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Picture 6. A meeting between a Case management beneficiary, her caseworker,  
and the Psychologist.

special considerations on the Libyan 
context such as mandatory report-
ing and guiding principles and 
approaches when working with 
children and GBV survivors, staff 
working in Libya should be trained 
and refer to the following SOPs:

	▸ Standard Operating Procedures 
for GBV Prevention and Response 
in Libya (2020)

	▸ Inter-Agency Child Protection Case 
Management Standard Operating 
Procedures for Libya (2020)

	▸ Protection Sector Inter-Agency 
Referral Standard Operating 
Procedures for Libya (2020)

Case file review: Case file reviews 
fulfil the administrative function of 
supervision, by ensuring that forms 
are being filled out appropriately 
and by monitoring the services that 
are being provided. When complet-
ing a case file review, case workers 
and supervisors should ensure that 
the respective Case Management 
forms are correctly completed, in-
cluding consent form, intake and 
assessment forms, case action 
planning form(s), case notes, and, 
if applicable, a case closure form. 
Cesvi has unique set of documenta-
tion for Child Protection, GBV and 
General Protection.

Instructions for case filing: Clear 
instructions for how paperwork 
should be filled, organized, and 
stored. In Libya, Cesvi has adapt-
ed the GBVIMS+/Primero system 
to manage information. Child 
Protection and General Protection 
use password protected files with 
unique folders on google drive 
which have limited access to users 
including the specific case work-
er, supervisor, and technical spe-
cialist.

Individual Supervision – Individual 
supervision meetings should be held 
in a private location to ensure con-
fidentiality. Identifying information 
about the case can be discussed open-
ly with the supervisor in this space, 
for the appropriate guidance and 
support to be offered. Supervisors 
should be familiar with protocols 
and steps for individual supervision 
and assess the following key com-
ponents of case during a supervi-
sion meeting with the case worker:

Understand the background of the case.
“Was consent provided? Who is the client? If it is a child, who is 
the primary caregiver? What is the Marital Status, Age, Number 
of children if applicable, living arrangements?”

Understand the type of abuse (incident).
“What happened?”

Understand immediate needs identified  
collaboratively between the case  
worker and the client.
“What are her/his priorities in these needs?”
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Review if the case action plan is holistic and includes 
referrals to multisectoral services.
“Was a safety plan completed? What referrals were made? 
Important step to understand if the case worker engaged in 
promoting resilience focused approach?”

Are there any constraints in the case management 
process or the action plan and are there  
any ways to mitigate these?
“Does the client have transportation issues? Require 
accompaniment? Does the client have access to a phone that 
can be used in a safe way? Any other challenges?”

Support the case worker with follow-up,  
understand if there are next steps to be taken  
and if there is a new meeting scheduled?
“When is the follow up session? In person or remote?  
What are the objectives of the follow up?”

Understand the client’s emotional status?
“Has the client’s emotional status changed from the beginning 
of the session to the end? Has the emotional status of the 
client changed from the first counselling sessions the second? 
Resilience…?”

Give to the case workers the opportunity  
to be aware and express his/her own  
feelings and beliefs.
“How did the caseworker feel during the case management? 
Does s/he want emotional support or any other staff welfare 
consideration?”

Close the supervision session by expressing  
appreciation and recognition for the caseworker’s 
efforts and express that you are there for anything 
before your next supervision meeting*. 
 
*�International Rescue Committee Women’s Protection and Empowerment Program, Case 

Management Guidelines (2015), page 90-91

!!!



98 99

5.4 Case Management Service Evaluation

A fter the case closure, Case 
Workers should ask if the 
client gives consent to be 

contacted for a service evaluation.
The service evaluation provides 

Cesvi with the opportunity to im-
prove the quality of our services. It 
is also providing accountability, to 

ensure that clients who received ser-
vices are able to express their feed-
back and raise any complaints and 
recommendations.

Cesvi has created unique service 
evaluation form for Child Protection, 
GBV and General Protection.

5.5 Promoting Staff Welfare

I n humanitarian settings, staff 
find themselves working in 
high-pressure environments and 

sometimes traumatic situations, es-
pecially caseworkers, as they are of-
ten work the closest with beneficia-
ries, listening to their experiences of 
trauma, and responding with care, 
compassion, and concern. Over time, 
without appropriate support and su-
pervision, it is easy for case workers to 
quickly become disheartened, loose 
motivation, and perspective on the 
long-term recovery and support to cli-
ents. It may also result in being over 

worked, overly invested, and start 
feeling fatigued and hopeless.

This carries a personal emotional 
toll on the staff, and commonly leads 
to high turnover levels, impacting 
quality of case management services, 
and team building. In order to prevent 
caseworkers to burn-out and to facil-
itate caseworkers’ capacity to provide 
the best care and services, awareness 
of the stressors in our lives and how 
they are affecting us is required, as 
well as learning tools and methods to 
cope with stress and prevent some of 
the negative impacts of stress.

Cesvi’s Supervisors are responsible to:
Provide safe space and supportive climate where staff feel 
comfortable to approach and discuss difficulties and challenges.

Monitor the well-being of staff and stress levels.

Conduct training to help staff better understand sources and 
signs of negative stress and how to develop strategies to address 
stress and burnout through healthy practices and routines.

Establish routines- including team meetings.

Cesvi commits to promote staff welfare by offering external 
mental health professionals if/when needed on individual 
and group level.

!!!
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A N N E X   1

Guiding 
Principles 
for Case 
Management

A ll Cesvi staff  in Libya agree to 
follow these guiding princi-
ples in providing case man-

agement. These principles reflect 
core standards established in the 
‘Minimum Standards for Child Protection 
in Humanitarian Action’ and ‘The 
Inter-Agency Minimum Standards for 
Gender-Based Violence in Emergencies 
Programming’ and serve as the foun-
dation for all interactions with indi-
viduals benefi tting from case man-
agement services. Case management 
staff  and supervisors should always 
consider these principles in all their 
interactions with clients. All Cesvi’s 
caseworkers should be trained and be 
adequately skilled to understand and 
integrate the principles and approach-
es in their daily work. Supervision and 
support must make sure the guiding 
principles are implemented on a day-
to-day basis in staff ’s interactions with 
clients, including children and families 
(see chapter 5).

All staff  and volunteers engaged in 
case management, including interpret-
ers, community mobilizers, and volun-
teers, shall understand and sign a Code 
of Conduct setting out the same ethi-
cal standards, which also commits staff  
to the Core Humanitarian Standards. 
These guidelines are fundamental to 
the delivery of professional and quali-
ty care and protection for children and 
adult at risk.

Uphold confi dentiality

C onfidentiality reflects the 
belief that people have the 
right to choose to whom they 

will, or will not, share their story. 
Maintaining confi dentiality means 
not disclosing any information at 
any time to any party without the in-
formed consent of the person con-
cerned. Any sensitive and identify-
ing information collected should only 
be shared on a need-to-know basis 
with as few individuals as possible. 
Confi dentiality promotes safety, 
trust and empowerment.

Respecting confidentiali -
ty requires Cesvi staff to protect 

information gathered about clients 
and to ensure it is accessible only 
with a client’s explicit permission. It 
means collecting, keeping, sharing 
and storing information on individ-
ual cases in a safe way and accord-
ing to agreed-upon data protection 
policies. Identifi able information 
should not be revealed to anyone 
not directly involved in the care of 
the client. This means taking spe-
cial care in securing case fi les and 
documents and avoiding informal 
conversations with colleagues who 
may be naturally curious and inter-
ested in the work.

Seek Informed Consent

I nformed consent is the volun-
tary agreement of an individual 
who has the capacity to give con-

sent, and who exercises free and in-
formed choice. In all circumstances, 
consent should be sought from chil-
dren and their families or caregivers 
prior to providing services. To ensure 
informed consent, caseworkers must 
ensure that children and their fami-
lies or caregiver fully understand: the 
services and options available (i.e. the 
case management process), potential 

risks and benefi ts to receiving ser-
vices, and information that will be 
collected and how it will be used. The 
caseworker must also explain the lim-
itations (mandatory reporting, poten-
tial harming of others…etc). Informed 
consent/informed assent should be 
explained and asked before starting 
engagement with a client, so they can 
decide what information they wish to 
share. Case workers must also explain 
that they have the right to decline or 
refuse any part of services.
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Seek Informed Assent

I nformed assent is the expressed 
willingness to participate in 
services. Caseworkers are re-

sponsible for communicating in a 
child-friendly manner and should en-
courage the child and their family to 
ask questions that will help them to 
make a decision regarding their own 
situation. Specifically, in the case of 
younger children who are by nature 

or law too young to give informed con-
sent, but old enough 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 appro-
priate to their age, what information 
is being sought, what it will be used 
for, and how it will be shared.

Ensure safety

T he safety and security of the 
client and others, such as her/
his children, caregivers and 

people who have assisted, must be 
the most important priority for all ac-
tors. Remember that the survivor may 

be frightened and need assurance of 
safety. Individuals who disclose an 
incident of GBV or a history of abuse 
are often at high risk of further vio-
lence from the perpetrator(s) or from 
others around them.

Do No Harm

T his means ensuring that ac-
tions and interventions de-
signed to support clients (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 children or their families as a re-
sult of caseworker conduct, decisions 
made, or actions taken on behalf of 
the child or family.

Respect the wishes, the rights,  
and the dignity

Respect the wishes, the rights, 
and the dignity of clients when 
making any decision on the 

most appropriate course of action. 
This means conducting conversa-
tions, assessments, or interviews in 
private settings with interviewers/
translators of either the same sex or 
the sex chosen by the survivor. This 

also means that you must maintain a 
non-judgmental perspective and be 
patient with the survivor. You must 
not display disrespect for the survivor 
or the survivor’s culture, family, or sit-
uation. The survivor should never be 
forced to participate in any part of an 
assessment, exam, or interview that he 
or she does not want to participate in.
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Ensure non-discrimination

1.  For further guidance on guiding principles in caring for children in case management refer to In-
ter-Agency Child Protection Case Management Standard Operating Procedures for Libya (2020).

E veryone should receive equal 
and fair treatment regardless 
of their age, gender, race, reli-

gion, nationality, ethnicity, sexual ori-
entation, or any other characteristic. 
Adhering to the non-discrimination 
principle means ensuring that people 

are not discriminated against (treated 
poorly or denied services) because of 
their individual characteristics or a 
group they belong to (e.g. gender, age, 
socio-economic background, race, 
religion, ethnicity, disability, sexual 
orientation or gender identity).

Prioritize the Best Interests of the Child

T he “best interests of the child” 
encompasses the child’s phys-
ical and emotional safety (his/

her 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 provid-
ers interact with children and their 
families. Caseworkers and their su-
pervisors must constantly evaluate 
the risks and resources of the child, 
his/her environment, as well as pos-

itive and negative consequences of 
actions, and to discuss these with 
the child and their caregivers when 
taking decisions. The least harmful 
course of action is the preferred one.

All actions should ensure that the 
child’s rights to safety and on-going 
development are never compro-
mised. The Best Interests Principle 
must guide all decisions made 
during the case management pro-
cess. Often in child protection there 
is no one “ideal” solution possible, 
but rather a series of more or less 
acceptable choices that must be bal-
anced with a child’s best interests.1

Child Participation

Children have a right to express 
opinions about their experienc-
es and to participate in decisions 

that affect their lives. Agencies and 
caseworkers are responsible for com-
municating with children their right 
to participate – including the right not 
to answer questions that make them 
uncomfortable – and supporting them 
to claim this right throughout the case 
management process.

Caseworkers have a role to play in 
encouraging children to voice their 

concerns and in reassuring them 
about their ability to take decisions. 
Particularly in contexts where it may 
be not safe for children to speak out 
publicly, caseworkers have a respon-
sibility to create a safe and confiden-
tial space for children to participate 
in their own case. Upholding confi-
dentiality and considering safety in 
the development of case plans are 
essential to ensure children are not 
placed at risk.
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Ensure Survivor-Centred Approach

2	  For further guidance on the GBV guiding principles and the survivor-centred approach in 
case management kindly refer to the Standard Operating Procedures for GBV Prevention and Response 
in Libya (2020). 

T he key elements of the survi-
vor-centred approach build 
on the guiding principles 

of safety, confidentiality, respect, 
and non-discrimination. The survi-
vor-centred approach aims to create 
a supportive environment in which a 
survivor’s rights are respected and in 
which the survivor is treated with dig-
nity and respect. It promotes an atti-
tude in the Case Management process 
where the Case Worker’s actions are 
revolved around the survivors’ expe-
riences, needs, and priorities. Shifting 
the focus from what we think about 
the survivor, to the survivors’ wishes, 
and empowering her/him in gaining 
back control. Recognising that the 
survivor is the expert of their situa-
tion and has to live with the conse-
quences, we support her/him in the 
decision-making process by giving 
options and information, not advice. 

The survivor should therefore be at 
the centre of any reporting and ac-
tion, reflecting the principle of re-
spect for the survivor’s choice, and 
having child survivors participate in 
the decision-making.

The survivor-centred approach is 
important because it protects survi-
vors from further harm, assists the 
survivor to cope with fear of blame 
and stigma, and gives back control 
the survivor may have lost during 
the GBV incident. It can be difficult 
to remain survivor-centred – some-
times because we want to ‘help’, 
sometimes because we might feel 
like we are the experts, sometimes 
because it is hard not to think about 
what we ourselves would do in this 
situation. Promoting these survi-
vor-centred attitudes within us is 
the basis for compassionate and safe 
response to survivors.2

Provide Culturally Appropriate  
Processes and Services

I n order to assess a client’s situa-
tion fully and develop an effec-
tive case plan, caseworkers and 

supervisors should recognize and re-
spect cultural diversity in the commu-
nities in which they work and be aware 
of individual, family, group, and com-
munity differences. Cultural sensitiv-
ity also improves caseworkers’ capac-
ity to work effectively with children, 
families, communities, and to identify 
solutions to care and protection needs 
that are in line with the children and 

families’ values and beliefs.
If there is a conflict between what 

is in the best interests of the child 
and cultural values or practices, case-
workers and supervisors must con-
tinue to prioritize the child’s best in-
terests and take decisions that do not 
place them at additional risk (do no 
harm). Every effort must be made to 
identify solutions that are seen as ac-
ceptable to the family or community, 
whilst at the same time upholding 
the rights of children.

Coordinate and Collaborate

C ase management programs are 
more effective when agencies 
work together, and involve 

communities, families, and children 
in their efforts. Case management can 
provide a process for improving co-
ordination and collaboration among 
all actors with a mandate to protect 
children including community lead-
ers, government departments, service 
providers, CBOs, local NGOs and in-
ternational agencies.

Agreed protocols on informa-
tion sharing and referrals contrib-
ute to quality case management 
and ensure confidentiality and the 
best interests of the child are up-
held. International organizations, 
in particular, have a responsibility 
to coordinate their activities and ef-
forts with national governments and 
non-government agencies to ensure 
that existing systems are strength-
ened and not duplicated.



109

A N N E X   2

Case 
management 
process

Case plan requires 
amendment

No amendment 
required, continue 
with case 
implementation

Case objective 
met no further 
services

Yes

No Identi�cation 
and Registration 

Case Closure

Assesment
What level of risk 

is the case?
What are the client’s 

needs and capacities?

Case planning Implement 
the case plan

What action should 
be taken to meet 

the client’s needs?

Follow up 
and Review

Has the case plan 
been implemented? 

Is the client 
progressing positively?

Has the case plan 
objective been met

 or does it need 
amendment?

Provide services 
directly and /or 

refer for specialized 
services

No action / 
close case

Adaptation from Standard Operation Procedures for Child 
Protection Case Management, Libya Protection AoR and Child 
Protection Case Management Task Force, December 2019.

(obtain informed 
assent / consent)

Is the child / adult 
at risk? 

Does the child / 
adult require case 

management?

#1

#2

#3

#4
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