  Working Tools for CCWs and LCCWs 

LCCWs and CCWs along with other members of the village/mtaa Women and Children Protection 
Committee are volunteers and receive no monetary incentives. Each will be equipped with relevant 
forms and items that assist in their work. These include a name badges, hats or T- shirts. 

SOP 14:  Recommended Case Load for CCWs 

As the community volunteer extension arm of the Social Welfare section, CCWs increase the reach 
of the Social Welfare section to MVC in a village/mtaa and reduce the workload of the SWO/SWA 
and CSWO by managing non-protection or none emergency cases within the community. The 
maximum case load of a CCW is 20 MVC at any given time. While time required of a CCW/LCCW 
will vary depending on the nature of the cases they are serving, the commitment is estimated to be 
approximately 8 hours per week. Number of CCWs to be trained will be determined using the ratio 
of 1 CCW to 20 MVC, and estimating the number of MVCs likely to need services depending on the 
issues and challenges of a community. 
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PART V:  ROLES AND RESPONSIBILITIES 
OF GOVERNMENT AND KEY 
STAKEHOLDERS  
This section describes the roles and responsibilities of the government and key stakeholders in the 
implementation of the NICMS.  The NICMS is intended to benefit MVC and their families. 

I. Village/Mtaa Level 

Community Case Workers (CCWs) 

The Community Case Workers are the frontline community workers within the framework. Their 
roles include but are not limited to: 

 Identifying child welfare and protection cases using community-based platforms. 
 Conducting intake screening for children and families for whom there is reason for concern. 
 Reporting all cases of suspected abuse and any other protection offence immediately to the 

CSWO and/or the police in the event of emergency or if the CSWO is not readily available  
 Reporting cases to LCCW. 
 Conducting assessment, developing a care plan in collaboration with the child and family, 

making and following-up on referrals, providing support, monitoring progress, closing cases 
when appropriate. 

 Supporting vulnerable children and families to access basic services. 
 Coordinating and communicating information between providers across sectors. 
 Keeping records of children and families enrolled in case management. 
 Advocating for the children’s welfare and protection matters to the community. 
 Preparing the implementation report and submitting to the LCCW monthly. 
 Referring and linking cases to other relevant authorities/institutions for further 

interventions. 
 Mapping resources at their localities. 

Lead Community Case Worker (LCCW)  

Lead Community Case Workers are volunteers at the community level who are willing to do 
voluntary work in their communities, and are able to identify and connect with resources that can 
link MVC with needed services for care, support and protection. LCCWs perform all above 
mentioned responsibilities of the CCW, but the LCCW assumes the coordinating role of the 
CCWs. Additional responsibilities include:   

 Ensuring that all identified cases are screened for intake and appropriately reported to the 
CSWO/police if a protection offense is suspected. If a protection offense is not suspected 
and the case can be handled at the community level, the LCCW ensures that the case is 
assigned to a CCW to meet the child’s for welfare and health needs. 

 Facilitating monthly peer to peer supervision groups with CCWs. 
 Ensuring care plans are being implemented, including completion of referrals. 
 Compiling and reporting all case information from CCWs to the WSWO/SWA on a 

monthly basis. 
 Reporting all concerns regarding cases and the functioning of CCWs to the ward supervisor. 
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Village/Mtaa Women and Children Protection Committees 

The Women and Children Protection Committee is the committee comprised of the 
community members with different potentials who can provide case management services in the 
village/mtaa. As such, this committee serves as the central place for community response to the 
needs of women, MVC and their families in the community. Besides responsibilities of the committee 
members, additional protection responsibilities include:  

 Coordinating, supporting, monitoring and ensuring implementation of all activities related to 
case management in the community. 

 Providing referrals of the child protection issues to the relevant Child Protection and 
Welfare structures. 

 Conducting village/mtaa level awareness-raising and advocacy concerning child rights, stigma 
reduction and resource mobilization. 

 Providing a link to other statutory committees and implementing partners. 
 Serving as the entry point for any implementing partner working with women, MVC and 

families within the village/mtaa. 
 Play a vital role of ensuring that MVC issues are included within the village plans. 

Health Facilities and Health Professionals (Village, Ward and Council levels) 

Clinics/health centre: 

 Screen children with social and health issues and refer them to relevant services including 
provision of Post Exposure Prophylaxis (PEP) as required. 

 Enrol children who are HIV positive into medication/ART. 
 Refer children for adherence support. 
 Address lost-to-follow up issues for MVCs who are HIV positive. 

 
Health care workers/volunteers in a community are involved with children and families and can 
provide both information and services. The roles of medical and mental health providers in child 
protection and welfare services include: 

 Providing free emergency medical treatment and services for survivors/victims of abuse. 
 Providing emergency treatment and referring the abused survivors to the Police Gender and 

Children Desk and to Social Welfare Officer as necessary. 
 Screening and assessing children visiting healthcare facilities, including emergency, as well as 

routine visits, for signs of harm caused by violence. 
 Notify CSWO of the presence of abandoned children within their facilities. 
 Providing medical and psychological treatment of abused children. 
 Providing medical, social and psychological perspective in assessment and care planning. 
 Providing medical examination reports for abuse cases and if required present it to court. 
 Putting in place a plan/mechanism for health exemptions for MVC. 
 Collecting data/information on VAC and GBV cases and disseminate the same to various 

stakeholders. 
 Helping parents/caregivers to support HIV+ children to adhere to treatment and their own 

treatment, if HIV positive. 
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Implementing partners 

These are NGOs, CBOs, FBOs which are working with the government. Their major roles and 
responsibilities will include, but not limited to resource mobilization and service provision. 

II. Ward Level 

Supervisors for LCCW/CCWs (Social Welfare Officer/Assistant Welfare 
Officers/Assigned Officers) 

These are normally government employees at ward level (Ward Social Welfare Officer, Social 
Welfare Assistant). If there are no SWOs or SWAs in a ward, other extension officers can be 
trained as supervisors. A CCW's supervisor manages a group of caseworkers from the village/mtaa. 
The supervisors are trained to provide supportive supervision and overall administrative oversight 
for the case workers. 

Supervisors at ward level are the direct link between the community and council Social Welfare 
Officer. The specific roles and responsibilities include: 

 Providing direct support and mentorship to LCCWs in the villages, and support to the 
CCWs through the LCCW. 

 Receiving referrals from the community level and referring to other service providers. 
 Coordinating service providers at ward level. 
 Conducting monitoring and evaluation for community case worker activities. 
 Compiling and presenting the summary sheet of cases at monthly child welfare and 

protection meetings. 
 Producing and sending monthly case management reports to the Council Social Welfare 

Officer. 
 Coordinating resource mobilization at ward level to support MVC. 

 

Ward Women and Children Protection Committees 

The overall roles and responsibilities of the committee will include but are not limited to the 
following: 

 Coordinating, supporting, monitoring and ensuring implementation of activities related to 
provision of care, support and protection of children at ward level. 

 Providing a forum for engagement and information sharing from the village/mtaa Women 
and Children Protection Committees. 

 Supervising and guiding the Women and Children Protection Committees in their ward.   
 Disseminating and coordination of information between the Council Women and Children 

Protection Committeesand the Mtaa/Village Women and Children Protection Committees. 
 To monitor and evaluate implementation of NPA – VAWC at ward levels. 
 To identify and compile list of CSOs/CBOs, FBOs and other key stakeholders supporting 

VAWC interventions. 
 To develop and implement VAWC interventions in villages. 
 To ensure VAWC interventions are integrated into village/mtaa development plans. 
 To raise the profile of VAWC within the ward and village leadership and other key 

stakeholders through advocacy and regular reporting. 
 To facilitate effective collaboration between all partners responsible for VAWC in the ward 
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 To mobilize resources to support VAWC activities. 
 To report on NPA - VAWC   progress to District Executive Director in a timely manner. 
 Provide joint supervision on VAWC at ward level. 
 Conducting ward level awareness-raising and advocacy concerning child rights, stigma 

reduction, and resource mobilization. 
 Providing a link to other key committees and institutions such as the Ward Multi-Sectoral 

AIDS committee (WMAC), Ward Development Committee (WDC) and WVAWC 
Protection Committee/ Most Vulnerable Children Committee. 

 

Child and Gender Police Desk 

This is the unit within the Police Force that addresses violence against women and children and 
particularly sexual offences and domestic violence. Police officers have a special mandate in child 
protection. This is clearly stipulated under the Law of the Child Act No. 21 of 2009, Section 94, Sub 
Sections 6 and 7. This unit exists in all police stations and is staffed by officers who are specifically 
trained to deal with cases of child protection. The child and gender police desk is responsible for: 

 Receiving complaints from the community, children themselves, parents/guardians and any 
other institution regarding any child abuse case/violence. 

 Investigating all allegations of abuse or criminal violation of children’s rights. 
 Arresting offenders where there is adequate evidence that a child has been harmed or 

seriously threatened. 
 Documenting and compiling information and making necessary referrals. 
 Assisting victims with accessing medical examination and treatment. 
 Protecting the child or other witnesses against manipulation or pressure to alter their 

statements or accusations. 
 Protecting the victim or other witnesses from those who may intend to destroy the 

evidence take revenge. 
 Communicating with Council Social Welfare Officer to ensure the child has maximum 

welfare and protection support. 
 Removing the child to a place of safety if deemed necessary. 

III.  Council Level 

Council Executive Officer 

The Council Executive Officer oversees implementation of all activities on the district level and 
channels the information to the Regional Administrative Secretary. 

Council Social Welfare Officer 

In the case management system, the Council Social Welfare Officer has the statutory responsibility 
for the protection and safeguarding of children. This is clearly stipulated by the Law of the Child 
Act No.21 of 2009 Part III, Section 20, Sub Section A- D on duties of a Social Welfare on 
Care and Protection of a Child. This is done through the provision of a wide range of services for 
children, adults and families. 

The roles of the Social Welfare Officer within the NICMS include, but are not limited to: 
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 Serving as the government arm with the overall statutory mandate for child welfare and 
safeguarding. 

 Conducting social investigation and intervening in cases of alleged abuse. 
 Referring protection cases back to CCWs care in the community as needed and as deemed 

appropriate during or after protection issues are addressed. 
 Providing direct services to children and families in complex or high-risk cases that cannot 

be adequately handled at community level. 
 Coordinating all case management processes and actors at all levels. 
 Providing oversight, guidance and review of case management practices: cases, care plans, 

referrals, case reviews. 
 Providing technical backstopping for all case management actors. 
 Ensuring that caseworkers maintain the necessary support for children and families 

throughout the duration of the case. 
 Collecting case management data/information, analyse and share and disseminate to different 

stakeholders. 
 Advocating for case management interventions and resource mobilizations from the 

Government, IPs and Private Sector. 

Council Women and Children Protection Committees 

The MoHCDGEC works in partnership with all government ministries, departments and agencies, 
and implementing partners that are involved in child protection and welfare interventions. 
Representatives of some of these agencies are required to be part of the District Child Protection 
team. These are multi-sectoral and multi-stakeholder structures put in place at national and LGA 
levels to coordinate implementation of child protection and safeguard interventions by various 
players at each level. Their roles and responsibilities include: 

 Ensuring all District Council Departments plan and budget for the identified MVC. 
 In collaboration with implementing partners, advocating for child welfare and protection 

amongst MVC stakeholders in the council. 
 Ensuring capacity building for committees responsible for Most Vulnerable Children at ward 

level. 
 Monitoring and evaluation of all MVC activities within the district including identification of 

implementation gaps (this will be done in collaboration with IPs). 
 Building the capacity of Women and Children Protection Committee to advocate for care, 

support and protection from communities through children councils. 
 Ensuring and overseeing the implementation of the developed MVC action plans. 
 Conducting supportive supervision to Women and Children Protection Committee at ward 

and village/mtaa level. 
 

The LCA Section 16, A to Q, states categories of children who are in need of care and protection. 
Any child who falls under these categories is identified as a Most Vulnerable Child. Therefore, it is 
important to have this structure at the council level which will be coordinating welfare and 
protection issues for MVC. 

The broader functions as per the LCA child protection regulations 2015 are: 

 Monitoring case management at district level. 
 Coordinating responses to child protection concerns at district level. 
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 Meeting on quarterly basis and regularly to holding case conferences in child protection. 
 Following up on the cases on a regular basis in their areas of jurisdiction. 

IV. Regional Level 

Regional Administrative Secretary (RAS) receives reports from all sections in the region and 
channels them to the President’s Office and oversees implementation of all activities in the region. 

Regional Social Welfare Officer (RSWO) advises, coordinates and conducts monitoring and 
supportive supervision, as well as facilitates social welfare issues at the regional level. In instances of 
case management their roles include, but are not limited to coordinating cases and the data base of 
all councils in the region. 

PO-RALG is responsible for coordinating and overseeing the implementation of laws, policies, 
guidelines, and national plans of action pertaining to social welfare services at the regional and 
council level while also providing supportive supervision. 

Local Government Authority Level Committee 

The coordination of NPA – VAWC at local levels is key factor for effective implementation of NPA 
– VAWC. The PO – RALG will be responsible for coordination of all issues related to NPA – 
VAWC at regional, council, ward and village/mtaa level. 

PO-RALG will perform the following roles: 

 Strengthen the reporting and communication mechanism at local level. 
 Submit consolidated reports of LGAs on NPA VAWC implementation to the National 

Steering Protection Committee (NSPC) and National Technical Protection Committee 
(NTPC). 

 Ensure all implementing partners at LGAs are integrating VAWC interventions into their 
plans and budget. 

 Liaise with development partners on resources mobilization and utilization. 
 Convene stakeholders’ council forum biannually to provide feedback on NPA – VAWC 

implementation. 
 Conduct joint monitoring and evaluation visits at LGAs Level. 
 Attend NPA-VAWC annual consultative meetings. 

V. National level  

The MoHCDGEC is responsible for making and disseminating laws, policies, guidelines, and national 
plans of action pertaining to social welfare services, and providing technical oversight. 

National Committees 

National Women and Children Protection Steering Committee (NWCPSC) 

At national level, the NWCPSC will provide overall policy guidance and coordination of the NPA – 
VAWC and other welfare concerns. There is also the National Women and Children Protection 
Technical Committee (NWCPTC), Thematic Working Groups (TWGs) and NPA – VAWC 
Secretariat.  
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Each level has its roles and functions within the structure. The broader functions are: 

 Identifying and providing child welfare and protection concerns at all levels. 
 Coordinating responses and monitoring child welfare and protection concerns. 
 Lobbying and advocating with local government authorities, institutions, the private sector 

and development partners (DPs) to prioritize commitment of resources to child welfare and 
protection activities and ensure close collaboration among stakeholders. 

 Meeting regularly to discuss child welfare and protection issues. 
 Developing, reviewing, disseminating and monitoring implementation of policies, guidelines, 

strategies, regulations and laws. 
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PART VI:  QUALIFICATIONS, STANDARD 
TRAINING REQUIREMENTS  
The frontline workers of the NICMS are trained community volunteers who work on a voluntary 
basis and who are formally linked with professional cadres such Social Welfare Assistants and Social 
Welfare Officers. In order to do their jobs effectively, CCWs must be provided with adequate 
training and technical support. The table below describes the training and qualifications required of 
the various social work actors in the NICMS: 

Volunteer 
Categories 

Required Qualifications  
(pre-service) 

Training  
(induction or in-service) 

Responsible Group 

 
Community Case 
Workers 

Basic literacy and 
numeracy; 
Must be a resident of that 
particular community; 
Must be vetted by local 
authorities 

5-day CCW  Training  
 

Additional mini-modules 
delivered by SWO/SWA 
through supportive 
supervision  

MoHCDGEC/PO-
RALG 

 
 
 

Para-Social Workers 
(Lead Community 
Case Workers)  

Form 4 Leaving Certificate; 
Must be a resident of the 
community; 
Must be vetted by local 
authorities 

10-Day LCCW Training   
 
 

ISW 

Para-Social Worker/ 
LCCW Supervisors 

See: Social Welfare Officer, 
Social Welfare Assistant 

10-day LCCW training; 
(ISW) 
4-day LCCW supervision 
training (ISW); 
5-day CCW case 
management training  

MoHCDGEC/PO-
RALG   

 

Social Welfare 
Assistants 

Social Welfare Assistant 
Certificate from ISW 

 

One year training on social 
work  

ISW 

Social Welfare 
Officers 

Diploma or University 
Degree 

10-day child protection 
training: 5 on general child 
protection and 5 days on 
the Law of the Child Act 
and Regulations.  

MoHCDGEC/PO-
RALG   

 

 

The training modules listed above are national training materials that cover the core competencies 
needed to manage Most Vulnerable Children cases at each level.   

The case management training received by all volunteers and supervisors provides basic coverage of 
concepts needed for assessing and working with MVC, with specific attention to HIV-sensitive case 
management. Included in the training are the structures, functions, and requirements of the NICMS, 
as well as material on child development, the effects of neglect and abuse, HIV, and basic child and 
family assessment and counselling skills. It also includes, ongoing education to promote skills 
development provided through follow-up trainings and technical support. 
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PART VII: SUPPORTIVE SUPERVISION   
Supportive supervision in the NICMS is designed to ensure quality service delivery through providing 
a formal system of support from the national level down to the community case worker, through 
monitoring performance and ensuring adherence to set care standards. The broad functions of 
supervision are the following;  

 To promote provision of quality of care. 
 To enhance the development of knowledge and skills on case management. 
 To provide a platform for sharing of CCWs’ experiences and concerns. 
 To assess and improve community case worker performance. 

I.Village/Mtaa Level  

The LCCWs provide supportive supervision to CCWs on the monthly basis. The monthly 
village/mtaa level supportive supervision meetings will include discussion of systems challenges in the 
provision of care within the NICMS as well as discussion of outstanding complex cases. 
Furthermore, joint supportive supervision at the village/mtaa level will be conducted by the members 
of the Women and Children Protection Committee on monthly basis. 

II. Ward Level  

On a monthly basis, WSWO/SWA provides supportive supervision to the LCCWs and CCWs. The 
monthly ward level supportive supervision meetings will include discussion of systems challenges in 
the provision of care within the NICMS as well as discussion of outstanding complex cases that are 
posing management challenges. Furthermore, joint supportive supervision at the village/mtaa level 
will be conducted by the members of the ward Women and Children Protection Committee on 
quarterly basis. 

III.  Council Level  

On a quarterly basis, CSWOs provide supportive supervision to the WSWO, SWA, or any other 
assigned officer functioning in a supervisory role with ward level supervisors of LCCWs and CCWs. 
The monthly council level supportive supervision meetings will include discussion of systems 
challenges in the provision of care within the NICMS as well as discussion of outstanding complex 
cases that are posing management challenges. Furthermore, joint supportive supervision at the ward 
level will be conducted by the members of the council Women and Children Protection Committee 
on quarterly basis. 

IV. National Level 

At the national level, a selected cadre of representatives from PO-RALG, MoHCDGEC, and 
implementing partners will undertake joint supportive supervision at RA and LGA on a quarterly 
basis.  
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ANNEXES 

Annex 1:  NICMS Most Vulnerable Children and Household 
Registration Form 
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Annex 2: NICMS Intake Form for Social Welfare Officers 
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Annex 3:  NICMS Child Assessment and Care Plan Form for 
Community Case Workers  
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Annex 3:  NICMS Child Assessment and Care Plan Form for 
Community Case Workers 
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Annex 4: NICMS Assessment Form for Social Welfare Officers  
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Annex 5:  Referral Form for Community Case Workers  
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Annex 6:  NICMS Care Plan for Social Welfare Officers and 
Assistants 
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Annex 7:  NICMS Monthly Service Tracking Form for 
Community Case Workers  
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Annex 8:  NICMS Case Closure Form 
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Annex 9: Monthly Summary Report Form for Community Case 
Workers 
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Annex 9: Monthly Summary Report Form for Community Case 
Workers 
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Annex 10: HIV Risk Services and Adherence Assessment Guide
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