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GLOSSARY OF TERMS

 
FAMILY The basic unit of the society composed of various members who are 

related or not but who identify themselves as belonging together to 
nurture and support each other.

GENDER A socially constructed concept that denotes the social and cultural 
role of each sex in a given society. This can include norms, roles, and 
relationships of and between groups of women and men. 

GENDER-BASED
VIOLENCE (GBV)

An umbrella term for any harmful act perpetrated against a person’s 
will, and that is based on socially ascribed (gender) differences between 
females and males. The nature and extent of specific types of GBV 
vary across cultures, countries and regions. Examples include sexual 
violence, including sexual exploitation and abuse and forced prostitution, 
domestic violence, trafficking, forced/early marriage, harmful traditional 
practices such as female genital mutilation, honour killings and 
widow inheritance.

GENDER 
DISPARITY

Lack of equality and equity between genders.

GENDER 
EQUALITY

The absence of discrimination on the basis of a person’s sex 
in opportunities, the allocation of resources and benefits, or 
access to services.

GENDER EQUITY Refers to fairness and justice in the distribution of benefits and 
responsibilities between women and men, recognising that women 
and men have different needs and power that should be addressed in a 
manner that rectifies the imbalance between the two sexes.

KINSHIP CARE Care received by children in the homes of extended family members, or 
those who are not related but are very close to the child. 

NEGLECT Failure by parents/guardians/caregivers or other adults to provide 
adequate physical, emotional or educational care for a child to 
develop into a healthy person physically, intellectually, emotionally and 
psychologically.

NETWORKING A process by which two or more organisations/individuals collaborate 
to achieve a common goal. In child protection, networking is used 
to exchange information, strengthen partnerships at all levels 
and building coalition among stakeholders to improve policies, 
programming and services. 

ORPHAN A child under the age of 18 who has lost one or both 
parents through death.
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PARTICIPATORY 

RURAL 
APPRAISAL

The method of collecting information through the participation of 
community members. It also includes the planning and implementation 
in both rural and urban areas.

PROTECTIVE 
ENVIRONMENT 

An environment in which a child lives in safety and dignity made 
possible by having the necessary laws, social norms, and resources to 
assist children at risk of abuse, neglect, exploitation or violence.  

POST-TRAUMATIC
STRESS 

DISORDER

A mental health condition triggered by a traumatic event, or by an event 
that is deeply disturbing, either by experiencing it or witnessing it, with 
long lasting impact if not properly treated.

PSYCHOSOCIAL 
SUPPORT

The ongoing process of helping to meet the social, emotional, physical, 
spiritual and mental needs of children. It goes beyond meeting a child’s 
physical needs and places more emphasis on the child’s psychological / 
emotional needs and their need for social interaction. 

SEXUAL ABUSE This is an actual or threatened physical intrusion of a sexual nature 
with a child by adults or peers. It includes fondling a child’s genitals, 
making the child touch the offender’s genitals with any part of the child’s 
body, sexual intercourse, incest, rape, sodomy, exhibitionism, and 
sexual exploitation.

SEXUAL 
EXPLOITATION

Any abuse of a position of vulnerability, differential power or trust for 
sexual purposes. This includes profiting monetarily, socially or politically 
from sexual exploitation or another, including pornographic acts 
and prostitution. 

SUPERVISION The process of providing emotional, educational, mediative or 
administrative support and oversight by a supervisor.

SUPPORTIVE 
SUPERVISION

The aspect of supervision that focuses on the supportive functions of 
supervision, compared to administrative functions.

TRAUMA An emotional response to a terrible event like an accident, rape, 
or natural disaster. Immediately after the event, shock and denial 
are typical. Longer-term reactions include unpredictable emotions, 
flashbacks, strained relationships and even physical symptoms like 
headaches or nausea.

UNACCOMPANIED 
AND SEPARATED 

CHILDREN

Children who are not accompanied by caregivers, typically as they 
migrate, and children who are separated for reasons of parental death, 
institutionalisation or street living.

VALUES A set of deeply held beliefs about what is right and wrong, and how one 
should relate to others.
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ACE Adverse Childhood Experience

ACRWC African Charter on the Rights and Welfare of Children

ASWO Assistant Social Welfare Officer

CBCC Community-Based Childcare Centre

CBCPM Community-Based Child Protection Mechanism

CC Children’s Corner

CCPJA Child Care, Protection and Justice Act, 2010

CPCM Child Protection Case Management

CPW Child Protection Worker

CRC Convention on the Rights of the Child

CVSU Community Victim Support Unit

DHS Demographic and Health Statistics

DSWO District Social Welfare Officer

GBV Gender-Based Violence

GSSWA Global Social Service Workforce Alliance

HC Humanitarian Crisis 

ILO International Labour Organisation 

MoGCDSW   Ministry of Gender, Community Development and Social Welfare

NGO Non-Governmental Organisation 

OSC One Stop Centre

PRA Participatory Rural Appraisal

PSS Psycho-Social Support

PTSD Post-Traumatic Stress Disorder 

PVSU Police Victim Support Unit

SNAP Survival, Nurturing Relationship, Age-appropriate Activities, and 
Psychosocial Support 

UASC Unaccompanied and Separated Children

VAC Violence Against Children

VSU Victim Support Unit

UNICEF United Nations Children’s Fund

WHO World Health Organization

LIST of ACRONYMS
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INTRODUCTION TO THE MANUAL

This manual is intended to serve as a reference resource for those engaging in 
child protection work in Malawi, including CPWs, District Social Welfare Workers, 
Assistant Welfare Workers, and others who engage in child protection work. The 
manual closely follows the Child Protection Training Manual developed by the 
Ministry of Gender, Community Development and Social Welfare (MoGCDSW) in 
collaboration with the Technical Working Group and the United Nations Children’s 
Fund (UNICEF) Malawi. 

There are ten major sections of the manual, each with sub-sections, as shown 
in the Table of Contents. The manual is intended to build values, knowledge, 
and skills logically; and strengthen the child protection workforce’s commitment 
and competencies.

Section 1: starts with an inward focus on the CPW as they embark on their 
child protection career. The contents are intended to explore their motivations, 
strengths, and challenges to prepare them and strengthen their commitment. 

Section 2: introduces child rights and life-stage development, to examine how 
the rights are applied as children move through life stages, and includes a 
discussion on adult life development and their capacity to care for children.

Section 3: addresses the child protection situation and the system’s current state 
with policies, structures, and roles to address the problem. It also discusses the 
consequences of child maltreatment as an introduction to the need for investing 
in child protection.

Section 4: lays out the child’s ecosystem and how the various layers can support 
or harm the child at home, with peers and in society.

Section 5: is dedicated to learning about the child’s most important source of 
support and harm—the family—and how those family dynamics impact the child. 

Section 6: focuses on the principles and methods involved in understanding and 
promoting positive parenting skills. 

Section 7: presents basic skills in working in child protection. 

Section 8: delves into the concepts and procedures involved in Child Protection 
Case Management (CPCM). 

Section 9: brings close attention to the plight of children in 
difficult circumstances.

Section 10: provides methods and guidance in working with communities. 

It is hoped that this manual adds to the child protection workforce’s competence 
in ensuring protection for every child.
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SECTION 1 
MOTIVATION, STRENGTHS 
AND CHALLENGES IN CHILD  
PROTECTION WORK

Early awareness of our motivations for entering child protection work is critical in preparing and delivering 
child protection services. The right motivation is also important to sustain us through difficult times 
when we may get discouraged and even feel like giving up. Our service users are at various stage of life. 
They each have their own set of strengths and challenges, and personalities. We must be aware of what 
motivates us, what we hope to gain, and how to keep going even when we don’t feel appreciated by our 
service users, colleagues, other collaborators or even our supervisors.  

b. Motivation vs Motivator 

Motivation is the degree of WILLINGNESS or the ENERGY that a person has to engage in a particular 
activity. Example: “She has the motivation to become a highly trained professional.”

Motivators are the REASON behind a person’s decision to act. Human beings are motivated by many 
reasons, and sometimes we are motivated by multiple reasons simultaneously. 
 
There are many types of motivators for our behaviour.  
 

• For example, I am motivated to get a drink of water when I am thirsty. This is a basic motivation 
to satisfy a physical need. Quenching the thirst is my motivator.  

• You are motivated to sleep under a mosquito net. Why? Most likely to avoid diseases such 
as Malaria. In other words, it is to avoid a negative consequence. Some other examples of 
motivation to avoid negative consequences may include not committing a crime to avoid going to 
prison, obeying authority to avoid punishment, etc.  

•  Many people are engaging in employment or business even when they don’t enjoy the work they 
do. Why? Most likely, it is because they get a reward. The wages or income are the reward for 
their time and work and serve as motivators.  

•  Another type of motivation is a child studies hard, imagining how happy his parents will be when 
he does well on his exams. The approval and praise of his parents are the motivators.  

•  A similar but different one is a singer who trains and practices for many years and enjoys a 
standing ovation at the end of a performance. She is motivated by achievement and recognition.  

• Some study hard to receive degrees, athletes train hard to become competitive, politicians run to 
win influence and power.  

• These are fine motivators, but depending on our life stage, simply doing things because others 
want us to, or to get their approval, does not sustain us through hard times. 

1) External and Internal Motivators

a. Introduction
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c. Consider a situation: 

When you see an older person struggling with a heavy load, what are you motivated to do? If you 
answered ‘help carry the load’, then you are in the majority of people.   

But why? Where does this motivation come from? It might come from: 
 

•  Desire to follow training by your parents on how to respect the elderly. 

•  Willingness to help someone less physically capable. 

•  Hope that your child will notice and follow my example.  

• Desire to be noticed by neighbours. 

•  Desire to receive a small reward or payment.

Figure 1

External and Internal Motivators

External motivators 
   Money
   Recognition
   Community status
   Career development

External motivators 
   In-kind rewards
   Appear to be ‘good’
   Influence others
   Avoid punishment

Internal motivators 
Compassion
Desire to learn, increase 
capacity
Desire to help vulnerable 
children
Wish to do what is right
Wish to improve community
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d. External and Internal Motivators

• EXTERNAL MOTIVATORS come from an outsider source or person, such as a certificate, 
recognition, praise, approval, money, position, respect, appreciation, or the desire to avoid 
punishment.  

•  INTERNAL MOTIVATORS come from the person’s inner self, such as the satisfaction of helping 
someone, learning something new, expanding one’s capacity, living true to values, acting on 
compassion, or improving the community. The typical way to tell if a motivator is internal is to ask 
yourself: “Would I do this even if no one watched me or praised me for it?”  

•  Most of us are motivated by both External and Internal motivators, but it depends on our 
circumstances and desires.  

• Both internal and external motivators are important reasons for engaging in child protection work. 
However, you must be aware of your own motivations and balance them correctly to benefit 
yourself and your service users.  

• Your motivations will likely change as you work over time, but you will have less control over the 
external motivators. The internal motivators will often stabilise you and carry you through when 
external motivators don’t work out.  Therefore, you must take stock of your external and internal 
motivators from time to time and always let your internal motivations be the primary guides in 
your work. 

• External Motivators may include:  

• Money 

• Recognition 

• Influence (power) 

• Community status (respect) 

• To look like a good person 
 

•  Internal Motivators may include:  

• Compassion 

• ‘Doing the right thing’ 

• Desire to help 

• Desire to learn 

• To improve community 
 

Examples of External or Internal Motivation (some have more than one motivation, or mixed): 

• Chiwa thinks that his friend, who is a child protection worker (CPW), looks very smart in his 
T-shirt. His friend also has a bag that he carries with the CPW logo. He envies his friend and signs 
up to be a volunteer.  

• Mesi was forced to marry at age 14 and had two children by the time she was 18. She never got 
to finish her secondary education. She wants to help other girls so that they are not forced to 
marry in their teens.  

• Ligongo has always felt that he was not important to anyone. He was an average student at 
school. He has never had a well-paying job and feels that no one listens to him. He thinks that if 
he works with vulnerable families, he will seem important, and people will respect him.  

• Ndembo and his wife have raised a good family, and his children have good jobs in the city. He 
feels it is important for families to stay together. He would like to use his time to advocate for 
better ways to help children stay with their families to avoid unnecessary separation.  

• Teleza knows many children who were beaten by their parents because they didn’t know how 
else to discipline their children. She signed up to become a CPW to learn positive parenting skills 
and share them with parents in her village.  

• Sekani works in an area of the city where many children work and live on the streets. He has 
heard some of their stories and feels that they need much help. He feels terrible for them to be 
away from their families because of poverty and suffering abuse on the streets.
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2) Exploring Strengths and Challenges

a. Introduction 
 
Exploring one’s strengths and challenges related to child protection work is also a key foundation of 
personal readiness for a rewarding, but challenging, area of work. 

b. The Importance of Understanding Strengths

• It will help you become more confident. For example, if you know how to do the best interest 
determination, you will be more confident with your cases.  

• Your strengths can often be the tool to solving problems. For example, if you have good 
health, you can walk long distances without tiring. If you have good social support, you will be 
able to handle stress better.  

• Your strengths will make you more effective and efficient. If you are well respected in the 
community, you will be able to advocate well on difficult cases.  
 

c. Assessing One’s Strengths 

• One casual way is to think about what you have done well consistently or improved over time, 
something people compliment you for, something that makes you happy to engage in and brings 
good results.  

•  A more systematic way is to make an analysis of your strengths on many dimensions. This 
may include:  

• Cognitive: Your ability to learn, retain and use knowledge. 

• Cultural: Your understanding of your own and other’s cultures, and how it influences people. 

• Social: Your ability to make and maintain meaningful and mutually beneficial relationships. 

• Physical: Good health, stamina, balance, or endurance. 

• Emotional: Being able to regulate your emotions, ability to deal with sadness, disappointment, 
anger, anxiety, stress, fear, and coping with them. 

• Spiritual: Having a belief system that provides meaning in life, and being able to rely on the 
belief system to motivate you.

• Onani sees that government employees seem to enjoy many privileges and benefits. Even 
though he has no diploma or degree, he believes he will move up in the system if he becomes a 
CPW and becomes friends with the ‘right people’ at the district office.  

• Chimwala has had a bad reputation in the community due to bad choices regarding alcohol and 
men. Now, she wants to change her image so that she can marry a respectable man. She feels 
that becoming a CPW is a quick ticket to that change in image.  

• Chikumbu has been a CPW for several years, off and on. His performance has been concerning, 
as he neglects his service users for months then suddenly shows up. He says that his service 
users don’t show him the appreciation he deserves.  

• Sigele used to be a very good CPW when a handsome young District Social Welfare Officer 
(DSWO) was supervising her. She was always happy to report to him and receive suggestions. 
After he left the district office, she seems disinterested in her work.
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Figure 2

d. Assessing One’s Challenges  
 

Your challenges can be analysed using the same model above to identify areas you may wish to improve. 
For example, if you are working with a group of people from a culture that is different from your own, you 
may wish to focus on improving that area. If you lack a support system, you may think about strengthening 
some of your relationships. If you feel that your spiritual dimension could use an uplift, perhaps you can 
engage in some spiritual practice to strengthen you in that dimension. 

It is important to realise that almost all areas of weakness can be overcome or compensated for; however, 
there may be some areas where you will need extra support. For example, if you have physical disabilities, 
you may need accommodations to engage in child protection work (depending on your day to day 
responsibilities). If you have had severe mental health issues in the past, you must recognise it when the 
work stresses begin to overwhelm you so you can seek support and guidance.  
 

e. Common Challenges Reported by CPWs  

Many CPWs find child protection work extremely rewarding. However, there are many challenges they 
face in doing their work. At the personal level, these include large caseloads with not enough time for 
each case, lacking training for complicated cases, emotionally challenging cases, and long distances. 
At the system level, problems frequently include the lack of services to refer to, difficulty working with 
community leaders, lack of communication and transport support, lack of career mobility, and lack of 
adequate supervision.  
 
 

Dimensions of Strength

Cognitive 

Your 
strengths

Cultural 

Social 

Physical 

Emotional 

Spiritual 
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3) Values, Principles and Standards in Child Protection Work 

a. Introduction 

CPWs are entrusted to help and empower some of the most vulnerable children and families in 
society. This is a special trust that we must hold close to our hearts by embracing the values and 
principles we must uphold at all times and committing to maintain the behavioural boundaries while 
engaging in the work.

Sometimes the values and principles are called ETHICS, and the behavioural parameters are called 
STANDARDS. Both sets of these ideas appear in the Code of Conduct in Malawi. 
 

b. Global Ethical Principles 
 
As background to looking at Malawi’s Ethics, the global social work’s set of ethical principles1 may provide a 
broad context.2 The ethical principles apply to practice, education, and research in social work.  
These principles are:  

1. Recognition of the inherent dignity of humanity 

• Social workers recognise and respect the inherent dignity and worth of all human beings 
in their attitude, word, and deed. However, we challenge beliefs and actions of those who 
devalue or stigmatize themselves or others. 
 

2. Promoting human rights 

• This refers to embracing and promoting the fundamental and inalienable rights of all human 
beings. Social work is based on respect for all people’s inherent worth and dignity and the 
individual and social/civil rights that follow from this.  

• ‘Inherent’ and ‘inalienable’ rights are those that cannot be separated from the person, such as 
children’s right to protection.  

3. Promoting social justice 

• This is about promoting equality, willingness to challenge discrimination, promoting diversity, 
and building solidarity (not division) among people.  

4. Promoting the right to self-determination 

• Promoting people’s right to make their own choices but protecting the best interest of those 
with limited decision-making (such as children and people with limited mental capacity).

5. Promoting the right to participation 

• Promoting fully informed involvement and participation in decisions affecting them.  

1  International Federation of Social Workers, 2018.

2 Although Malawi has not yet formally defined the profession of ‘social work’, CPWs are typically considered a cadre among 
para-professional level social workers and held up to social work ethics.
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6. Respect for confidentiality and privacy 

• Respect and work in accordance with people’s rights to confidentiality and privacy unless there 
is a risk of harm to self, others or other statutory restrictions.  

• Social workers must inform the people with whom they engage about such limits to 
confidentiality and privacy. 

7. Treating people as whole persons 

• Recognising people in all dimensions of life—biological, psychological, social and spiritual. This 
view serves to conduct holistic assessments and interventions. 

8. Ethical use of technology and social media

• Recognising that the use of digital technology and social media may pose threats to privacy 
and confidentiality, conflicts of interest, and competence. 

• Ensuring necessary knowledge and skills to safeguard against unethical practices when using 
technology. 
 

9. Professional integrity

• Minimum qualifications and 
competencies to do the job. 

• Using knowledge and skills to support 
peace and nonviolence. 

• Acting with integrity, not abusing 
positions of power, and never using 
positions to gain personal benefits. 

• Following rules about giving or receiving 
small gifts from service users. 

• Taking steps to care for themselves 
personally and professionally. 

• Being accountable for their own 
actions toward people they work with, 
colleagues, employers, and laws and 
conventions. Decisions are informed by 
evidence, practice wisdom, and legal/
cultural considerations. 

• Transparency about the reasons for their 
decisions. 

• Engage in discussing, evaluating and 
upholding these principles.

 
 
 

c. Purpose of the Social Service Workers’ Code of Conduct in Malawi 

• It ensures that, as Case Managers or Case Workers, you are clear about how you should behave 
at work, with respect to what you should do and should not do.  

• The Code is essential to protect the users (i.e.  children, families and communities) of the child 
protection care services.  

• It also helps and protects the worker’s organisation by identifying training needs and reducing 
risks in service delivery 

• It will also give you (the worker) an assurance and confidence that you are providing care, 
protection and support services of a high standard to the expectations of the service users and 
the public in general. 

• The Code of Conduct also helps to identify areas for continuing professional development.
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Figure 3: Code of Conduct Helps and Protects Everyone

 3  MoGCDSW and Association of Social Workers in Malawi, 2020.

d. Code of Conduct for Social Service Workers in Malawi3

As a Social Service Worker in Malawi (including para-professionals such as case managers and case 
workers), you promise to uphold these standards:  
 

1. Be accountable by making sure you can answer for your actions or omissions. 

2. Promote and uphold the privacy, dignity, rights, health and social wellbeing of children, families 
and people at all times. 

3. Work in collaboration with your colleagues to ensure the delivery of high quality, safe and 
compassionate care and support.  

4. Communicate in an open and effective way to promote the safety and well-being of children, 
families and people. 

5. Respect a person’s right to confidentiality. 

6. Strive to improve the quality of child protection services through continuing 
professional development. 

7.  Uphold and promote equality, diversity and inclusion.

Service
User 

 

You the 
Worker 

 

Your 
Orginisation
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Standards Guidance Statements

1.  Accountability 
for your Actions  
or Omissions

• Be honest with yourself and others about what you can do. Recognise 
your abilities and the limitations of your competence and only carry out or 
delegate those tasks agreed in your job description and to which you are 
competent. 

• Always behave and present yourself in a way that does not call into 
question your suitability to work in the child protection care system. 

• Be able to justify and be accountable for your actions or what you fail to do 

• Always ask your supervisor or employer for guidance if you do not feel 
able or adequately prepared to carry out any aspect of your work or unsure 
how to deliver a task effectively. Tell your supervisor or employer about any 
issue that might affect your ability to do your job competently and safely. If 
you don’t feel competent to carry out an activity, you must report this. 

• Establish and maintain clear and appropriate professional boundaries in 
your relationships with your service users and colleagues at all times.  

• Never accept any offers of loans, gifts, benefits or hospitality from anyone 
you are supporting or anyone close to them, which may compromise 
your position. 

• Comply with your employer’s agreed ways of working. 

• Report any actions or omissions by yourself or colleagues that you feel 
may compromise the safety, care or support of children, families or 
communities.

2. Promote 
and uphold the 
privacy, dignity, 
rights, health and 
social wellbeing of 
children, families, 
and people  
at all times 

• Always make sure that your actions or omissions do not harm the well-
being of people. You must never abuse, neglect, harm or exploit those who 
use the care services and your colleagues. 

• Challenge and report dangerous, abusive, discriminatory or exploitative 
behaviour or practice. 

• Always take comments and complaints seriously. Respond to them in line 
with the agreed ways of working and inform supervisor/ management.

3. Work in 
collaboration with 
your colleagues to 
ensure delivery of 
high quality and 
safe services 

• Understand and value your contribution  

• Recognise and respect the roles and expertise of your colleagues and work 
in partnership with them. 

• Work openly and cooperatively with colleagues, including those from 
various agencies, and treat them with respect. 

• Honour your work commitments, agreements and arrangements and be 
reliable, dependable and trustworthy. 

Table 1: Standards and Guidance Statements in the Malawi Code of Conduct for 
Social Service Workers
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Standards Guidance Statements

4. Communicate 
in an open and 
effective way 
to promote 
the safety and 
wellbeing of 
children, families, 
and people 

• Communicate respectfully with your service users and the broader 
community in an open, accurate, effective and confidential way. 

• Communicate effectively and consult with your colleagues as appropriate. 

• Always explain and discuss the procedure you intend to carry out with your 
service users and ask for valid consent. 

• Recognise the extent and limits of your role, knowledge and competence 
when communicating with service users.

5. Respect 
people’s right to 
confidentiality

• Treat all information about service users as confidential. 

• Only discuss or disclose information about service users in accordance 
with legislation and agreed on ways of working. 

• Always seek guidance from your supervisor or employer regarding any 
information you are concerned about.

6. Strive to  
Improve the 
Quality of Child 
Protection 
Services Through 
Continuing 
Professional 
Development

• Participate in continuing professional development to achieve the 
competence required for your role. 

• Carry out competency-based training and education.  

• Contribute to the learning and development of others. 

• Maintain up to date record of your training and development.

7. Uphold and 
Promote Equality, 
Diversity and 
Inclusion

• Respect the individuality and diversity of the service users and your 
colleagues. 

• Not discriminate of condone discrimination against service users and your 
colleagues. 

• Promote equal opportunity and inclusion. 

• Report any concerns regarding equality, diversity and inclusion to your 
supervisor or employer.
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SECTION 2 
CHILDREN’S RIGHTS AND  
LIFE STAGES DEVELOPMENT

4) Introduction to Children’s Rights: International and Regional Instruments 

a. Introduction 

This section introduces children’s rights under the United Nations Convention on the Rights of the Child 
(CRC)4 and the African Charter on the Rights and Welfare of the Child (ACRWC).5 These two instruments 
are closely related but different in some parts. Together, they form a powerful foundation for children’s 
rights, especially the right of protection.  

What are children’s rights?  

Children’s rights is a relatively new concept in the history of the world. Until a few decades ago, children 
were considered to be under the complete control of adults in their lives, such as parents and teachers. 
It was thought that children could only enjoy the rights allowed to them by adults and their ability to care 
for them. In 1948, a document called the Universal Declaration of Human Rights was adopted by the 
United Nations. This document introduced the brand new idea that every human being is entitled to certain 
inherent rights that no one can take away regardless of their colour, race, national origin, gender, ability, or 
other classification.6 This was a bold declaration for every country to consider in shaping their own citizens’ 
rights. Further, this rights movement has picked up the strength to empower many different groups of 
people, including children, people with disabilities, and others discussed in this book. 
 

b. The Nature of International Conventions and Charters

Like the CRC and the ACRWC, most international conventions and charters are aspirational; that is, nations 
aspire to follow the principles that are enshrined in them. However, they must be incorporated into existing 
national law or established as a new law to be enforceable (this is called ‘domestication’). Even before 
they are incorporated into national law, however, the conventions and charters are highly influential and 
relied upon by many governments, development partners, and even courts in developing programmes and 
making legal decisions regarding children.  
 

c. Children’s Rights under the CRC 

Many of the 30 articles in the Declaration became the foundation for the CRC, adopted by the UN some 
40 years later (in 1989). The CRC has been ratified by almost all countries worldwide and incorporated 
into national laws. Malawi ratified the CRC in 1991, committing to include the rights contained in the CRC 
into national law. These children’s rights are important to understand and use in child protection work with 
children and their families.
  
 
 
 
 
 

4 UN Convention on the Rights of the Child (adopted 1989). https://www.ohchr.org/Documents/ProfessionalInterest/crc.pdf 

5 African Charter on the Rights and Welfare of the Child (1990). https://www.un.org/en/africa/osaa/pdf/au/afr_charter_rights_
welfare_child_africa_1990.pdf 

6 You can find a simplified list of these rights here: http://www.claiminghumanrights.org/udhr_article_30.html
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Four Basic Principles Undergirding Children’s Rights in the CRC 

Four principles must always be kept in mind as we strive to uphold children’s rights. These are: 
 

1. Non-discrimination. All children are entitled to equal rights of survival, protection, development, 
and participation according to their development and capacity stage. Their gender, nationality, 
ethnicity, race, social standing, family membership, or other factors should not be applied to 
discriminate against any children. This does not mean that we cannot consider some children’s 
specific needs and make extra efforts for them: children with disabilities (CWD), girls in forced 
marriages, migrant children with an urgent need for shelter, etc. The goal is to secure each child’s 
necessary rights according to their needs and act in a timely fashion.  

2. Best Interest of the Child. This expression is so often mentioned that it is easy to forget how 
important it is. Determining what is in the child’s best interest takes a great deal of thought 
and methodical evaluation on a case-by-case basis. There can be challenges in upholding this 
principle. For example, CPWs can get caught up in the crossfire between what parents and even 
community leaders may demand vs what is in the child’s best interest (e.g. child marriage, child 
labour). It takes sure knowledge and conviction of ethical principles to withstand such pressures. 
Sometimes, the CPW may not find a clearly good choice but must weigh the pros and cons of 
options, always with how it will serve the child’s best interest based on the training’s guidance.  

3. Life, Survival, and Development. This principle closely mirrors two bundles of rights listed 
below. The reason it is also emphasised here is to ensure they are prioritised. The article goes 
further than just granting children the right not to be killed. It includes the right to survival and 
development, which is formulated in Article 6:2 and states thus: “State parties shall ensure to 
the maximum extent possible the survival and development of the child.” Later on, as we learn 
about the Survival, Nurturing Relationship, Age-appropriate Activities, and Psychosocial Support 
(SNAP) formula, you will see that this concept is represented by the first three letters (‘S’ ‘N’, and 
‘A’) of the formula.  

4. The views of the Child. A crucial dimension of the convention is expressed through another 
principle, the one about respecting the views of the child. In order to know what is actually in the 
interest of the child, it is logical to listen to him or her. The principle is formulated in Article 12:1, 
which states that “States parties shall assure to the child who is capable of forming his or her 
views the rights to express those views freely in all matters affecting the child, the view of the 
child being given due weight in accordance with the age and maturity of the child (UNICEF, n.d.).7  
 

Four Pillars (or ‘bundles’) of Children’s Rights under the CRC 

Based on the principles undergirding their rights, the CRC provides many rights for children,8  but they 
can be organised into four major bundles: 1) Survival, 2) Development, 3) Protection and 4) Participation. 
(see Figure 4). These rights will be explained in detail in this book as we discuss their application to 
various topics.  

Also see Annex B for a summary of rights under the CRC and the full text of the CRC in Annex C.

7  UNICEF (n.d.). Four principles of the Convention on the Rights of the Child | UNICEF Armenia.

8 There are 37 individually named rights for children in the CRC. See Annex B for a summary of children’s rights under the CRC, 
or visit https://justlists.wordpress.com/2009/10/19/54-un-rights-of-the-child/. 
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Figure 4: Found Bundles of Children’s Rights

They are all related and not mutually exclusive to each other. For example, if a child is being neglected 
and their survival is threatened, that becomes a violation of both survival and protection rights. If a child 
is being exploited in child labour and not allowed to attend school, that is a violation of their development 
rights and is a child protection issue. Children should be able to participate in all decisions regarding 
their care to the maximum degree of their capacity, including in child protection matters—for example, 
in alternative care decisions. So we see that all of these major categories of rights are inter-connected. 
Although we will focus mainly on the right of protection in this course, we need to remember that these 
rights are connected and relevant in most cases.
  
The CRC also has two ‘add-on’ provisions called Optional Protocols, which countries are free to choose to 
opt into. The first requires States Parties to criminalise the sale of children for various forms of exploitation 
and the use of children in prostitution or pornography.9 The second one requires a higher minimum age on 
recruitment of children into the armed forces and use of children in armed conflict.10 Malawi has ratified 
both of these optional protocols as well.  

9 Optional Protocol on the Sale of Children, Child Prostitution, and Child Pornography. Handbook for the Optional Protocol on the 
Sale of Children, Child Prostitution and Child Pornography (unicef-irc.org).

10 Optional Protocol on Involvement of Children in Armed Conflict. OHCHR | Optional Protocol to the Convention on the 
Rights of the Child. 

Protection 

Development 

Participation 

Survival 

 
4 bundles of 

children’s rights 
under  

the CRC
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d. The African Charter on the Rights and Welfare of Children (ACRWC) 

The ACRWC was adopted shortly after the CRC, but it was drafted with a special focus on the historical, 
cultural, and socio-economic context of children and families living in Africa. For example, it has a section 
on children’s responsibilities to their families, communities and country. The African Charter also goes into 
greater details about child labour, conflict, harmful social and cultural practices, and the family’s protection, 
among other things. Finally, the African Charter is unique in recognising the community as a stakeholder in 
the planning and managing basic services for children.  
 

Some of the most important child protection rights in the ACRWC address:

5-A) Child Development with Focus on Child Protection  

 
a. Introduction 

In this sub-section (5-A), children’s right to survival is briefly touched upon, as a backdrop to examining the 
development stages of children and the protection concerns attached to each one. The following section 
(5-B) will complete the human development cycle with a focus on child protection. 
 
 
b. Right of Survival 

While CPWs are not experts in the important right of child survival, it is important to note that the child’s 
survival, safety, and health is the most immediate need that should be addressed in any case. Thus, the 
SNAP formula requires looking at the safety, survival and basic needs of children before addressing other 
needs that may be just as important but may not be as urgent as a life-or-death priority. Extreme cases of 
child abuse and neglect can result in the death of the child, either through violence or medical or nutritional 
neglect. However, when their safety and health are at stake, child protection efforts must be mobilised as a 
matter of child protection.  
 

• Best interest of the child to be paramount  

• Child participation according to capacity 

• Child labour—minimum wage, hazardous 
conditions, awareness 

• Protection against abuse and torture 

• Rights in the justice process 

• Parental responsibilities, protection of 
the family 

• Protection against discrimination 

• Protection against harmful social and 
cultural practices 

• Refugee children 

• Armed conflict 

• Separation from parents 

• Sexual exploitation 

• Sale, trafficking and abduction of children 

• Children of imprisoned mothers 

• Responsibility of the child 
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b-1: Greatest Threats to Child Survival in Malawi 

Many threats exist to the child’s survival rights in Malawi. These include: 

11  Whether an unborn fetus has the right to life is outside the scope of this material. The applicable national law should guide 
this question. Incidentally, the Penal Code of Malawi Sections 149-151 currently criminalize abortions, except to save the life 
of the mother. There is debate about changing this law. See https://www.law.georgetown.edu/wp-content/uploads/2020/09/
Through-Her-Eyes-The-Harms-of-Abortion-Criminalisation-and-the-Need-for-Reform.pdf.

•  Perinatal Death: death of fetus before birth  

• Specific figures not available. 
 

• However maternal nutrition, health and 
perinatal care, teen-age pregnancy are all 
known factors related to perinatal death 
of the fetus.  

•  Neonatal Death: death at birth, or within 28 
days following birth 

• Preterm development (32%) 

• Intrapartum related complications such 
as respiratory problems, low birth 
weight, anaemia, prolonged labour, 
etc. (26%) 

• Sepsis/Tetanus (17%)  

• Pneumonia and other conditions (14%)

•  Under-five Death:  

• About half are related to congenital/
neonatal issues  

• AIDS (26 %) 

• Malaria, Diarrhea, Pneumonia 

•  5-14 Deaths: 

• AIDS (32 %) 

 
 
 
 
 
 
 
 

b-2: Promoting Right to Survival: The right of survival is covered in many provisions in the CRC and 
ACRWC, and mandates the following categories of services, especially during the first five years of life:  
 

•  Health care to preserve life (as defined by 
national law)11 

•  Pre and postnatal care for mothers 

•  Immunisations 

•  Nutrition 

•  Safe drinking water 

•  Hygiene and sanitation 

c.  Right of Development  

What is development? It is the process of growth and change throughout a person’s life. Humans change 
the most during childhood and adolescence in all dimensions of development, but adults continue to 
change and develop as well. It is the responsibility of adults, especially those who care for children, to 
ensure that their right to development is fulfilled to the best of the adults’ abilities.  
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c-2: Dimensions of Child Development. The CRC covers four BASIC dimensions of child development, 
but also addresses other aspects of development. The four BASIC dimensions of child development are: 
physical, social, mental, and emotional as shown in Figure 5.  
 

Figure 5: Four Basic Dimensions of Child Development

•  Physical development involves growth, health, and motor development 

•  Mental development involves brain development and functioning, reasoning, and learning 

•  Emotional development involves the child’s feelings and attitudes 

•  Social development involves the child’s relationships with family, friends, and others 
 

In addition to these basic dimensions of development, the CRC also mentions other areas of growth and 
development for children, such as:  
 

•  Spiritual and moral development 

•  Cultural development 

•  Respect for human rights 

•  Respect for parents, national values, and civilizations 

•  Respect for the natural environment 

• Communicate with them, build empathy 
and rapport 

• Assess them and their needs on multiple 
dimensions 

• Help parents and caregivers understand 
children’s behaviours and needs 

• Ensure they are connected to 
resources they need 

• Advocate for programmes to reach them 
effectively 

• Ensure communities respond to children’s 
needs effectively 

c-1: Why Study Child Development? Understanding the dimensions and stages of development 
helps CPWs to:  

Physical 
 
 
Emotional 
 
 
Mental 
 
 
Social
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Growing up

Around the world, societies put different emphases on these development areas, and even within Malawi, 
there may be regions that emphasise some dimension of development more than others. Consistent with 
the principles of self-determination and diversity, variations in emphases should be respected, as long as 
the four basic dimensions are being addressed and the child’s best interests are not being compromised.  
 
c-3: Child Development Stages:  These are generally divided by age ranges, as shown below.  
 

Figure 6: Child Development Stages

Table 2 summarises the physical, mental, emotional and social development features of each 
developmental stage, their primary needs during that stage, and common child protection concerns to be 
address in that stage.

(approximate ages depending on cultural and social context): 
 

• Prenatal Development* 

• Infancy and Toddlerhood (0 - 3 yrs) 

• Early Childhood (6 - 11 yrs) 

• Adolescence (12 - 18 yrs)
 

* Prenatal development is included because of the high rate of infant and maternal mortality, and 
the need to have children born healthy. About 40 children in 1,000 died during 2019 during their first 
year of life in Malawi. This figure is highly correlated with prenatal care of the mother.

Child Development Stages 
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Table 2: Child Development Stages with Caregiver Responsibilities and  
Child Protection Concerns

DEVELOPMENT STAGE: PRENATAL DEVELOPMENT

Development Markers Children’s Need 
during this Stage  
of Development

Child Development 
Concerns during  
this Stage

The fetus is completely dependent 
on the mother, so the mother must 
receive good care.  

This stage is usually not included 
in child development stages, but 
it needs special attention because 
of the high rate of infant and 
maternal mortality in Malawi. At 
349 mothers per 100,000 live births 
in 2017, Malawi’s maternal mortality 
rate is among the highest in the 
world. About 40 children died in 
2019 during their first year of life, 
one of the highest rates in  
the world. 

• For Mother 

 • Health and nutrition  

 • Regular 
prenatal care 

 • Adequate rest 

 • Safe labor 
and delivery 

 • Refrain from use of 
alcohol/drugs 

 • Protection from 
violence/abuse 

 • Most maternal 
mortality can be 
prevented by good 
pre and postnatal 
attention to  
these factors

• Lack of good  
nutrition/health 

• Lack of prenatal care 

• Inability to get 
adequate rest 

• Congenital diseases  
in child 

• Birth defects or 
disability in child 

• Intimate partner 
violence against 
mother (frequent 
during pregnancy) 

• Mother’s use of 
alcohol and/or drugs
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DEVELOPMENT STAGE: INFANCY and TODDLERHOOD (Birth - 3 yrs)

Development Markers Children’s Need 
during this Stage  
of Development

Child Development 
Concerns during  
this Stage

Physical Development 

• Birth needs to be documented 

• 80% of brain develops during the 
first 3 years 

• Large and small motor skills such 
as walking, feeding self 

Mental Development 

• Language development—
interaction with adults, siblings 

• EXPLORES the WORLD!  

• Exposure to stimulus--colors, 
shapes, sounds, music, 
books, phenomena 

• Beginning to count, etc 

Emotional Development 

• Expresses simple emotions at 
first, but learns to express more 
complex ones later 

• Develops sense of trust in 
caregiver(s) 

• ATTACHMENT to at least 
one consistent nurturing 
adult is a must 

Social Development 

• Primarily with caregivers 

• Sibling relationships 

• Birth registration 

• Good nutrition: 
Breast milk for first 
year, high protein and 
fats 

• Good maternal 
mental health 

• Health care, 
immunisations  

• Safe physical 
environment to 
explore and play 

• Positive attachment 
to at least one 
nurturing adult  

• Stimulation at home  

• Protection from 
abuse, neglect, 
violence and trauma

• No birth registration 

• Malnutrition affects 
development in all 
dimensions 

• Poor caregiver health, 
including depression 

• Neglect of health, 
immunisations 

• Brain, emotional and 
mental development 
delayed by lack of 
attachment 

• Abuse, neglect, 
violence, separation 
and trauma 

• Caregiver capacity, lack 
of support 

• Disability
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DEVELOPMENT STAGE: EARLY CHILDHOOD (3 - 5 yrs)

Development Markers Children’s Need 
during this Stage  
of Development

Child Development 
Concerns during  
this Stage

Physical Development

• Body is growing rapidly, brain is 
still developing  

• Physical activity and play become 
primary activities

Mental Development

• Stage of intense learning 

• Language develops rapidly  

• Curious; Has many questions: 
“What”, “Why”

Emotional Development

• Forms secure, continuous 
attachment with at least one adult 

• Understands adult authority 
and accepts limits of behaviour 
(not always) 

• Expresses a wide range 
of emotions 

• At times feels fear of real or 
imaginary events

Social Development

• Begins to play with friends for 
short periods 

• Learns to share, although 
difficult at times 

• Learns to take turns (reluctantly)

• Good nutrition and 
sanitation 

• Health care, 
immunisations  

• Safe physical 
environment to 
explore and play 

• Positive attachment 
to at least one 
nurturing adult  

• Stimulation at home 
and ideally at ECD 
centre 

• Solid attachment 
relationship 

• Positive discipline 
when needed 

• Protection from 
abuse, neglect, 
violence and trauma 

• Appreciation for 
child’s unique 
personality 

• Acknowledgement of 
feelings, comfort and 
assurance when feels 
scared

• Malnutrition, poor 
sanitation 

• Neglect of health, 
immunisations 

• Lack of safe space to 
explore and play 

• Lack of stimulation 

• Lack of safe, nurturing 
relationship or 
unhealthy attachment 
(more on this later) 

• Abuse, neglect, 
violence, separation 
and trauma  

• Exposure to ACEs 
(more later) 

• Caregiver capacity, lack 
of support for caregiver 

• Punishment oriented 
parenting, lack 
of empathy 

• Disability (child or 
caregiver) 
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DEVELOPMENT STAGE: MIDDLE CHILDHOOD (6 - 11 yrs)

Development Markers Children’s Need 
during this Stage  
of Development

Child Development 
Concerns during  
this Stage

Physical Development

• Rapid physical growth 

• Mastery of motor skills

Mental Development

• Intense academic learning 

• Increasingly able to reason, think 
through and solve problems 
 

• Balancing family chores and 
school work

Emotional Development

• Growing sense of independence 

• Learning to express and  
manage emotions 

• Learning to empathise with 
others’ feelings

Social Development

• Learning about self in 
relation to others 

• Peer relationships become 
increasing priorities 

• Still look to adults as authorities 
and have a desire to please them

• School registration/
attendance 

• Support for learning 
(allowing time, 
checking  
homework, etc) 

• Staying connected 
with school  
and teacher 

• Guiding child’s 
associations  

• Providing adequate 
supervision 

• Positive parenting 
skills

• Not attending school 

• Poor academic 
progress 

• Having too much 
responsibility at home 
outside of school 

• Lack of structure/order 
at home 

• Social isolation 
from school and the 
community 

• Being bullied, peer 
violence 

• Corporal punishment 

• Punitive parenting  

• Caregiver capacity, lack 
of support 

• Child trafficking, child 
labour 

• Abuse, neglect, 
violence, trauma, 
disability
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DEVELOPMENT STAGE: ADOLESCENCE (12 - 18 yrs)

Development Markers What Adolescents  
Need During  
this Stage

Development Concerns 
during this Stage

Physical Development

• Dramatic physical changes 

• Hormonal changes 

• Sexual maturation 

Mental Development

• Expanded abstract thinking ability 

• Able to use school learning in 
life situations, such as math 
and science  

• Has many questions about life, 
sex, future, career, that often 
go unasked 

• Interested in the bigger world

Emotional Development

• Emotional volatility and confusion 
common in this stage 

• Impulse control can be erratic 
 

• Conflict with parents and authority 
also common as they seek 
own identity 

Social Development

• Peer relationships often override 
parent/child relationship. 
 

• Accepting or rejecting 
social ‘rules’. 

• Sexual identify solidified, romance 
 

• Support for academic 
learning 

• Recognition for 
teen’s need for 
some autonomy and 
privacy, balanced with 
good supervision 

• Learning about 
responsible human 
intimacy 

• Help to understand 
emotional volatility, 
how to manage and 
channel 

• Balancing freedom 
vs. control 

• Outlet for wholesome 
competition, 
organized activities 

• Balancing need 
for friends, family, 
school, work 

• Communicate with 
genuine interest 
in the person, not 
simply for obedience 
to parents 

• Conflict resolution 
skills 

• A strong sense of 
belonging in family, 
community 

• Respect for teen’s 
unique personality 
and support for 
development of 
interests

• Not supported 
for learning 

• Not being respected 
or heard on feelings, 
thoughts and opinions 

• Not having information 
for safe sex or 
emotional intimacy 

• Not having enough 
guidance for balancing 
all aspects of life 

• Too much 
responsibility 

• Gangs or delinquency 

• Poor caregiver 
parenting skills 

• Peer violence, rejection 

• Online child 
protection risks  

• Child labour/child 
trafficking 

• Child pregnancy 

• Child marriage 

• Early sexual 
debut, STDs 

• Substance misuse 

• Mental health issues 
including depression, 
self-harm, suicide 

• Abuse, neglect, 
violence, trauma, 
disability

NOTE: Sections c-3.1 to c-3.5 explain Table 2 in narrative form. Some people may prefer reading it this 
format. This content may be deleted if desired.
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c-3.1: Prenatal Stage: This stage is usually not included in child development stages, but it needs to be 
given special attention because of the high infant and maternal mortality rate. At 349 mothers per 100,000 
live births in 2017, Malawi’s maternal mortality rate is among the highest in the world. About 40 children 
died in 2019 during their first year of life, one of the world’s highest rates. Most can be prevented by careful 
pre and postnatal care and birth assistance. 

What the Mother Needs During Prenatal Stage 
 

•  Health and nutrition 

•  Regular prenatal care 

•  Adequate rest 

•  Safe labor and delivery 

•  Refraining from alcohol and drugs 

•  Protection from violence and abuse 
 
 

Development Concerns during Prenatal Stage 
 

•  Lack of good nutrition/health 

•  Lack of prenatal care 

•  Inability to get adequate rest 

•  Congenital diseases in child 

•  Birth defects or disability in child 

•  Intimate partner violence against mother 
(frequent during pregnancy) 

•  Mother’s use of alcohol and/or drugs 
 

c-3.2: Infancy and Toddlerhood (0-3 years): During this stage, the infant is undergoing rapid growth in all 
dimensions of development. The child should experience growth in the following areas:  

•  Physical Development 
 

• Child is a legal presence which needs to 
be documented (birth registration) 

• 80% of the brain develops during the 
first three years. Deficits in stimulation 
and attachment can cause inadequate 
brain development 

• Large and small motor skills such as 
walking, feeding self, are growing are all 
developing  

• The child will need safe spaces and 
opportunities to become increasingly 
independent with self-care such as 
feeding and dressing self 
 

• Mental Development 
 

• Language development—interaction 
with adults, siblings will be the basis for 
development of speech  

• Exploration of the environment—the 
child will be eager to explore new sights,  
people, and events 

• Exposure to stimulus--colors, shapes, 
sounds, music, books, phenomena 

• Begins to organize things in their minds 
and recall them, such as people  
they feel safe with, the food they 
like, etc  
 

• Emotional Development 
 

• Expresses simple emotions at first, 
but learns to express more complex 
ones later 

• Develops Sense of Trust in caregiver(s) 

• Must accomplish: ATTACHMENT to at 
least one consistent nurturing adult 

 

• Social Development 

• Primarily interacts with parents 

• If available, begin to work out sibling 
relationships 
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What the Infant/Toddler Needs During this Stage 
 

• Birth registration 

• Good nutrition (breast milk for first year, 
high protein and fats) 

• Caregiver with good mental and 
physical health 

• Health care, immunisations 

• Safe physical environment to 
explore and PLAY! 
 

• Positive ATTACHMENT to at least one 
nurturing adult 

• Protection from violence and abuse 

• Adequate stimulation of all senses 
 

Common Child Protection Concerns during this stage 
 

• No birth registration 

• Malnutrition affects development in all 
dimensions 

• Poor caregiver health, including post-partum 
depression 

• Neglect of health, immunisations 

• Brain, emotional and mental development 
delayed by lack of stimulus and/or 
attachment 

• Abuse, neglect, violence, separation 
and trauma 

• Caregiver capacity issues, lack of support 

• Disability (caregiver or child) 

c-3.3: Early Childhood (3-5 years): This period of development is marked by the need for intense learning 
while still securing attachment needs.  
 

• Physical Development 

• Body is growing rapidly, brain is still 
developing  

• Physical activity and play become 
primary activities 

• Mental Development 

• Stage of intense learning 

• Language develops rapidly  

• Has many questions: “What”, “Why” 

• Emotional Development 

• Forms secure, continuous attachment 
with at least one adult 

• Understands adult authority and accepts 
limits of behaviour (not always) 

• Social Development 

• Begins to make friends 

• Learns to share, although 
difficult at times 
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Child Protection Concerns During this Stage 
 

What Children Need During This Stage 
 

• Good nutrition and sanitation 

• Health care, immunisations  

• Safe physical environment to 
explore and play 

• Positive attachment to at least one 
nurturing adult  

• Stimulation at home and ideally at 
ECD centre 

• Solid attachment relationship 

• Positive discipline when needed 

• Protection from abuse, neglect, violence 
and trauma 

• Appreciation for child’s unique personality 

• Acknowledgement of feelings, comfort and 
assurance when feels scared 
 

• Malnutrition, poor sanitation 

• Neglect of health, immunisations 

• Lack of safe space to explore and play 

• Lack of stimulation 

• Lack of safe, nurturing relationship or 
unhealthy attachment (more on this later)* 

• Abuse, neglect, violence, separation 
and trauma  

• Exposure to ACEs (more later)** 

• Caregiver capacity, lack of support 
for caregiver 

• Punishment oriented parenting, lack 
of empathy 

• Disability (child or caregiver) 
 
 
 

c-3.4: Middle Childhood (6-11 years): During this time, the child is able to achieve mastery of most motor 
and mental skills, and is well established in their family identity.  
 

• Physical Development 

• Rapid physical growth 

• Mastery of motor skills 

• Mental Development 

• Intense academic learning 

• Increasingly able to reason, think through 
and solve problems  

• Balancing family chores and school work 

• Emotional Development 

• Growing sense of independence 

• Learning to express and manage emotions 

• Learning to empathize with others’ feelings 

• Social Development 

• Learning about self in relation to others 

• Peer relationships become increasing 
priorities 

• Still look to adults as authorities and have a 
desire to please them 
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What Children Need During this Stage 
 

• School registration/attendance 

• Support for learning (allowing time, 
checking homework, etc) 

• Staying connected with school and teacher 

• Guiding child’s associations  

• Providing adequate supervision 

• Positive parenting, including positive 
discipline 
 

Child Protection Concerns During this Stage 
 

• Not attending school/dropout 

• Poor academic progress 

• Too much responsibility at home 

• Lack of structure/order at home 

• Social isolation-school/community 

• Being bullied, peer violence 

• Corporal punishment 

• Punitive parenting  

• Caregiver capacity, lack of support 

• Child trafficking, child labour 

• Abuse, neglect, exploitation, violence, 
and trauma,  

• Disability (especially being sent to 
institution to access education/care) 
 
 

c-3.5: Adolescence (12-18 years). As the child transitions into adulthood, there are many dramatic changes 
occurring, and parenting and child protection issues become more complex.  

• Physical Development 
 

• Dramatic physical changes 

• Hormonal changes 

• Sexual maturation (with 
reproductive capacity) 
 

• Mental Development 
 

• Expanded abstract thinking ability 

• Able to use school learning to life 
situations, such as math, science  

• Has many questions about life, sex, 
future, career, that often go unasked 

• Interested in the bigger world 
 

• Emotional Development 
 

• Emotional volatility and confusion 
common in this stage 

• Impulse control can be erratic  

• Conflict with parents and authority also 
common as they seek own identity  
 

• Social Development 
 

• Peer relationships often override parent/
child relationship.  

• Accepting or rejecting social ‘rules’. 

• Sexual identify solidified, romance  
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What Children Need During this Stage 
 

• Support for academic learning 

• Recognition for need for some autonomy 
and privacy, balanced with good 
supervision 

• Learning about responsible human intimacy 

• Help to understand emotional volatility, how 
to manage and channel 

• Balancing freedom vs control 

• Outlet for wholesome competition, 
organised activities 

• Balancing the need for friends, family, 
school, and work 

•  Communicate with genuine interest in the 
person, not simply for obedience to parents 

• Conflict resolution skills 

•  A strong sense of belonging to a family 
and community 

•  Respect for the child’s unique personality 
and support for development of interests 
 

 

Child Protection Concerns During this Stage 
 

• Inadequate support for learning 

•  Not being respected or heard on feelings, 
thoughts and opinions 

• Inadequate information for safe sex or 
emotional intimacy 

•  Inadequate guidance for balancing all 
aspects of life 

•  Too much responsibility (vs time with family 
and peers) 

•  Gangs or delinquency 

• Poor caregiver parenting skills, such as 
violent discipline 

•  Peer violence, bullying, rejection 

•  Online child protection risks  

•  Child labour/child trafficking 

•  Child pregnancy and child marriage 

•  Early sexual debut, STDs 

•  Lacking sense of belonging in 
family, community 

•  Substance misuse 

•  Mental health issues including depression, 
self-harm, suicide 

•  Abuse, neglect, violence, trauma, 
separation, disability 

 

c-4: Conclusion on Child Development: Each child has a great potential to be happy and productive in 
all stages of life. Childhood is a time of rapid development and changes, and milestones and challenges 
mark each stage of development. It is the primary responsibility of the parents/guardians to support child 
development. But the extended family, community, and the State also have responsibilities to assist in the 
child’s development. If children are not guided and supported in the early stages, their problems will get 
bigger and more challenging to correct and negatively impact them and their future families. It is vital to 
invest in child development from the prenatal and birth stage to adulthood. 
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LIFE STAGE: YOUNG ADULTHOOD (18 - 40 yrs)

Development Markers Responsibilities  
as Caregiver

Barriers to 
Child Care Capacity

• In the peak of health 
and strength 

• Established sense of 
identity and belonging 

• In the process of 
career or employment 
development 

• Seeking to, or has 
established, a longterm 
intimate relationship 

• If parenting, children are 
young

• Support children 
financially 

• Care for children day-
to-day 

• Provide for health and 
educational needs 

• Balance family/work 
life 

• Engage, provide 
stimulation and quality 
interaction to children 

• Ensure the child 
develops according to 
the optimal life stage

• If child pregnancy, not prepared 
to care for a child 

• Inadequate education or job 
skills 

• Past history of abuse/neglect 
(as victim or perpetrator) 

• Unemployment 

• Substance abuse 

• Domestic violence (victim or 
abuser) 

• Commit or experience violence 

• Unsafe sex, STDs 

• Mental health issues 

5-B) Adult Development Cycle and Child Care/Protection 

a. Introduction: This section is presented from a child care and child protection points of view as parents 
and guardians develop through their adult life stages, and various factors influence their caregiving priorities 
and capacities. As shown in Table 3, each stage is discussed in terms of development markers, major areas 
of responsibility as a caregiver of children, and the common barriers to reaching their full child care and 
protection capacity. 

The information helps to realise that adults also go through developmental stages. Their capacity to care 
for and protect children is often limited due to some of the life-stage related issues they may struggle 
with. It should also provide some guidance on what the caregivers may need assistance with in order to 
strengthen their capacity to raise happy and productive children.

 
Table 3: Adult Life Cycle of Caregivers and Child Care Capacity
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LIFE STAGE: MIDDLE ADULTHOOD (40 - 60 yrs)

Development Markers Responsibilities  
as Caregiver

Barriers to 
Child Care Capacity

• Firmly established in 
a job or career, good 
source of income 

• Firm sense of identity 
and belonging in the 
community, among 
friends and extended 
family network 

• Has a secure marriage 
or long-term intimate 
relationship 

• Positive about life when 
looking back or forward, 
very few regrets 

• Generous with others’ 
mistakes and responds 
to their needs

• Support children 
financially while  
still a minor 

• Care for children with 
daily needs, to the 
degree needed 

• More focus on 
emotional support 
and values guidance 
through good 
communication  
and relationship 

• Encourage children in 
their education and 
other life pursuits 

• Be a resource to 
children who become 
new parents 

• Inadequate income, 
unemployment 

• Sense of failure as a provider, 
or parent 

• Past history of abuse/neglect 
(victim or perpetrator) 

• Poor communication skills 

• The need to exert control over 
spouse or children, leading to 
poor relationships 

• Substance abuse 

• Domestic violence (victim or 
abuser) 

• Commit or experience violence 

• Unsafe sex, STDs 

• Mental health issues
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LIFE STAGE: LATE ADULTHOOD (60+ yrs)

Development Markers Responsibilities  
as Caregiver

Barriers to 
Child Care Capacity

• Sense of 
accomplishment in life 

• Sense of pride in family 

• Satisfaction with 
belonging in the 
community, extended 
family, and among 
friends 

• Kindness toward  
younger generation 

• Health and stamina to 
care for self and enjoy 
life 

• Some form of belief 
about death and feeling 
peaceful about it

• Provide for children 
financially, emotionally, 
and educationally  

• Care for children  
day-to-day 

• Provide guidance and 
teach values 

• Encourage children in 
their educational and 
other life pursuits 

• Be a resource to 
children who become 
new parents 

• Maintains own 
health and stamina, 
especially if caring for 
young children

• Declining health 

• Reduced physical capacity 

• Past history of abuse/neglect 
(victim or perpetrator)  

• Domestic violence (victim or 
abuser) 

• Poverty, lack of access to 
resources 

• Limited ability to help with 
school work 

• Lack of self acceptance or 
satisfaction in their life 

• Inflexibility to understand the 
younger generation or work 
with others 

• Being too lenient or too strict

6) Children’s Right of Participation at Community and National Levels 

a. Introduction: Participation is one of the four pillars of children’s rights, to be widely utilised in matters 
related to children’s rights. The right to participate is emphasised both in the CRC and the national 
laws/policies. Yet, little practical guidance is available on how actually to practice this principle in our 
communities. As the frontline person in child protection matters in your communities, CPWs are in an 
important position to incorporate this principle into practise as they collaborate with children and other 
community members.  
 

b. Background to Right of Participation: Article 12 of the CRC says:  
 

• States Parties shall assure the child who can form his or her views, the right to express those 
views freely in all matters affecting the child, the child’s views being given due weight by the 
child’s age and maturity.  

• For this purpose, the child shall in particular be provided the opportunity  
to be heard in any judicial and administrative proceedings affecting the child,  
either directly, or through a representative or an appropriate body, in a manner consistent  
with the procedural rules of national law.  

c. Two Levels of Participation: Children have the right to participate at the macro-level—that is, at the 
community, district and national levels, and at the micro-level—at their personal and family levels. In 
this sub-section, we will talk about participation at the macro level. The next sub-section will discuss 
participation at the micro-level (personal and family levels). 
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Figure 7: Levels of Child Participation 

 

d. Benefits of Child Participation: Child participation benefits not only the children but communities and 
nations. The benefits include:  
 

•  Develops their capacity 

•  Builds their self-esteem 

•  Benefits the projects because of their input  

•  Children are often in the best place to understand and act upon certain situations 

•  They can more readily reach their peers  

•  It promotes future leadership 

•  Builds sustainability to projects from one generation to the next 

•  Because it is their right to participate 

e. Child Participation Entry Point: One of the ways of looking at child participation is to consider the 
timing of inviting child participation. Figure 8 shows the timeline of a macro-level project and each 
possible entry point for child participation. Later in the timeline, child participation is less comprehensive 
or empowering. Later involvement is also less educational and less fulfilling of their right of participation. 
However, it is never too late to invite child participation. For example, even after a project has 
been completed, the outcome data may include children and adolescents’ perspectives for a more 
comprehensive understanding of the data and how they may be used in future projects.  

Personal (micro) 
 
 
Family (micro) 
 
 
Community (macro) 
District (macro) 
National (macro)
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Figure 8: Entry points for Child Participation 
 

• Generally, the earlier children are involved, the stronger their input and ownership.  
However, it takes a spirit of partnership and mentorship to sustain their participation at times.  
This takes time, skills, and expertise.  

• It is okay to allow some children to join at later phases of the process, and in fact that might be  
optimal for some children.  

• It is not a good idea to allow children to be involved in obtaining or negotiating funding.  
It puts them in a position that they are not equipped to deal with. But they can certainly  
be involved in all other aspects with adult support and guidance.  

f. The Degree of Child Participation:  
 
Another way to think of child participation is through use of the “Ladder of Participation” (see Figure 9).12  

Figure 9: The Eight Levels of Child Participation
 

12  Hart, R. (1992). From tokenism to citizenship. 

Identifying a  
potential  
issue or  
problem 
 

Gathering  
information  
about the  
problem 

Analysing the  
problem based  
on data 
 

Discussing  
ways to deal  
with the problem 
 

Deciding on  
a method to  
deal with the  
problem 

Getting  
partnerships  
and funding 
 

Implementing  
the decision 
 
 

Evaluating  
the outcome

Non-participation Degree of Participation

Manipulation

Decoration

Tokenism

Assigned but 
informed

Consulted 
and informed

Adult - Initiated, 
shared decisions 

with children

Child - Initiated, 
and directed

Child - Initiated, 
shared decisions 

with adults

The ladder of participation, as 
shown in Figure 9, shows the 
degree of participation—that is, 
how much power and control the 
children will share with the adults 
in any given endeavour. 
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Table 4: Levels of Child Participation

Level 1
Manipulation

Children are not given enough information to fully participate

Level 2
Decoration

Children are put on display during an event without full 
understanding of the issues

Level 3
Tokenism

Children are given a voice, but in fact have little or no opportunity to form and 
speak their own opinions

Level 4
Assigned but 

Informed

Children don’t take part in planning, but they know the intentions of the project 
and volunteer to participate

Level 5
Consulted and 

Informed

Project is designed and run by adults, but children understand the process and 
their opinions are treated seriously

Level 6
Adult-initiated, 

Shared Decisions 
with Children

Children share decision-making authority or management

Level 7 
Child-initiated and 

Directed

Adults typically observe and assist but do not initiate or share 
decisions or management.

Level 8
Child-initiated, 

Shared Decisions 
with Adults

Adults share decisions and management

NOTE: Levels 1, 2, and 3 are not forms of participation, only attempts to make it appear so. 
Levels 4 through 8 are increasingly empowering forms of child participation, although very few projects 
ever reach levels 7 or 8 unless the children have been participating in other projects with adult initiation and 
mentorship, and are being entrusted to initiate and carry out the project.  

g. In Summary

Child participation can be practiced and evaluated in two main ways: 1. The entry point or timeline 
perspective; and, 2. The ‘ladder’ perspective of control and decision making power. Together, they provide 
guidance on when, and to what degree, you may be able to partner with children and uphold their rights of 
participation. 
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7) Child’s Right of Participation at Personal and Family Levels 

a. Introduction
  
The child has the right to participate in any decisions made regarding him- or herself, according to the 
evolving capacity of the child. This right has been emphasised in all policy instruments that apply to children 
in Malawi (at the global, regional, and national levels). In this section, this right and how it should be 
implemented in child protection work is laid out.  

b. Right to Participation at the Personal and Family Levels: What the Policies Say  

b-1. Article 12 of the CRC provides:  
 

1. States Parties shall assure to the child who is capable of forming his or  
her views the right to express those views freely in all matters affecting  
the child, the views of the child being given due weight in accordance with  
the age and maturity of the child.  

2. For this purpose, the child shall, in particular, be provided with the opportunity to  
be heard in any judicial and administrative proceedings affecting the child, either  
directly, or through a representative or an appropriate body, in a manner consistent  
with the procedural rules of national law. 
 

Very Important to Understand: The child does not get to make the decision; he or she has the right to be 
heard carefully and with respect, and to have their opinion weighed by those who make the decisions. 

b-2. The ACRWC says:  

Article 4: Best Interests of the Child. In all judicial or administrative proceedings affecting a child capable 
of communicating their views, an opportunity shall be provided for the child’s views to be heard either 
directly or through an impartial representative as a party to the proceedings. Those views shall be taken 
into consideration by the relevant authority in accordance with the provisions of appropriate law. 

Article 7: Freedom of Expression.  Every child capable of communicating their views shall be assured the 
rights to express his opinions freely in all matters and disseminate his opinions subject to such restrictions 
as prescribed by laws. 

It should be kept in mind that the ACRWC allows the child’s opinion to be expressed directly to the 
decision-maker or through an impartial representative as a party to the proceedings. These impartial 
representatives may be a CPW or DSWO who has performed the best interest determination for the child 
and gathered the child’s opinion as an essential part of that procedure. 

b-3. The Child Care, Protection and Justice Act (CCPJA), 2010 says:  

In Section 8): Custody of the child 

1. A parent, a family member or any other appropriate person may apply to a child justice 
court for custody of a child. 

2. A family member or any other appropriate person may apply to a child justice court for 
periodic access to the child. 

3. The child justice court shall consider the child’s best interests and the importance of 
the child, on account of age, being with his mother when making an order for custody 
or access.
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4. In addition to the matters under subsection (3), a child justice court shall consider:
 
  a) the views of the child.  

  b) that it is desirable to keep siblings together. 
 

Section 61)d) (Deals with follow-up visits by DSWO after foster care placement) 

1. The DSWO shall, after carrying out the visit under subsection (1) make a written report to be 
placed in the child’s case record stating in detail his observations about the child’s welfare, 
progress and conduct, or any changes that have occurred in the foster family’s circumstances.  

2. The report made under subsection (2) shall also include the child’s views and feelings 
concerning placement. Where there are any problems, they shall be discussed and resolved 
openly within the foster family. Section 99)(1)(g) encourages participation of the child and his or 
her parent, guardian or appropriate adult in decisions concerning the child. 

c. Facilitating Children’s Right to Form and Express Feelings and Opinions 
  
Providing an opportunity for children to be heard takes planning, coupled with knowledge, skills, and the 
child’s utmost level of concern. When a CPW is faced with the child’s best interest determination and all 
the work that must go into it, they sometimes think of asking for the child’s opinion as to the last item on 
a long checklist. This approach is likely to result in the child being deprived of a chance to truly be heard, as 
the child’s participation in the decision should always accompany the rest of the process, each step of the 
way. As shown in Figure 10, this process takes deliberate planning, step-by-step facilitation and expertise.  
 

Figure 10: Facilitating Child Participation at Personal and Family Matters

CREATE an enabling environment 
establish a relationship of 

empathy, trust, care, and safety

ASSESS the child’s capacity to 
process information, compare 
options, and form an opinion   

 

Information given at the child’s 
level of comprehension. Be 

patient, encourage questions. 
DON’T over-promise  . 

Stay supportive, objective, 
and keep focused on the best 

interest of the child   
 

RECEIVE feelings and opinions 
with empathy and respect. Say 
you will take it seriously. Stay 

open to a change of heart

1

2
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The Process, Step-by-Step 

c-1: Creating an Enabling Environment for Child Participation  
 

•  This is a time-intensive process, not just an 
‘add-on’ to your decision making.   

• There is nothing more important than trust, 
safety and empathy in the child’s  
relationship with you; make sure these 
are in place before asking for sensitive 
information.  

•  Include the child’s trusted adult (who will 
not unduly influence the child’s opinion). 

•  Give complete pertinent information you 
can convey in a child-friendly language. This 
means you have to know the information 
well before presenting it to the child, 
including understanding options (if any) or 
what’s being proposed and likely outcomes 
 

•  Take time: Help the child navigate through 
their feelings and thoughts.  

•  Use good active listening and counselling 
skills to draw out the child’s feelings and 
thoughts.  

•  NEVER say, ‘Tell me what you want and I 
will make it happen’. Explain that you  
want to listen and how they feel is very 
important. Everyone involved will pay 
attention when they make the decision.  

• Answer questions honestly, within the 
child’s level of understanding. 

•  Use child-friendly methods such as 
drawing, playing together, telling stories, 
and using emojis for example.  

c-2: Assessing a Child’s Capacity to Participate 

Article 5 of the CRC mentions the child’s evolving capacity, and Article 12 provides rights of participation. 
Together, children have a right to participate in matters concerning them according to their current evolving 
capacity.  

How is the evolving capacity of the child assessed? 
With adolescents, it is often sufficient to use active listening and counselling skills to help them sort out 
their feelings and thoughts unless they have cognitive disabilities or mental health issues.   

Frankly, there are not many useful assessment tools for a detailed assessment. For this reason, experts 
recommend using assessment specialists with special training for determining a child’s capacity with 
special training. But for less trained people, typical tools used include common sense and experience with 
children of similar ages.  

In general, you will want to gauge: 
 

•  The child’s understanding of their current 
situation.  

•  The child’s understanding of, and ability to 
weigh possible options (if any).  

• The child’s ability to focus, weigh pros and 
cons in a fairly objective manner. 

•  The child’s ability to identify their own 
feelings and thoughts. Many will say, “I 
don’t know.” So it takes some probing 
skills. Sometimes emojis are helpful with 
follow-up questions.  

•  The child’s ability to freely express 
opinions and views (verbally or mentally). 
This is largely dependent on the enabling 
environment created by you.  

•  If there aren’t any realistic decision options 
except one and the decision is already in 
motion, the child still needs a chance to 
express feelings and views and assisted 
in adjusting and assuring that people are 
careful in making decisions.  
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Some child-friendly assessment methods, without extensive training, may include: 
 

•  Drawing: Ask the child to draw her family. If alternative care becomes necessary,  
gently guide the child to consider expanding her definition of people she can trust.  

•  Playing together: Children can engage in play to act out their fears and hopes. To draw their 
hopes, they may need more information; supply these as much as possible. Plastic figures 
(even paper ones) and drawing paper are essential. There are many methods of play-based 
assessments and therapy.  

•  Telling stories: You can make up stories about the child, and have the child  
supply many of the details. He or she can also express preferences of what should  
happen and given reassurances that there will be adults who care about them.  

•  Using emojis: These charts are available online, and help children identify how they  
feel right now, or how they would feel if something were to happen. You can probe more for details. 

 

c-3: Providing Information in a Child Friendly Language 

In order to form feelings and opinions, children need information to be given in a manner consistent with 
their evolving capacity. Here are some things to remember when giving information to children.  
 

•  Information shared should be necessary and appropriate for the child and the matter at hand.  
For example: 

• If the upcoming decision is about alternative care placement, the child will most  
likely need to know what the placement options are: if there will be other children, if they will  
be able to visit their parents while placed there, how long they will stay there,  
what school they will go to, etc.  

•  It is important to realise that children are often in a state of crisis when  
asked for their feelings and opinions. It is necessary to stabilise their emotions and help  
them think clearly through the proposed courses of action.  

•  Children are often intimidated and do not immediately form questions or opinions.  
It is extremely important to take your time and be very tuned in to the child’s non-verbal cues,  
and to gently encourage (not demand) them to ask questions after you have laid out  
some of the basic information.

 

c-4: Balancing the Child’s Best Interest and Views 

When discussing child participation, it must be acknowledged that children are often confused about what 
is in their best interest. For example, many are fiercely attached to their caregivers even when staying with 
them may be unsafe for them. The CPW must balance all the facts in the case to determine what is in the 
child’s best interest. While preserving attachment relationships are of paramount importance in the long 
term, the child’s safety is the first immediate priority (see the CRC and the SNAP model, forthcoming). 
 
Fortunately, the decision is not always an all-or-nothing, black and white proposition. For example, the child 
may be kept safe in an alternative care placement nearby. Simultaneously, the CPW ensures that the child 
can have continuing contact with their attachment figures (with the CPWs supervision if necessary). The 
family can help reduce the risk of abuse or neglect (if in the child’s best interest and not traumatising). 
This way, the long-term goal of keeping the child with the family can be realised with a short necessary 
separation. Knowing that they can return to their family when it is safe for them to do so, the child will 
experience less trauma from the separation and feel that the system is helping, not simply tearing them 
away from their loved ones.
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c-5: Listening to the Child’s Feelings and Opinions 
 
Listening to the child’s feelings and opinions with empathy and respect, even when you disagree, is 
essential to have an opportunity to be heard. This opportunity may be through you or in front of a judge 
(preferably in chambers, not in open court, to reduce the intimidation factor). You must make it clear to 
report the child’s views and distinguish them from your own best interest recommendation. In either case, 
the child must be provided with the opportunity and understand that their views were weighed carefully in 
the decision process. 

It is also very important to explain to the child why his/her views are important, but why your 
recommendation may be different, in a way that will protect the relationship that has been developed 
between the two of you. That relationship is a solid anchor the child can rely on, and the fact they know you 
are using your best judgment even when you disagree with them is a source of comfort for them. 

8) Right to Protection Under the CRC 

a. Introduction. Earlier in this manual, you were introduced to the CRC, which lays out dozens of child 
rights. In this section, we will focus more narrowly on PROTECTION RIGHTS under the CRC. (The ACRWC 
covers the same protection rights as the CRC, so we will not cover those separately). 
 
b. Protection Rights under the CRC  

In Article 19, the CRC states that children have the right to be protected from all forms of violence. 
According to UNICEF, violence against children (VAC) takes many forms, including physical, sexual, and 
emotional abuse, and may involve neglect or deprivation. Violence occurs in many settings, including the 
home, school, community and over the Internet.13  
 

13  UNICEF (n.d.). Downloaded 2020 from Violence Against Children - UNICEF Data

Summary Points of Relevant Policies Regarding the
Child’s Right to Participation at the Personal and Family Levels

•  Children have the right to freely express views on matters affecting the child.  

•  Note: a child is not REQUIRED to give his or her opinion - only to be allowed to be heard and 
encouraged to express freely. 

•  It is particularly important in judicial hearings, in alternative care placements,  
and case management planning. 

•  The child’s views are to be heard carefully and given due weight in accordance with their age and  
maturity (evolving capacity of the child). 

•  The child’s best interest is the standard, and the child’s views serve as an important  
element of that determination.  

•  Tip: Do not over-promise the impact of their opinion but do pay meticulous attention and  
convey understanding.
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Protection from ABUSE 
 

•  Physical Abuse, non-accidental infliction of 
injury to a child including corporal  
punishment and torture 

•  Emotional/Psychological Abuse (including 
online abuse), including calling names, 
yelling, belittling, humiliating, etc. 
Discrimination among children in the 
same household 

•  Sexual Abuse (including online abuse) such 
as rape, defilement, incest, child marriage 
 

Protection from NEGLECT 
 

•  Nutritional neglect—withholding food and 
nutrition intentionally 

•  Medical neglect—failure to seek medical 
help, resulting in serious consequences 

•  Educational neglect—failure to ensure the 
child’s enrollment and attendance at school 

•  Lack of supervision—failure to supervise 
young children who are not able to protect 
themselves 

•  Emotional neglect–lack of attention and 
affection, intentional withholding of the 
same from a child, emotional discrimination 
among children in the household 

•  Safety—failure to ensure a child’s safety 
when engaging in dangerous activities 

Protection from EXPLOITATION 
 

•  Labour exploitation, including labour 
trafficking, hazardous forms of 
labour, violation of minimum age and 
minimum wages 

•  Sexual exploitation including commercial 
sexual exploitation, sex-trafficking, the sale 
of children, pornography, being given in 
child marriage for parent’s/guardian’s gain 

•  Being sold, used for debt payment  

• Property exploitation, including forceful 
and illegal taking of money or property by 
relatives, community members  
 

Protection from VIOLENCE
(witnessing or experiencing) 

 

•  In the family—(between family members) 
such as domestic violence 

•  In the community—fights, gangs, police 
brutality  

•  In conflict zones 

•  At school—peer bullying, corporal 
punishment, torture and threats 

•  In the media (including social media)—
bullying, sale of children, trafficking, 
soliciting for armed groups or 
pornography rings 
 

14    UNICEF (2020). Protecting Children Online. https://www.unicef.org/protection/violence-against-children-online

 
c. Special Focus on Threats Against Children Online14 

VAC, especially sexual VAC, is emerging as a very serious threat. Eighty per cent of children surveyed 
in 25 countries report feeling in danger of sexual abuse or exploitation online. It is very easy for child 
sex offenders to contact potential victims, share imagery and encourages others to commit offences 
online. Children may be victimised through the production, distribution, and consumption of sexual abuse 
materials. They may be ‘groomed’ for sexual exploitation with abusers attempting to meet them in person 
or extort them for explicit content. Children themselves may generate sexually explicit imagery once they 
are coached and urged by adults, and these might be shared without consent or make them vulnerable 
to abuse by adults. Child victims of online abuse can experience social isolation, mental health issues, 
substance abuse, self-harm or suicide, as well as an increased likelihood of exhibiting abusive behaviours 
themselves into adulthood.  
 
 

In the various other articles and the Optional Protocols, the CRC identifies four main categories of 
protection rights for children. These can be listed as: 
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9) Right to Protection Under National Laws and Policies  

a. Introduction 
 
In the preceding section, the protection rights in the CRC were discussed. In this section, the laws and 
policies of Malawi that support child protection are discussed. Laws are extremely important because 
without laws there is no mandate, and no legal authority to support child protection. It is very important to 
have laws to protect children and hold violators accountable.  

At the national level, there are several laws that support child protection. These are: 
 

•  The Constitution of Malawi 

•  The Child Care, Protection and Justice Act 

•  National Plan of Action 

•  National Strategy on Ending Child Marriage 
 

At the sub-national level, there are District Implementation Plans that guide the implementation of the 
National Plan of Action.   

b. The Constitution of Malawi (Amended 2017) 
 
This is the supreme law of the land, the highest legal authority carrying the greatest authority. All laws that 
are in conflict with the Constitution are null and void. Some of the most relevant provisions of the Malawi 
Constitution are:  
 

•  It guarantees gender equality, prohibits domestic violence and property  
exploitation against women (Article 13a).  

•  It lists the rights of people with disabilities (Article 13g), such as: 

•  Adequate and suitable access to public places 

•  Fair opportunities in employment, and 

•  The fullest possible participation in all spheres of society 

•  Prohibition on discrimination based on disability 

•  It prohibits corporal punishment 

The Constitution lists many rights specifically extended to children, such as: 
 

•  A child is a person under 18 (since the 2017 Amendment) 

•  Equal treatment regardless of race, culture, or family origin 
 

•  Best interest of the child and welfare to be the primary  
consideration in all decisions affecting them 

•  The right to a given name, family name and nationality 

•  The right to know, and be raised by, their parents 
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•  The right to reasonable maintenance from parents, and when not sufficient,  
from the State 

•  Protection from economic exploitation or work or punishment that is  
hazardous, interfere with education, or be harmful to their health, mental,  
spiritual or social development 

• To be provided conditions for full development 

• To enjoy full and equal rights within the family 

• The family is to be protected as a fundamental and vital social unit  

• Corporal punishment is prohibited 

• Forced marriage is prohibited, and applies to all forms of marriage  

• All forms of neglect, cruelty, or exploitation is prohibited 

Each one of these rights carries much weight in the work that CPWs do. As each one is reviewed in detail, 
it can be recognised that many of the rights provided to children under the CRC are also embodied in the 
Malawi Constitution—the highest law of the land. As many countries have not included these rights of 
children in their Constitution, this is very good news for Malawi’s children. 
 

c. The Child Care, Protection and Justice Act (CCPJA, 2010) 

This is a national law enacted in 2010 before the Constitution was amended in 2017. It has some conflicts 
with the Constitution, and those provisions are now null and void. One such example is that the CCPJA 
defines a child as a person under the age of 16, while the Constitution defines a child as a person under 
age 18. Since the Constitution is the highest authority in the land, this part of the CCPJA is no longer valid. 

Even with some needed updates, such as the one mentioned, the CCPJA is the most comprehensive law 
on children and child protection. It provides some useful guidance on what is meant by physical abuse, 
emotional or psychological abuse, sexual abuse, and neglect. 
 

c.1. Physical Abuse Defined under the CCPJA:  

“There is an injury to any part of the body of the child as a result of the non-accidental application of force 
or agent to the child’s body that is evidenced by, among other things, a laceration, concussion, abrasion, 
scar, a fracture or other bone injury, a dislocation, a sprain, a haemorrhaging, a rupture, a burn, a scald, loss 
or alteration of consciousness or loss of hair or teeth.”

It should be noted that internal injuries are not mentioned in this list or visibly detected, so it is important 
to get the child thoroughly examined both externally and internally. Also, note that the injury must be a 
non-accidental use of force or agent (source of energy). Therefore if a parent is playing with a child and 
the child twists an ankle or incurs some other injury, that is accidental and does not count as child abuse. 
However, non-accidental is not the same as non-intended. If a parent shakes an infant violently, causing 
brain damage, the parent intended to shake the baby, and the brain injury resulted; therefore, the injury is 
not accidental.15 

 

15   See https://www.youtube.com/watch?v=k-IXKuK900I
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c.2 Emotional or Psychological Abuse Defined under the CCPJA 

“A child is emotionally or psychologically injured if there is impairment of the mental or emotional 
functioning of the child that is evidenced by, among other things, a mental or behavioural disorder, including 
anxiety, depression, withdrawal aggression or delayed development.” 

It is difficult to hold anyone responsible if a child shows these symptoms since there could be many causes 
for the symptoms, other than emotional abuse. More guidance is needed as to the type of behaviour that 
can result in emotional abuse. To provide greater understanding, some examples of good legislation from 
other countries are included below as supplemental resources only. 

 
Examples of Definitions of Emotional Abuse from other countries

From Malaysia16

EMOTIONAL ABUSE occurs when parents or caregivers consistently fail to care for and love 
their children by failing to provide a nurturing, loving and supportive environment appropriate for 
their development. Abuse of this type includes: 
  

• Humiliation  

• Withholding of love  

• Blaming  

• Frightening 
 

• Threatening  

• Terrorising  

• Discrimination 
 

• Ridiculing  

• Other non-physical forms of rejection  

• Hostile treatment 
 
 

 

EMOTIONAL ABUSE can damage a child’s physical or mental health as well as impair the child’s 
physical, mental, spiritual, moral or social development.

16   UNICEF Malaysia, online at http://stopchildabuse.unicef.my/files/factSheets/StopChildAbuse-Factsheet-Emotional-Abuse.pdf



Reference Manual For 
Child Protection Workers47

From the Draft Child Protection Law in KP Province, Pakistan17

(a) Mental violence includes the failure to provide a supportive environment for the child,  
and actions towards the child that cause or have a high chance of causing harm to  
the child’s health or physical, mental, spiritual, moral or social development. It is often   
described as psychological maltreatment, mental abuse, verbal abuse and emotional   
abuse or neglect. These actions may include unreasonable restriction of movement, patterns 
of belittling, putting down and insulting, scapegoating, threatening, scaring, discriminating, 
ridiculing or other non-physical forms of hostile or rejecting treatment. It will specifically 
include the following: 

i. All forms of persistent harmful interactions with the child, for example, conveying to   
 children that they are worthless, unloved, unwanted, less equal than other children of a  
 different sex, endangered or only of value in meeting another’s needs;
 
ii. Scaring, terrorising and threatening, exploiting and corrupting, spurning and rejecting,   
 isolating, ignoring and favouritism;
 
iii. Denying emotional responsiveness, neglecting mental health, medical and    
 educational needs;
 
iv. Insults, name-calling, humiliation, belittling, ridiculing and hurting a child’s feelings;
 
v. Exposure to domestic violence;
 
vi. Placement in solitary confinement, isolation, humiliating or degrading conditions of   
 detention; and,
 
vii. Psychological bullying by adults or other children, including via information and    
 communication technologies (ICTs) such as mobile phones and the Internet  
 (known as cyberbullying).

In the above examples, it is possible to link a pattern of emotional abuse to the emotional injuries that 
children display; hence the law promotes accountability on the part of those that interact with the children 
in harmful ways.  
 

c-3: Sexual Abuse Defined under the CCPJA 

A child is sexually abused under the CCPJA if: “The child has taken part, whether as a participant or an 
observer in any activity which is sexual in nature for the purposes of i) any pornographic or indecent 
material, photograph, recording, film, videotape or performance; or ii) sexual exploitation by any person for 
sexual gratification or for commercial gain.” 

Note: Although these criteria are limited, it should be understood that all criminal acts of sexual nature 
should be considered acts of sexual abuse. For example, rape is seldom an act of sexual gratification; it 
is an act of extreme violence against the victim. In addition, child marriage, initiation rites involving sexual 
acts, indecent exposure, etc., should also be included in sexual abuse.  

IMPORTANT POINT: Harmful cultural practices, child marriages, and pledging a child as security are 
subject to a 10-yeara prison sentence upon conviction. Even when the child lies about her age and 
verbalises ‘consent’, the perpetrator is responsible for sexual acts with a minor. (see Kavira v. State, 2015, 
which declared that underage girls are incapable of giving consent, and the defendant’s ignorance about 
the child’s age was no excuse).  

17   Draft legislation in possession of the author, 2020. 
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c-4: Neglect under the CCPJA 
 
Neglect is not defined in the CCPJA. However, it can be deduced from the list of parental responsibilities 
to their children. It is implied that when parents/guardians do not fulfill these responsibilities, they are 
neglecting their children. The parent or guardian must:  
 

• Provide for the child’s welfare; 

• Protect the child from neglect, discrimination, violence, abuse, exploitation, oppression and 
exposure to physical, mental, social and moral hazards; 

• Provide proper guidance, care, assistance and maintenance for the child to ensure his or her 
survival and development, including in particular adequate diet, clothing, shelter and medical 
attention;  

•  Ensure that during the temporary absence of the parent or guardian, the child shall be cared for 
by a competent person; and,  

• Exercise joint primary responsibilities (for both parents) for raising their children. 

It is important to distinguish parents and guardians who willfully neglect their children, from those that are 
unable to provide despite their best efforts. For the latter group, the correct approach is to provide support 
and family strengthening services as will be discussed later.  

c-5: Other CCPJA Provisions Related to Child Protection  
 

• Admitting children into places of safety, or medical care 

• Procedures of the Child Justice Court in CP cases 

• Reporting requirements  

• Court procedures for alternative care 

• Foster care placements 

• Children with disabilities 

• Tracing of lost/abandoned children 

• Birth registration 

• Children with HIV/AIDS 

• Child trafficking 

The CCPJA has a listing of Children in Need of Care and Protection (see Table 5). These children are entitled 
to child protection services, but there are other groups of children who experience child protection issues 
who are not listed but should be extended services.  
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Children in Need of Care and Protection 

a) The child has been physically, psychologically or emotionally injured or sexually  
 abused or is at substantial risk of such abuse, including by the parent or guardian or   
 member of the family;
 
b) The child has been physically, emotionally, or sexually abused or is at substantial    
 risk of such, and no parent, guardian, or other person has protected the child, or  
 is likely to protect the child; 
 
c) The parent or guardian of the child is unfit or has neglected, or is unable to  
 exercise proper supervision and control over the child and the child is falling into    
 undesirable association;
 
d) The parent or guardian of the child has neglected or is unwilling to provide for the child’s   
 adequate care, food, clothing, shelter, education and health;
 
e) The child has no parent or guardian; or has been abandoned and after reasonable   
 inquiries the parents cannot be found and no other suitable person is willing and able to   
 care for the child;
 
f) The parents or guardians neglects or refuses to have the child  examined,  
 investigated or treated for the purposes of restoring or preserving the health of the child;
 
g) The child behaves in a manner that is, or is likely to be harmful to the child or to others,   
 and the parents/guardians are unable or unwilling to take the necessary measures to   
 remedy the situation, or the measures they have taken have failed;  

h) There is such a conflict between the child and the parents/guardians of the child,  
 or between the parents/guardians, that family relationships are seriously disrupted;
 
i) The child is in the custody of a person who has been convicted of an offence in    
 connection with that child;
 
j) The child frequents company of immoral, vicious or otherwise undesirable person  
 or persons, or is living in circumstances calculated to cause or induce the seduction,  
 corruption, or prostitution of the child;
 
k) The child is allowed to be on a street, premises or any place for the purpose of  
 begging or receiving alms as a habitual beggar, or is carrying illegal hawking, lotteries,   
 gambling, or other illegal activities detrimental to the health and welfare of the child; 
  
l) The child cannot be controlled by their parents or guardian or the person in custody   
 of the child; and
  
m) If the child is assessed by Social Welfare to be in need of care and protection. 

NOTE: In the last category (m), the Act allows for other types of child protection risks to be identified by 
the representatives of Social Welfare, which includes all of the community CPWs as well as social workers 
at One Stop Centres (OSCs), Victim Support Centres, government-run care institutions, and reformatories. 
This gives broad discretion to those who are investigating an allegation to make a determination of abuse, 
neglect, exploitation or violence even when not listed in the Act.

Table 5: Children in Need of Care and Protection Under the CCPJA
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d. The National Plan of Action 

The National Plan of Action (NPA) identifies the most vulnerable children in Malawi as: 
 

• Those living in poverty 

• Children not living with either parents 

• Children living in households with caregivers who have no education 

• Children who have lost one or both parents 

• Although children living with mothers are less vulnerable 
 

On top of these vulnerability factors, two additional factors had a multiplier effect on children: 
 

• Children living with HIV/AIDS 

• Children living with a disability  
 

The NPAs top priority are to identify and assist children who experience these difficulties. In child 
protection work, they are likely to be over-represented among the service users. 
 

e. District Implementation Plans 

The District Implementation Plans (DIPs) are designed to implement the NPA. Each district has its own DIP. 
As an example, the DIP of Blantyre seeks to meet six objectives:  
 

1.  Eighty per cent of vulnerable children have access to essential services for survival,  
protection and development 

2. Improve family and community capacities in realising children’s rights 

3. Develop a social protection system, including human resources to provide essential services  

4. Enabling policy and structures to protect children 

5. Advocacy, raising awareness, and participation 

6. Well-functioning monitoring and evaluation systems
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SECTION 3 
THE CHILD PROTECTION 
SITUATION IN MALAWI

10) The Current Child Protection Situation in Malawi

 
a. Introduction 
 
The child protection situation in Malawi has been described as dire.18 This succinctly portrays a very serious 
situation on the ground, with the backdrop of persistent poverty and its attendant social problems, low birth 
registration rates, health threats, migration, child labour, child marriages, and teen births. Child protection 
figures reveal that childhood in Malawi is full of risks for many children, while some children are driven into 
the streets and care institutions. 

b. Poverty  

The national poverty rate stands at 51.5%, with the ultra-poverty rate remaining at around 23.8% in 2017, 
slightly down from 24.5% in 2011. In 2020, the poverty rate was estimated to have worsened due to the 
effects of the Covid-19 pandemic. Further, some 60.5% of children are poor in multi-dimensions; that is, 
in addition to having little or no more money, they might suffer from insufficient access to food, water, 
sanitation and hygiene. They may also lack access to services such as health and education. Poverty has 
led to harmful coping mechanisms such as child labour, migration, child marriage, sexual exploitation, 
delinquency and crime, and child trafficking.19

 

c. Birth Registration 

Birth registration is an important indicator for children’s wellbeing. It provides the legal basis for accessing 
many services such as health, education, and social protection. This is particularly true with children 
on the move, who may be displaced or lost. Birth registration is also a pivotal piece of information in 
child marriage, child labour, youth in conflict with the law, and recruitment into conflict. It can also affect 
household social protection eligibility. 

The 2015-2016 Demographic and Health Statistics (DHS) data found the birth registration rate in Malawi 
higher among children under two (71%) than children between two and four (65%), suggesting a positive 
trend over time.20 Under the National Registration Act, several steps have been taken to improve the 
birth registration process, including the introduction of an electronic birth registration system (EBRS) in 
a country-wide pilot in four hospitals. It involved training for health officers and district leaders, working 
with development partners to analyse and pilot initiatives, rolling out community registration initiatives, 
using trained village headmen as registrars, and conducting public awareness campaigns to mobilise and 
sensitise people to the birth registration process.21 Although the target date of 2018 has passed without 
reaching the 100% birth registration goal, steady progress was being made until Covid-19 proved a 
challenge in 2020. 
 

18 Mary Shawa, Secretary for Gender, Children, Disability and Social Welfare, in National Plan for Vulnerable Children in   
Malawi, 2019, p. 1. 

19 Ministry of Gender, Children, Disability and Social Welfare (2019). National Children’s Policy. 

20 DHS (2017). Malawi Demographic Health Survey 2015-2016. National Statistical Office, Zomba, Malawi. 

21 SM Association (2019). Digital identity country report: Malawi. 
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d. Health Threats 

Despite increases in children’s access to safe water and immunisations,22 infant and under-five mortality 
rates remain unacceptably high at 31 and 42 per 1000 births.23 

Malawi has the highest infection rates of HIV, and girls and women are at a much greater risk than men. 
An estimated 65,000 children aged 1 to 14 were living with HIV in 2019, of whom 61% were receiving 
antiretroviral treatment.24  Approximately 11,000 people aged 15 and over died due to AIDS in 2019, 
resulting in an estimated cumulative number of half a million children (aged 0-17) orphaned. What’s more, 
1,400 children under 14 died due to AIDS.25  Socio-cultural factors such as initiation rites contribute to 
unprotected sex, increasing young people’s vulnerability, especially among adolescent girls.26 

Perhaps less devastating but very concerning, as of early December 2020, 6,051 cases of Covid-19 cases 
have been confirmed in Malawi, with 390 active cases and 185 cumulative deaths.27 The impact of this 
novel pandemic on children, families, and communities has yet to be assessed, and it is feared that the 
impact will be far worse on the poor and vulnerable. Ensuring that the most vulnerable children and their 
caregivers—those with existing health complications and immune deficiencies and living in extreme 
poverty-will be among the core child protection activities once a vaccine becomes available in early 2021.
  

e. Migration 

Due to poor opportunities for sustainable livelihoods in the rural areas, there has been a mass exodus of 
people searching for jobs to the urban areas, including children and adolescents. This swelling of migration 
has overwhelmed the infrastructures and systems of the cities, which are unable to provide housing, land 
or other services, resulting in extensive unplanned settlements in the cities. For example, an estimated 
two-thirds (67 %) of the people in Lilongwe are living in these informal, unplanned urban settlements. 

For children living in these settlements, there are multiple health and safety risks and child protection risks. 
They are twice as likely to die of preventable causes compared to their rural counterparts. This is because 
the children in the overcrowded settlements are likely to lack refuse collection, fire protection, sanitation 
services or safe drinking water. The crowded conditions pose a high risk of infectious and communicable 
diseases such as Coronavirus, cholera, measles, meningitis and tuberculosis.28 They are also more likely to 
encounter crime, trafficking, gang activity, and drugs in the informal slums. 

Other children on the move include those leaving Malawi to go into SADC countries like South Africa. 
Notably, adolescent girls and young women outnumber their male counterparts in this group, most likely 
because of trafficking into domestic work and sexual exploitation. Further, children and adolescents 
also arrive from neighbouring countries such as Mozambique, Zambia, Zimbabwe and Burundi, often 
unaccompanied. All children in Malawi, regardless of their national origin or citizenship status, are the 
responsibility of the Malawi government and its subsidiaries, such as District Offices who rely on CPWs to 
work with them in communities.  

22 Between 2008 and 2019, the Under-Five Mortality rate of Malawi changed from 94.5 deaths per 1000 live births, to 41.6 
deaths. Infant mortality rate (between birth and one year), it dropped from 57.2% in 2008  to 30.9% in 2019. https://knoema.
com/atlas/Malawi/Infant-mortality-rate. 

23 World Data Atlas (2020). Malawi-Under-five mortality rate. https://knoema.com/atlas/Malawi/Child-mortality-
rate#:~:text=In%202019%2C%20child%20mortality%20rate,1%2C000%20live%20births%20in%202019. 

24 UNAIDS ‘AIDSinfo’ (accessed 1 December, 2020).

25 UNAIDS. Malawi 2019. https://www.unaids.org/en/regionscountries/countries/malawi

26 Avert (2019). HIV and AIDS in Malawi.

27 Downloaded 7 December, 2020 from Malawi - today’s Covid-19 statistics - coronavirus map, stats, evolutions, graphs - 
Covid-19 stats (Covid-19-stats.info). The Ministry of Health, Malawi confirms these numbers, and also reports there are 76,507 
suspected cases. Covid-19 - MOH MALAWI (health.gov.mw).

28 Ministry of Gender, Children, Disability and Social Welfare (2019). National Children’s Policy.
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f. Child Labour
 
Children of Malawi are widely engaged in work.29 Some 43.2% of children aged 5 to 14, a total of 1.7 
million, are engaged in child work, meaning some sort of work outside of their own home and family farm 
or business - counting those in the 14 to 17 age range, this number rises to 2.1 million children. Even 
among the 5 to 9-year range, 700,000 children are already working.30 The Malawi National Child Labour 
Survey in 2015 showed that children in the 5 to 13 age range work 10.9 hours on average, but it was 
noteworthy that children 5, 6, and 7 years of age worked more than any other group.31

Most working children (2/3) work in agriculture, such as working in the tobacco fields or herding livestock. 
The other one-third are working in domestic work in third party households (30%; primarily girls), casual 
labour (e.g. running errands), begging, vending and selling. Just under half (45.4%) of these working 
children are combining going to school and working. An unknown number of additional girls work as 
domestic workers, and many do not get included in labour surveys and are often exploited hidden 
from public view.  

The Employment Act of 200032 sets the minimum age for admission of a child to employment at 14 years. 
The Act defines hazardous work as working conditions that include at least one of the following:  

•  Working in designated hazardous industries, namely tobacco, mining, quarrying and construction.  

•  Working in designated hazardous occupations, namely those listed in the Employment Act of 
2012 (Prohibited Hazardous Work, CAP 55:02). 

•  Working for more than 40 hours per week.  

•  Working in other hazardous conditions, namely working at night, being exposed to a hazardous 
working environment, carrying heavy loads, operating any dangerous machinery/equipment at 
work or begging. 

The worst forms of child labour consist of commercial sexual exploitation, sometimes combined with 
trafficking. Tobacco work is also hazardous to the children’s health, and it is especially egregious when 
combined with exploitation and inability to attend school. Debt bondage, where a child is given to an 
‘employer’ to work off a parent’s debt, is also a common form of child labour and exploitation. 
 

g. Child Marriages 

Child marriages have emerged as a major child protection issue in Malawi. Malawi has among the highest 
rates of child marriage in the world. According to UNICEF (2017),33 46% of girls are married before the age 
of 18, and 9% are married before the age of 15. In rural areas, especially in the Southern Region, these 
patterns are more pronounced and are highly correlated with low education and low wealth. 

Child marriages pose many child protection threats, especially for the girl. It often includes sexualised 
violence by an older husband, early pregnancy, childbirth, and parenthood that poses a physical and 
psychological danger to the girl. She is likely to drop out of school and discontinue her education, further 
exacerbating her powerlessness in the relationship and putting her at a stark disadvantage for self-
sufficiency. 

29 Most of the information in this section comes from U.S. Dept of Labour (2019), https://www.dol.gov/agencies/ilab/resources/
reports/child-labor/malawi

30 International Labour Organisation (September 2018). Understanding Child Labour and Youth Employment in Malawi. 

31 International Labour Organisation (September 2018). Understanding Child Labour and Youth Employment in Malawi.

32 Government of Malawi, Malawi Employment Act 2000. Malawi Government (mitc.mw)

33 UNICEF (2017). Child Marriage in Malawi, Fact Sheet. UNICEF Child Marriage Case Study 2018.
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The main contributing factors to child marriages have been identified as poverty, cultural and religious 
traditions, gender inequalities, teen pregnancies, and peer and social  pressure. These are deeply 
ingrained patterns and will take time to change; however, working with communities, schools and religious 
organisations, changes are starting to take hold. By 2018, the government reported that child marriages had 
been reduced by 8 per cent between 2015 and 2017.34

Malawi has taken strong policy steps to reduce the prevalence of child marriages. The Constitution of 
Malawi was amended in 2017 to define a child as a person under 18 years of age and prohibited child 
marriage—thereby raising the legal age of marriage to age 18. It also levies heavy criminal consequences 
for those who violate this law.35 It is hoped that this bold legal change will bring about a change in 
the practice, although it is anticipated that it will linger as long as enforcement is lax. Malawi has also 
adopted the National Strategy on Ending Child Marriages (2018-2023).36 The Strategy seeks to reduce the 
prevalence of child marriage by 20% by 2022. This strategy’s guiding principles will be guided by child 
protection principles, the best interest of the child, child participation, non-discrimination and inclusion, 
community involvement and participation, accountability, and transparency. 

The dynamics of child marriage, the strategy’s objectives, and working with children involved in child 
marriage are treated in much greater detail in Section 9-47. 

h. Teen Pregnancy and Birth

Teen births in Malawi have also become an urgent child protection issue, both for the mother and the baby. 
Studies have shown they are closely linked with poverty, lack of knowledge about sex and pregnancy, 
gender inequality and gender-based violence (GBV), lack of sexual and reproductive services, child 
marriage, family or social pressure to become a parent, and sometimes drug or alcohol use.37 Teenage 
pregnancy and birth can result in a number of risks to the mother such as anaemia, preterm labour, 
infections, preeclampsia, preterm birth, and even death as her body is often not ready for the birth process. 
Tragically, complications during pregnancy, birth and postpartum phase (six weeks after the birth) are the 
second leading cause of death among girls between 15 to 19 years of age worldwide.38 

There has been an alarming increase in the rate of teen pregnancies in Malawi since schools closed due 
to Covid-19 in March of 2020. Oxfam reported that in Phalombe alone, they had registered 2,784 cases 
of teen pregnancies and 800 child marriages. In Mangochi district, 7,274 teen pregnancies have been 
reported, and in Machinga-east Malawi, 418 teen pregnancies and 285 child marriages have been reported. 
The Ministry of Health’s Principal Secretary, Dr Charles Mwansambo, is reported to say that there has been 
an increase of 35% in pregnancies in 2020 over the same period in 2019.39 

Experts have observed that this is partly due to health services being forced to focus on Covid-19 patients, 
away from providing sexual and reproductive services. Even when they are available, the distance makes it 
difficult to access the services. Once pregnant, the girls are pressured into marriage. Poverty also seems 
to play a prominent role in teens being lured by older men to engage in unprotected sex.40 

34 Naysa Times, April 11, 2018. Malawi reduces child marriages by 8 percent, says Minister Kalirani | Malawi Nyasa Times - 
News from Malawi about Malawi.

35 See the Constitution of the Republic of Malawi (2017 Amended). 

36 Ministry of Gender, Children, Disability and Social Welfare, Republic of Malawi. In possession of the Ministry. 

37 Plan International (n.d.). Teenage Pregnancy. https://plan-international.org/sexual-health/teenage-pregnancy. 

38 Kirchengast, S. (2016). Teenage pregnancies: A worldwide social and medical problem. An analysis of contemporary social 
welfare issues. https://www.intechopen.com/books/an-analysis-of-contemporary-social-welfare-issues/teenage-pregnancies-
a-worldwide-social-and-medical-problem.

39 Africa News Sept 4, 2020. Teen pregnancies rise in Malawi amid coronavirus pandemic. Downloaded 7 Dec, 2020 from: Teen 
pregnancies rise in Malawi amid coronavirus pandemic | Africanews.

40 Ibid.
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41 UNICEF (2018). Child Protection Statistics in Malawi. UNICEF_Child_Protection_Factsheet_2018.

42 Kubwalo, HW, Muula, AS, Siziya, S., Pasupulati, S. & Rudatsikira, E. Prevalence and correlates of being bullied among 
in-school adolescents in Malawi. Malawi Medical Journal 25 (1), 12-14. https://www.ajol.info/index.php/mmj/
article/view/87366.

43 Kim, Y.K, Okumu, M., Small, E., Nikolova, S.P., & Mengo, C. (2018). The association between school bullying victimization and 
substance use among adolescents in Malawi: the medicating effect of loneliness.

44 IKalanga, L. Malawi 24, April 19, 2016. Malawi must curb sexism and cyber-bullying as a matter of urgency! https://
malawi24.com/2016/04/19/malawi-must-curb-sexism-and-cyber-bullying-as-a-matter-of-urgency/; https://www.eldis.org/
document/A58126. 

45 Retrack (2015). Making the invisible visible: An enumeration of children on the streets in Malawi, CPC webinar. https://www.
unicef.org/malawi/media/536/file/Child%20Protection%20Statistics%20Factsheet%202018.pdf 

46 At that time a ‘child’ was defined as a person under 16 years of age under the Constitution of Malawi. This was changed in the 
2017 Constitutional Amendments to ‘a person under 18 years of age’. 

47  Munthali, A.C. and Ministry of Gender, Children, Disability and Social Welfare (2019). Reintegrating Children from Institutional 
Care: A feasibility study on a model for Malawi. 

i. Child Protection Risks

While many aspects of child protection risks have already been discussed in this section, this section 
focuses specifically on abuse, exploitation and violence that children experience in the home and the 
community, including peer violence. Unfortunately, not many statistics are available on the various forms of 
neglect. 

The 2013 VAC survey showed that two out of three Malawians experienced some form of violence in their 
childhood. Similarly, UNICEF (2018)41 reports that 65% of girls and 35% of boys experience child abuse in 
their lifetime. These include one in three children abused in the home by an adult family member; one in 
five girls and one in seven boys being sexually abused. 

Peer violence is also a very serious child protection risk in Malawi. A peer violence study published in 2013 
found that 44.5% (44.1% of boys, 44.9% of girls) of 2,264 students across Malawi reported having been 
bullied in the previous month alone.42 Victims of bullying had high smoking rates (three times more) and 
drinking (two times more). A more recent study published in 201843 also showed that bullied students tend 
to feel more lonely and turn to tobacco and alcohol more than students who were not bullied. 

Cyber-bulling is becoming an increasing problem, especially for girls in the school setting.44 

j. Street-connected Children 

Children in the streets of Malawi’s cities is a relatively emerging phenomenon. It was not until 2015 that 
attention was being focused on this group systematically. A study conducted that year by Retrak, Chisomo, 
and the Department of Social Welfare in late 2014,45 focused on children aged 7 to 1546 in Lilongwe and 
Blantyre. Over 4,000 children (80% male, 20% female) were identified as working and living on the streets. 
Approximately 50% were in the 10 to 13 year age range, while the other half were 14 or older. In terms of 
sleeping arrangement, over 60% of them were living with parents, 15% lived with relatives, and about 10% 
in both cities slept on the streets. The protection risks they face include physical, emotional, educational, 
and psychosocial aspects of wellbeing and development. An entire section is dedicated to working with 
this group later in this reference manual.  

k. Children Living in Child Care Institutions (CCIs) 

Despite the harm of being separated from their attachment figures, in 2017, there were 8,049 children in 
169 child care institutions (57.2 boys, 42.8% girls). The Southern Region had 106 institutions, the highest, 
followed by the Central Region with 48, and the Northern Region with 15. The number of children in 
institutions in 2017 represented a reduction from 2014 due to reintegration programs in key districts.47 This 
trend is in line with Malawi’s National Policy on Orphans and other Vulnerable Children, which emphasises 
that children should grow up in a family environment and in the broader community where they can 
socialise with other children, and that institutionalisation should be the last resort. This is also in line with 
the CRC and other leading international policies. 
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The Feasibility Study on Reintegrating Children from Institutional Care48 revealed that poverty was the 
strongest factor related to children going to CCIs, regardless of whether they lived with parents or 
extended families. The loss of parents often led to living with elderly caregivers, who relied on social 
protection programmes, did not receive sufficient funds to care for the children in their care. Reintegration 
of children living in CCIs is treated in a separate section in this manual 

11) Consequences of Child Maltreatment 

 
a. Introduction
 
Governments, including Malawi, are increasingly investing in child protection to strengthen children, 
families, communities, and overall society. When protection risks such as abuse, neglect, exploitation and 
violence are not addressed, the cost is overwhelmingly negative for all. 
 

b. Costs of Violence Against Children 

These include:49 

Physical Health Consequences  

48  Approximately one million children of Malawi have lost one or both parents; however, approximately 70% of children in CCIs 
have at least one parent they could re-join with proper support. 

49  Most of the available research data in this module have been generated in North America, Europe and Australia. Very little 
longitudinal research is available in Africa. However, limited research from Africa shows that the results are similar. See, e.g. 
Wondie, Zemene, W., and Tafesse, B. (2011). The psychosocial consequences of child sexual abuse in Ethiopia: A case control 
comparative analysis. Journal of Interpersonal Violence 26 (10), 2025-2041.

Psychological Impairment 

• 80% has at least one psychiatric disorder by age 21 
• Isolation, fear, and inability to trust
• Low self-esteem, depression, and anxiety
• Eating disorders, suicide attempts, and dissociative disorders
• Attention Deficit and Hyperactivity Disorder
• Post Traumatic Stress Disorder
• Reactive Attachment Disorder 

• Shaken Baby Syndrome (brain damage)  

• Blindness  

• Learning disabilities  

• Mental retardation  

• Paralysis 
 
 
 

Cognitive Functioning 

• Impaired brain development  

• Hyperactivity, sleep disturbances, anxiety  

• Post Traumatic Stress Disorder  

• Attention Deficit and Hyperactivity Disorder  

• Conduct disorder  

• Learning and memory difficulties  

• Lower language development and academic 
achievement 
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Social Impairment:  

• Difficulty with secure attachment 
in childhood 

• Difficulty making and keeping friends 

• Problems forming secure and healthy 
relationship as an adult 

• One-third of maltreated children abuse their 
own children 

• Greater levels of domestic violence (both as 
perpetrator and victim)

 

c. Behavioural Consequences of VAC 

Children who have experienced VAC are also at a greater risk of behavioural consequences including:  
 

•  25% more likely than their non-abused peers to experience delinquency, teen pregnancy, low 
academic achievement, and mental health problems.  

•  28% more likely to engage in adult criminal behaviour, of which 30% is likely to be violent crimes. 
 

•  They are also at a greater risk of starting to use cigarettes, alcohol and illicit drugs during 
adolescence (two-thirds of people in drug treatment programmes were abused as children).  

•  As adults, people with history of abuse will have higher medical costs. 

•  Academically, they are likely to experience learning disabilities and lag behind in the grade level 
achieved, compared to their peers.

 

d. Cost to Society

The cost to society is very significant:  

•  Direct costs include those associated with maintaining a child welfare system to investigate 
allegations of abuse and neglect. 

•  Judicial, law enforcement, health and mental health systems to respond to and treat abused 
children and their families. 

•  When there is no system, the negative effects of abuse and neglect are amplified at the 
individual, family, community and national levels through indirect costs.  

•  27% of maltreated children become in conflict with the law, compared to 17% of children in the 
general population, for a difference of 10%.  

•  Law enforcement involvement, juvenile detainment, the judicial process and related services. If 
left untreated, the costs skyrocket once they become adults. 

•  13% of all violent crimes are linked to earlier child maltreatment. $33 billion in the United States, 
four times the cost of youth involvement in conflict with the law. 

•  Direct costs include lost productivity including:  

• Adults with maltreatment history made $5,000 per year less than the control group. They have 
a greater dependence on assistance from family or government. 

• Adults with documented histories have lower levels of education, employment, earnings, 
and fewer assets as adults. The effects on education, employment, occupation, earnings, and 
assets are large and consequential. 
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e. Implications for Prevention and Response  
 
The most cost-effective approach is prevention. Early identification of at-risk groups, awareness raising, 
outreach, and family strengthening are proven to reduce the incidence and impact of child maltreatment. 

12) The Child Protection System and Role of Duty Bearers 

a. Introduction  

The child protection system of any country, including Malawi, comprises many different parts—or system 
components. This can be compared to various automobile components or another item that requires 
interaction between many other parts. 

As the primary purpose of an automobile is to transport people, the child protection system’s main goal 
is to protect children from abuse, neglect, exploitation, and violence to ensure their rights to develop 
as happy and productive citizens. To do this, the various parts of the system must work together, or 
collaborate and coordinate, to achieve the desired results. The main components of this system are 1) the 
legal and policy framework; 2) implementation structures with roles and responsibilities; 3) programmes 
and services (or the continuum of care); 4) financial and material resources; 5) a system of information 
management and evaluation; and most importantly, 6) a system of training, monitoring and supporting the 
workforce (see Figure 11).

Figure 11: The Major Components of The Child Protection System
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b. The Legal/Policy Frameworks

Earlier sections have covered the laws and policies of Malawi which are related to child protection.  
Those included:  
 

50 This is not an exhaustive list of the relevant instruments; but many of them are mentioned and applied in the applicable 
sections of this reference manual.

• The CRC 

• The Constitution of Malawi 

• The Child Care, Protection, and Justice Act 

• The National Plan of Action 

• The National Child Protection Policy 

• District Implementation Plans

In addition to the above-listed laws and policies, it should be noted that other international policies and 
guidelines are relevant to the practice. These include:50 

• Convention on the Elimination of All Forms  
of Discrimination Against Women (CEDAW) 

• Convention on People with Disabilities 
 

• The UN Guidelines on the Alternative  
Care of Children 
 

• The Guidelines on Children’s  
Reintegration 

• Inter-Agency Standing Committee (IASC)  
Guidelines on Mental Health  
and Psychosocial Support

c. Implementation Structures with Roles and Responsibilities 

Like most governments, Malawi has three major government branches: the Legislative, the Executive, and 
Judicial branches. Children and other less powerful people are mainly to be protected by all three of these 
branches of government. 

c-1: The Three Branches of National Government 

• The Legislative Branch (the Parliament) has the primary duty of making laws. They should be 
well aware of the public’s needs, including children, and make laws that are in their best interest 
as required under the CRC and the Constitution of Malawi.  

• The Executive Branch consists of the President and the Ministries (ministers, directors of 
departments, etc). Their job is to make policies, propose laws, and enforce laws, all for the 
general welfare of children, families and all citizens. 
 

• The Judiciary (courts) system is established to interpret the laws, help resolve conflicts between 
people (civil cases), determine guilt or innocence in criminal cases, and issue a penalty or 
punishment.
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c-2: The National Ministries 

The Executive Branch has many ministries to ‘execute’ (implement) the mandates of the law. Each ministry 
is headed by the minister, who is aided by his or her staff such as Secretaries and department directors. 
For child protection, the MoGCDSW are directly charged with this mandate under the CCPJA, with the bulk 
of the footwork being done in the Department of Social Welfare in coordination with other departments. 

As shown in Table 6, there are many other ministries with important roles in the various aspects of child 
protection.  
 

Table 6: Malawi Ministries Most Relevant to Child Protection

Ministry Child Protection Role

Gender, Community 
Development 
and Social Welfare

Lead ministry for recruiting, training, and supporting the social 
service workforce, including DSWO’s and CPW’s, to roll out 
preventative, responsive, and rehabilitative services related to 
child protection.

Education,  
Science and  
Technology

Responsible for free primary education. Teachers report abuse, 
neglect, and exploitation. Higher institutions are tasked to train 
social workers.

Health Providing preventative, emergency, and ongoing health care needs - 
collecting medico-legal evidence in cases of child abuse.

Home Affairs and 
Internal Security

Police respond to abuse cases in collaboration with child prosecution 
with regards to migrants and refugee children.

Justice Prosecuting criminal child abuse, neglect and exploitation cases -  
children in conflict with the law.

Local government Facilitates the implementation of national policies such as the 
NPA and the DIPs.

Labour Regulates child labour and exploitation.
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c-3: District Government

At the sub-national level, the districts are mandated with local implementation of the laws and policies 
under DIPs. The district councils form the governing core of activities related to child protection. Their 
responsibilities include to following objectives: 

• Deliberate on local level issues affecting 
children and communities in general   

• Mobilise community support for child 
protection   

• Provide basic services   

• Planning and implementation of projects  
(e.g. DIPs of the NPA)  

• Make by-laws to protect children from all 
forms of abuse and exploitation   

• Lobby central government for policy and 
fiscal support for child protection 
 

• Enforce rules and regulations for protecting 
children against abuse and exploitation  
 

• Develop an inventory of organisations 
working in child protection in the districts   

• Facilitate effective coordination and 
regulatory mechanisms for child protection 
stakeholders  

• Establish Community-Based Organisations 
(CBOs), Non-governmental Organisations 
(NGOs), and Faith-Based Organisations 
(FBOs) networks at district level as well as 
networks for specific child protection issues, 
such as child labour, children living on the 
street, CWD among others 
 

c-4: The District Social Welfare Officers (DSWOs)

The DSWOs are the main cadre of government staff at the district level, working to meet a wide array of 
social welfare and child protection needs. These responsibilities include: 

• Applying for child maintenance 

• Preparing a social welfare report in child  
maintenance and other cases 

• Assessing a child for protection needs 

• Taking a child at risk to a place  
of safety such as a foster home 

• Presenting the child before the Child  
Justice Court  

• Requiring and ensuring medical exams and  
care for a child in need, including  
psychiatric needs 

• Receiving reports of physical, sexual or  
emotional abuse, neglect, and 
abandonment 

• Appearing before the Child Justice Court  

on child protection cases 
• Supervising the child protection case 

• Approving and extending foster home  
eligibility, overseeing all aspects of foster  
arrangements, including home  
visits, and keeping a register of  
foster homes  

• Keeping a immunisation record of a child  
in foster care 

• Serve as a probation officer for children in 
conflict with the law where necessary 

• Supervising children released from 
reformatory centres 

• Oversee cases of children in correctional 
facilities 
 
 
 

Although it is not specifically mentioned in the CCPJA, DSWOs receive child protection information from 
the community level cadres (the CPWs and Assistant Welfare Officers (AWOs), NGOs, and FBOs) and are 
expected to supervise the CPWs and AWOs.  
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c-5: Community Level Duty Bearers  

At community level, much of the direct services for child protection are being delivered by CBOs, NGOs, 
and FBOs. 

• CBOs are formed by a group of people residing in the community or area, and recognised by 
authorities and the community to address an issue of common interest affecting that community. 
They are therefore initiated by community members and often do not employ fulltime staff.   

• NGOs are organisations formed for public benefit purposes and registered under the NGO Act 
(Act No. 3 of 2001) and works with communities to address issues affecting those communities.  

• FBOs are organisations formed by members of one or various religious faiths or beliefs to 
address problems affecting a particular community e.g. Christians, Muslims. They are recognised 
by the local community to address issues of community interest, and are very influential among 
their congregations 
 

c-5.1: Roles of CBOs, NGOs, and FBOs. These entities play a very large and direct role in child protection. 
They are relied upon for a number of responsibilities directly affecting child rights and child protection. 

These include: 
 

• Identify children in need of protection in  
close liaison with the community,  
and reporting to the DSWO 
  

• Implement child protection interventions  
in partnership with the community and the 
district officer   

• Collaborate with other actors in the  
community to provide a holistic package  
of care and support to children  
 

• Monitor and take action on child  
protection issues, referring the more  
difficult or complex cases to the DSWO 
  

• Mobilise resources for child protection  
activities and support child participation  
 

• Establishment of Children’s Corners (CCs),  
CBCCs, CSVUs, etc.  

• Advocating for children’s rights  

• Link individuals and communities to  
support networks  
 

• Document and disseminate good practices  
in child protection  

• Strengthen community  
coping mechanisms 
 

• Empower families and  
communities economically  

• Provide psychosocial support   

• Provide parenting guidance  
 

• Undertake sensitising campaigns 
 
 

c-6: Roles of CPWs—please refer to the next section.  
 
CPWs play a central role in child protection at the community level. Their role is so large, that it requires a 
separate session and details throughout the child protection training. For now, an in-depth discussion of 
CPWs roles are set aside for the time being, to focus on the role of family.  
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c-7: Role of the Family 
 
The family has the primary influence on child protection. For one thing, most children live in families. 
Families cater to children’s need for basic necessities and protection, education, socialisation and 
attachment. Because of this pivotal role families play, child protection work must always include the child’s 
family for the most direct impact on the child. The family’s role and the many ways to support the family are 
explored in many other sections of this manual, but the figure below shows the family’s primary roles.  
 

Figure 12: Role of the Family 

•  Legal and family identity 

•  Economic and material needs 

•  Physical and emotional safety 

•  Socialisation and life skills
 

d. Programmes and Services  
 

d-1: The Functions of the Child Protection System 

We have identified the ultimate goal of the child protection system as protecting children from abuse, 
neglect, exploitation and violence. We have discussed the laws and policies, and the structures and 
responsibilities of the various duty bearers. What then are the main methods of achieving the goal through 
the hard work of these actors?  

The functions of the child protection system can be succinctly listed as:  
 

• Sets clear standards on children’s rights and protection from abuse, neglect, exploitation 
and violence 

• This can include changing social norms about what is acceptable and no longer acceptable 

• Engages in the prevention of child protection risks 

 The family is responsible to provide: 
 

• Child friendly communities and schools 

• Community CP Committees 

• Parenting skills courses 

• Awareness raising campaigns  

Socialise children to  
learn life skills,  

and interpersonal  
relationship skills  

Economic security - 
financial support to 
meet their needs  

Legal identity and  
belonging - the child gets a  
legal name, family identity  

Physical and emotional 
safety and security  
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• Detects CP risks early and provides services to prevent further harm 

• Intervenes in cases where children are experiencing harm 

• Provides rehabilitation services to children who have already suffered harm 
 

d-2: Programmes and Services Necessary 

In order to accomplish these functions, the system is in need of various programmes and services which 
range from Prevention, to Rehabilitation as shown in Figure 13. 
 
 
Figure 13: Programmes and Services Needed in the Child Protection System
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• Substance 
abuse treatment



Reference Manual For 
Child Protection Workers65

d-2.2: Early Detection and Intervention Services 

Despite prevention efforts, some children will still fall into child protection risks. When these are detected 
early, and effective intervention applied, the problem can be stopped from escalating out of control. To do 
this, it is important to identify children living in high-risk conditions and reach out before abuse or neglect 
has been detected. I can also be applied when there is a report of a beginning child protection problem.  

Children and families at greater child protection risk may be concentrated more heavily among the 
following situations: 

• Single-parent households (even when  
one parent has migrated for work) 

• Elderly caregivers 

• Child or caregiver with a disability 

• Extreme poverty 

• Lack of a supportive extended 
family network 

• Failure to thrive cases where a child  
remains seriously under weight

• Children not attending available ECD  
or school 
 

• Lacking childcare 

• Mental/physical illness of child or caregiver 

• Living in unhealthy/dangerous environments  

The most effective early intervention methods include home visits, counselling, referral to social protection 
services, household income strengthening, community support groups, and parenting skills support.   
 
 
d-2.3:  Intense Intervention Services 

This phase refers to the intervention necessary for children and families currently experiencing child 
protection crises including: 

• Child abuse, neglect, exploitation  
and/or violence 

• Lack of basic necessities, mental or  
physical illness, domestic violence 

• Families contemplating sending children  
to alternative care due to a family crisis 
 
 
 
 

This is typically when case management services are used. However, they can be used much earlier to 
prevent problems in the first place and keep protection issues from escalating. More details are included in 
the case management section of this manual.  

d-2.1: Prevention Services 

Prevention is vastly lower in cost than rehabilitation (Peterson et al., 2018), both to the system and 
the person (children and families). The cost mentioned here is the life-long consequences in mental 
health, work productivity, and relationships. As we will learn, various forms of child maltreatment are 
harmful not only for the child and their family but also to the community and society in general; and it 
has an intergenerational transmission effect. By waiting to only treat the harm after it has been done, 
everyone pays a dear price. Hence, it should be a priority. As shown in the chart above, prevention uses 
many methods that can be done at macro levels (national and community levels). These include raising 
awareness, elevating social norms, providing universal services to every child such as schooling, birth 
registration, early childhood development, child care, and health care, and transforming communities into 
enabling environments for children’s maximum development.  
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addictions, severe trauma, ACEs, and other forms of abuse, their capacity to care for children may be 
reduced or compromised. They should also be afforded care and rehabilitation for themselves and for the 
best interests of their children. Rehabilitation from serious physical or psychological injury must be referred 
to professionals with specialised training.  
 

13) Scope of Work for CPWs

 
a. Introduction 

CPWs are part of the large group of ‘para professionals’ who work at the community level. A para-
professional is not formally educated in the professional field in which they work, so they typically have not 
earned a diploma or degree, but are engaged in delivering services on the ground. CPWs in Malawi receive 
a 7-week training and work under a district level officer’s supervision, such as the AWO or the DSWO. 
They collaborate closely with other community stakeholders such as the CSVU, CCs, and ECDs while 
supervising community volunteers.  
 

b. CPWs’ Job Description under the Draft Scope of Work for CPWs: Functions and 
Competencies 

In late 2020, the MoGCDSW released a document entitled Draft Scope of Work for CPWs,51 which was a 
most welcome development, to provide parameters and guidance on the work to be done by CPWs.

  
c. Functional Areas and Core Competencies for CPWs 

Roles for CPWs are described under “Functional Areas” that outline the main responsibilities for CPWs, 
while “Core Competencies” list the knowledge and skills they need to fulfil those responsibilities. These 
functions and competencies are explained throughout this manual. 

c-1. Functional Area 1: Advocacy and Communication 

FUNCTIONS

d-2.4: Rehabilitation Services  

Unfortunately, the majority of child protection issues are not addressed in the prevention or early 
intervention stages, and the plight of the child comes to the attention of helpers only when the child 
experiences abuse, neglect, exploitation or violence for a time. If the child protection issue has persisted 
for a while, and/or if the degree of the protection issue is severe, the child will suffer physical, mental, or 
emotional injury that needs to be rehabilitated. Rehabilitation is also a form of prevention, as rehabilitation 
received today will positively shape a child’s future and potentially prevent the same pattern of abuse in her 
own children. 

For caregivers who have experienced domestic violence, mental illness, chronic health issues, substance 

• Sensitising the communities about the child rights, roles and responsibilities of  
duty bearers and caregivers 

• Raising community awareness on dangers of child abuse, neglect violence, early marriages, 
defilement, child trafficking and others 

• Providing information about child protection services available in the community 

• Mobilising communities to establish service points for child participation and protection, e.g. CCs, 
CBCCs, CVSU and CP committees 
 

51  Ministry of Gender, Community Development, and Social Welfare (2020). Draft scope of work for Child Protection Workers. It 
should be kept in mind that this is a working document, and some provisions may undergo significant changes
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c-2:  Functional Area 2: Working with Vulnerable Children and Families 

FUNCTIONS 
 

• Social work practice skills with children 
and families 

• Problem-solving skills 

• Knowledge of children’s rights 
 
 

• Ability to recognise abuse and assess child 
protection risks 

• Formal report writing skills 

• Counselling skills 

• Case conferencing skills 

c-3: Functional Area 3: Case Management 

FUNCTIONS

• Identify cases of child abuse, 
neglect and VAC 

• Conducting referral of victims to the police, 
OSC (hospital) or other service providers 
and make follow-ups

CORE COMPETENCIES 

• Case management knowledge, skills and 
procedures 

• Knowledge of child protection laws, and 
gender laws 

• Effective interviewing of children  
and communication skills 

• Ability to refer victims to other 
service providers 

• Ability to network and collaborate 
with stakeholders and child protection 
structures, e.g. CVSU, CBCCs, and CCs 

• Ability to conduct referrals and 
provide linkages

• Handling cases at the CVSU  

• Reporting cases to the DSWO 
 
 

• Supporting families with essential 
information on children’s rights, child health, 
and child protection

• Positive parenting education

 
CORE COMPETENCIES 

CORE COMPETENCIES 

• Communication skills (listening, 
persuasive skills) 

• Ability to build rapport

• Effective community entry approaches 

• Effective oral and public speaking skills 

• Knowledge of appropriate laws and policies 
on children’s rights e.g. CCJPA of 2010, 
Youth Policies, Deceased estate, Wills and 
Inheritance Act 
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C-4: Functional Area 4: Preventative Services  

FUNCTIONS 
 

•  Advocating for child participation and child 
protection at the community level 

• Playing a watch dog, gatekeeping role for 
the protection of children 
 
 

 
 

• Social norms for the protection of 
children and women 

• Establishment of child protection 
service points 
 

CORE COMPETENCIES 

• Advocacy skills • Networking skills 

c-5: Functional Area 5: Psychological First Aid and Rudimentary Counselling 
 

FUNCTIONS  
 

• Providing psychosocial support by 
counselling victims of abuse 

• Mediation in matrimonial disputes

CORE COMPETENCIES 
 

• Counselling skills
 
 
 

 
FUNCTIONS 
 

• Community assessments for targeting of 
beneficiaries 

• Mobilising communities to identify issues 
affecting women and children 

• Development of community action plans 

CORE COMPETENCIES 
 

• Communication skills 

• Skills in use of PRA tools
 
 
 

c-6: Functional Area 6: Participatory Rural Appraisal (PRA)

 
 

For a copy of the original document, please see the Annex section.
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14) Child’s Circle of Support and Harm  

 
a. Introduction 

Children’s rights have been discussed at a great length thus far in this manual. One of those rights is to 
grow up in a ‘family environment in an atmosphere of love, happiness and understanding’ (CRC Preamble, 
paragraph 7). Most children grow up in such families, and that is the best way. But families fall along a 
continuum of supportive and harmful. We have learned many children grow up being abused, neglected, 
exploited or exposed to violence in their own homes. This mix of support and harm can be found in the 
community, and the district and the nation. Even international developments can affect how well children 
are protected. This section focuses on the potential support mechanisms and sources of harm at the family, 
extended family, community, and national levels. 
 
 
Figure 13: Child’s Circles of Support and Harm  

SECTION 4 
CHILD’S CIRCLES OF  
SUPPORT AND HARM

District

Can offer statutory CP services such 
as case management, or through 
lack of, or ineffective CP system that 
allows harm to go on or separating 
children unnecessarily

Extended family 

Commonly practised alternative 
care placement, but can be harmful 
to children placed with them, 
by discrimination against them 
vs their biological children who 
can exploit them

Nation

Uphold children’s rights through 
system building, including, policies, 
advocacy for social norm change, 
CP-friendly funding schemes, 
centralised M&E, or can ignore their 
needs and the devolution scheme

Community

Can be a source of informal support 
system and resources, but also 
of violence and disregard to the 
rights of women and children by 
perpetuating harmful traditions

Family

Immediate circle of support, where 
most children are safe and cared 
for, but also where most abuse 
and neglect occur
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52 See, e.g., Roby, J., Shaw, S., & High-George, L. (2014). Perception of food and labor equity among orphans living in kin care in 
Uganda. International Journal of Social Welfare 23 (2), 205-214. 

 
b. Child’s Circles of Support and Harm 
 
b-1. The Family. The child is at the centre of his or her own environment. The child is almost fully 
encompassed in the family at infancy but is gradually exposed to the extended family, community, and 
larger society as they grow. Family is the immediate circle of support where most children are safely cared 
for, but this is also where much of the abuse and neglect occur. Research shows that the majority of 
violence against children happens within the household, by an adult who co-resides with the child. For this 
reason, assessing and working with the family, not just the child, is an effective method that acknowledges 
the critical role of the family in ensuring child protection.  

b-2. The Extended Family. In Malawi, many children live with their extended family or have close ties with 
them, so this is a significant component of a child’s overall environment. While extended families often 
provide the safety net for family belonging and attachment needs, many host families can struggle to meet 
basic needs. They may be older and experience health challenges. Where fostered children are mixed in 
with the household’s biological children, there is ample research that caution against discrimination in food 
and household labour fostered children experience.52 

b-3. The Community. The community is a significant source of support for children in Malawi, and will 
continue to be so under the national policies on child protection. Often, the community structures and 
informal support mechanisms are sufficient to provide the needed support for vulnerable children. The 
community efforts at providing psychosocial support, improve access to services, and raise awareness are 
a huge component of the child protection system. However, the community is also a source of harmful 
social norms and cultural practices, stigma and discrimination.  

b-4. The District. The district is where formal statutory social services are delivered, such as CPCM, 
foster care, alternative care, and probation services. The social welfare officers at that level liaise with 
communities and are tasked with ensuring support and supervision for community actors. These services 
can greatly benefit children when conducted correctly; however, harm can also come to children in many 
ways if these services are not delivered in a timely fashion, the services are inadequate to the needs, 
children are sent to institutions before determining their best interests, or the officers do not abide by 
ethical standards. Having sufficient number of well-trained officers and supporting them in their work is a 
pivotal key to child protection success. 
 
b-5. The Nation. The nation of Malawi has a key role in ensuring protection for children through its system 
building. That is, the national government needs to develop laws and policies, create the structures to 
implement them, along with the funding and human resources. It should also focus on ensuring that 
the necessary programmes and services are established and placed where they can be accessed, and 
that there is a reliable system of information management for monitoring and evaluation purposes. One 
concern is that the central government may put a heavy burden on the local governments to deal with child 
protection concerns, and this can negatively impact children living in the poorer districts.  In addition, the 
central government needs to ensure that the districts are supported and monitored in their compliance 
with DIPs.  

Child maltreatment is a term that covers all of the child protection risks in one word, that is, it refers to 
all forms of abuse, neglect, exploitation and violence against children. This section will cover the overall 
environment in which the child experiences both support and harm related to protection. First, it will 
cover the consequences of child maltreatment to set the stage for understanding the seriousness of child 
maltreatment. Then it will delve into the child’s experiences within his or her eco-system, including ACEs in 
the home, peer violence in the form of bullying, and GBV fueled at the larger societal level. 
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53 Felitti, et al. (1998). Relationship of childhood abuse and household dysfunction to many of the leading causes of death in 
adults: The ACEs study. American Journal of preventative Medicine 14(4), 245-258.

15) Adverse Childhood Experiences (ACEs) 

a. Introduction  

Research on ACEs has catapulted the child protection world into a new level of understanding about the 
impact of abuse, neglect, and violence that a child experiences or witnesses in childhood. In this section, 
this new realm of research which has been endorsed by UNICEF and other stakeholders in the international 
child protection community, will be explored.  

b. What are ACEs?  

ACEs are a set of experiences that children have in childhood, that often have a life-long impact. The ACEs 
research movement started in the United States53 with ten original questions. These questions are: 

1. Did you feel that you didn’t have enough 
to eat, had to wear dirty clothes, or had 
no one to protect or take care of you? 
(Physical neglect) 

2. Did you lose a parent through divorce, 
abandonment, death, or other reason? 
(Loss or separation from a parent) 

3. Did you live with anyone who was 
depressed, mentally ill, or attempted 
suicide? (Mental illness of a 
household member) 

4. Did you live with anyone who had a 
problem with drinking or using drugs, 
including prescription drugs? (Substance 
abuse by a household member) 

5. Did your parents or adults in your home 
ever hit, punch, beat, or threaten to harm 
each other? (Intimate partner violence 
in the household)

6. Did you live with anyone who went 
to jail or prison? (Imprisonment of a 
household member) 

7. Did a parent or adult in your home ever 
swear at you, insult you, or put you down? 
(Emotional/psychological abuse) 

8. Did a parent or adult in your home ever 
hit, beat, kick, or physically hurt you in any 
way? (Physical abuse) 

9. Did you feel that no one in your family 
loved you or thought you were special? 
(Emotional neglect) 

10. Did you experience unwanted sexual 
contact (such as fondling or oral/anal/vaginal 
intercourse/penetration)? (Sexual abuse) 
 
 

 

c. Impact of ACEs 

Answering ‘Yes’ to four or more of the ACEs questions was associated with the person suffering from a 
range of physical, emotional, social, and mental difficulties, often with lifelong consequences. As shown in 
Figure 13, the consequences of ACEs led to social, emotional and cognitive impairment and the adoption 
of risky behaviours such as crime and indiscriminate sexual relationships. In turn, the person suffered from 
diseases, disability and social problems throughout life, in some cases leading to early death.   
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54 Kidman, R., Piccolo, L.R., & Kohler, H-P (2020). ACEs: Prevalence and association with adolescent health in Malawi. American 
Journal of Preventative Medicine 58(2), 285-293.

d. The International ACEs Questionnaire 

The ACEs questionnaire has been adapted for many different contexts since the original version. Important 
to Malawi, the ACEs International Questionnaire (ACEs-IQ) was developed for use in developing contexts, 
such as in Africa. The ACEs-IQ uses similar ten questions as the original ACEs questionnaire but has 
more detailed wording. It also adds three more questions at the end: bullying, community violence, and 
collective violence. A copy of the original questionnaire and the international questionnaire can be found in 
the Training Guide that accompanies this manual.  
 
 
e. Research on ACEs in Malawi 
 
A study published in 2020 focused on the experiences of 2,089 adolescents and 1,453 caregivers in 
Malawi.54 The average age of the adolescents was a little over 13 years, and the sample was evenly split 
between boys and girls. The results, based on the ACEs-IQ responses are very alarming and relevant to 
child protection work.  
 

• On average, adolescents reported experiencing five ACEs. Almost three-quarters of adolescents 
reported four or more ACEs. They are at risk of numerous health and mental health risks during 
childhood and as they grow into adulthood. 

• The most common ACEs were: 

• Emotional abuse (53% of children) 

• Emotional neglect (86%) 

• Physical abuse (53%) 

• Witnessing domestic violence (59%) 

• Witnessing community violence (88%) 
 
 

• HIV-affected adolescents had a higher burden of adversity than unaffected peers

Figure 14: The Lifelong Impact of ACEs
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f. Implications for Child Protection Community 

These research findings paint a very alarming picture of how children are growing up in Malawi. The 
findings also illuminate the work that must be done with families and communities. Reducing the level of 
violence in the community should be a major focus while addressing physical abuse, emotional abuse and 
neglect, and domestic violence should take centre stage at the family level. These are not simple problems 
as they are intertwined with poverty, social norms, enforcement of laws, parent education, prevention 
and intervention, requiring deliberate and strong collaboration between many duty bearers. All system 
components must be firing at their maximum capacity, and this capacity needs to be ramped up quickly to 
meet the needs of children.  

16) Bullying: A Form of Peer Violence
 
 
a. Introduction 

Peer violence has many forms, and is committed by children and adolescents against their peers. It 
can include physical violence, verbal violence, emotional bullying, sexual violence, cyberbullying (online 
bullying). Of these, bullying is emerging as one of the more serious threats to the safety and wellbeing of 
children, including in Malawi. This section reviews the many dimensions of this child protection issue. 
 
 
b. What is Bullying? 
 
Peer maltreatment can be labeled as bullying if it meets three criteria:55 
 

1. Intentional hostility or aggression to cause harm or induce fear in the victim 

2. Perceived or real imbalance of power between the perpetrator and the victim 

3. Repetition against the same victim 

c. Types of Bullying  

Table 7: Types of Bullying  

Type of  
Bullying Methods of Bullying

Physical 
bullying

• Fighting, sexual assault, that is repeated against a targeted victim 

• Bully or bullies intend to hurt, embarrass, or injure the victim 

• Bullying occurs when there is a real or perceived imbalance of power, such as the 
bully having more strength or social status over the victim (think of a child with a 
disability, or from another ethnic background)

Verbal 
bullying

• This is done by verbally belittling the victim, and calling names with the intention of 
hurting them psychologically 
  

• Verbal bullying can drive the victim to drugs or alcohol, thoughts of (or actual) 
suicide, or anti-social behaviour (such as juvenile delinquency, gangsterism)

55 Green Consulting (n.d.). Bullying in Schools (greeneconsultingnj.com). 
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d. Is Bullying a Child Protection Issue in Malawi? 

Bullying is a child protection issue because it threatens the safety and wellbeing of a child. This can include: 
  

Type of  
Bullying Methods of Bullying

Emotional 
bullying

• This is a very subtle but harmful type of bullying  

• It involves bullying that includes methods aimed at getting someone else to feel 
unwanted, isolated, or alone 

• Designed to get others to exclude the victim 

Cyber-
bullying 

• Occurs when communication technology is used. Therefore, it can spread very 
quickly to reach many people all at once. This is a quickly growing problem.  

• Posting hurtful, embarrassing, or threatening things about the victim 

• Cyberbullying methods include: 

• Sending mean messages 

• Spreading rumours or lies about someone online 

• Excluding someone from online social groups  

• Creating a website to make fun of someone 

• Threatening or harassing someone online 

• Breaking into someone else’s account and using it to send mean or 
hurtful messages 

• Taking pictures of a person and sharing them online without the 
person’s consent

•  Physical effects from physical bullying 

•  Social isolation and exclusion 

•  Depression, drug use, and  
stunted social development 

•  In some cases, suicide of the victim,  
or violence in return 

•  Problems with juvenile delinquency,  
adult crimes and gangsterism 

•  Post-Traumatic Stress Disorder (PTSD) in  
prolonged cases. This can include: 

• Severe depression including thoughts  
of suicide - sometimes succeeding 

• Sleeplessness 

• Fear, anxiety, and panic attacks 

• Hypervigilance (always on the lookout  
for something terrible to happen)
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57 Kim, Y.K, Okumu, M., Small, E., Nikolova, S.P., & Mengo, C. (2018). The association between school bullying victimization and 
substance use among adolescents in Malawi: the medicating effect of loneliness.

58 Leach, F., Kadzamira, E., & Lemani, E. (2004). Gender violence in schools: Malawi. Eldis, Jan. 2004.

59 Leach, F., Kadzamira, E., & Lemani, E. (2004). Gender violence in schools: Malawi. Eldis. Retrieved from https://webcache.
googleusercontent.com/search?q=cache:iDE3kgs4IhgJ.

60 Malongo, J. & Mwale, C.G. (April 2019). Gender based violence among students in secondary school in Rumphi District, 
Malawi. International Journal for Innovative Research in Multidisciplinary Field, 5(4).

Various studies shows that bullying is a major problem in Malawi.  
 

• A study of adolescents in Malawi published in 201356 found that 44.5% (44.1% among boys, 
44.9% among girls) of 2,264 students surveyed reported having been bullied in the previous 
month alone. This is an incredibly high rate of peer violence and demands immediate attention. 
Adolescents who had no close friends were 14% more likely to be bullied. Victims had high rates 
of smoking (three times more) and drinking (2 times more). In addition, feelings of worry and 
loneliness were associated with being victims of bullying.  

• A study published in 201857 again showed that: 
 
• Students who are bullied tended to feel more lonely and turn to the use of tobacco and alcohol 

more than other students who were not bullied.  

• The authors recommend for early intervention to prevent this pattern. 
 

• Another study58 conducted in 33 primary schools in Chiradzulu District showed that GBV and 
bullying were major features of primary school life for girls, as the girls suffer sexual abuse and 
harassment from older male students and even teachers. They are reluctant to talk about it for 
fear of retaliation and shame.  
 

Finally, cyberbullying is an issue in Malawi: https://malawi24.com/2016/04/19/malawi-must-curb-sexism-and-
cyber-bullying-as-a-matter-of-urgency/ 

e. Who are the Likely Victims of Bullying?  

Children with certain characteristics have been found to fall more easily into being victims of bullying. 
These include: 
 

• Children or adolescents with disabilities or 
abnormalities  

• Those with different ethnic backgrounds 

• Those considered socially undesirable (skin 
colour, race, and appearance) 

• Those who have no close friends 
 

In terms of gender differences, boys are more likely to be victimised physically, while girls are more likely 
to be victimised emotionally, sexually, and through cyberbullying. As explained earlier, research in Malawi 
also shows that girls are bullied by older male students and even by teachers in schools, but they don’t 
speak up as they fear retaliation and stigma.59 A 2019 study by Malawian scholars confirmed this conclusion 
in the Rumphi District, finding that girls are mostly on the receiving end of peer violence in school settings, 
as they are viewed as being inferior, cannot defend themselves and fear being punished if they report 
cases of abuse by peers or teachers.60 
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f. Intervention for Bullying  

As with all child protection problems, early detection of bullying can prevent physical, psychological and 
sexual harm to the victims. Early intervention also benefits the perpetrator from going on to juvenile 
delinquency and adult criminal and gang behaviour. Community stakeholders should be proactively working 
to prevent this problem, and be on the lookout for behaviour patterns among children and adolescents and 
collaborate closely to prevent and address these problems. Schools are often the hub of bullying, and this 
should be addressed as part of a child-friendly and gender-responsive approach to child protection. Teachers 
should be actively involved as role models and facilitators of respectful peer relationships. In the schools 
and the community, peer violence is the perfect project to involve children and youth in raising awareness 
and providing peer support and peer monitoring. Individual victims should be able to access counselling, 
and violations should be strictly dealt with according to established rules.  

17) Gender-Responsive Child Protection Work 

a. Introduction 

Children’s circles of support and harm also include the larger community, and this is an arena where GBV 
can be seen in large doses and where much work awaits the child protection workforce.
 
GBV is any violence that is directed at a person because of his or her gender. In this section, gender-
responsive child protection policies and practices are reviewed in light of the continuing gender disparities 
in various areas of child protection. Ideas for gender-responsive child protection practices will conclude the 
section 
 
 
b. Gender-Related Definitions 
 

• Sex is a term describing the biological characteristics of males and females. It can also include 
individuals who are intersex, or have a difference of sexual development (DSD).  

• Gender is a socially constructed concept that denotes the social and cultural role of each sex 
in a given society. This can include norms, roles, and relationships of and between groups of 
women and men. 

• Gender Identity is a person’s internal sense of alignment with a particular gender or some 
combination of male and female.  

• Gender Equality is the absence of discrimination on the basis of a person’s sex in opportunities, 
the allocation of resources and benefits, or access to services. 

• Gender Equity refers to fairness and justice in the distribution of benefits and responsibilities 
between women and men, recognising that women and men have different needs and power 
that should be addressed in a manner that rectifies the imbalance between the two sexes.  
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c. Gender Equality under Applicable Laws and Policies61  

Many international and national policies guarantee gender equality for both boys and girls. 

d. Gender Disparity in Child Protection Risks 
 

• Birth Registration: Girls are less likely to 
be registered than boys. 

• Child Marriage: Most children getting 
married before age 18 are girls (47% of 
girls married) - subject to many negative 
consequences.  

• Secondary Education: Girls stop education 
earlier than boys, especially those who get 
pregnant or married.  

• Children in Conflict with the Law: Boys 
are exposed more to peer pressure, drugs, 
alcohol, crime and gangs. Boys are also 
more likely to be imprisoned with adults. 

• Children with Disabilities: In addition to all 
other difficulties, girls are more likely to be 
sexually assaulted, lack sexual information, 
and get pregnant.

• Children without Parental Care: Both may 
be exposed to child protection risks.  

• Child Labour: While more boys are in the 
labour market, girls are more hidden away 
in private homes where their risks cannot 
be detected. 
 

• Orphaned girls are especially at risk of 
losing their property rights  
 

• Separated and Unaccompanied Children: 

• i. Girls are often taken into private homes 
and engaged in domestic labour.

• ii. Boys may be at greater risk of 
street living. 

• Child victims of crime: Girls and boys are 
intimidated to speak about sexual assault 
with a police officer of the opposite sex. 

• Under the CRC, children are to enjoy equal 
rights regardless of many factors including 
their sex (Article 2) 

• Convention on the Elimination of All Forms 
of Discrimination against Women 

• Equal rights for men and women to 
enjoy all economic, social, cultural, civil 
and political rights 

• Mandates programmes for women and 
girls who have left school prematurely  

• Right to enter into marriage only with 
free and full consent 

• Under the Sustainable Development 
Goals (SDGs): 

• SDG 4: Ensure inclusive and equitable 
quality education and promote lifelong 
learning opportunities for all 

• SDG 5: Achieve gender equality and 
empower all women and girls 
 

• Constitution of Malawi 

• Gender equality in opportunities 

• Non-discrimination 

• Equal right to own and hold property 

• Equal right to child custody 

• Abolition of sexual abuse, harassment, 
and violence 

• Under the CCPJA  

• ALL children are to benefit from the 
law equally 
 

 

61 These are mostly based on statistics and reliable observations generated in Malawi; however, some are based on patterns in the region. 
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62 Interagency Standing Committee (2020). Guidelines for integrating gender-based violence interventions in humanitarian action. 
(Guidelines for Integrating Gender-Based Violence Interventions in Humanitarian Action – Reducing risk, promoting resilience 
and aiding recovery (gbvguidelines.org).

• Violence in the School and Community: Boys experience more physical violence while girls 
experience more sexual violence. 

• Sexual assault against girls can often be blamed on the girl, and not the perpetrator. 

• Sexual violence against boys is often a taboo subject, and their protection needs are not 
addressed. 

• Sexual exploitation occurs mostly with girls, but boys are also victims.  

• Female genital cutting: This is perpetrated on girls, but numbers in Malawi are relatively small. 
 

e. GBV in Emergency and Humanitarian Settings, and Pandemics 

The risk of GBV is greater against girls during emergencies, humanitarian settings, and pandemics. This 
is due to the lack of security and privacy of humanitarian settings, as well as the closed-in spaces and the 
limited freedom of movement during pandemics. Many are unable to work, or generate an income, and 
this has an impact on women’s and girls’ ability to access health and social services. Due to the stigma 
attached to seeking services, they are less likely to be proactive in taking care of their needs. 

During this time, it is important to recognise these risk factors especially for girls and women, and mitigate 
those vulnerabilities. Recommended steps for service providers include:  
 

• Recognise problems and vulnerabilities 

• Follow IASC guidelines62 

• Prevent and mitigate vulnerabilities 

• Engage men and boys  

• Reduce stigma—via strict confidentiality, safety, and non-discrimination protocols 

• Look, listen and respond to violations  

• Ensure police, health and social services are essential 

• Expand shelter services, make toll free numbers widely available 

• Increase awareness of services, through collaboration with the media 

• Engage family members, neighbours and friends to offer support, report violations, etc. 
 

f. GBV and HIV/AIDS  

Aside from sexual violence, nowhere is the gender disparity more pronounced than in HIV/AIDS. According 
to the March 2020 UNAIDS report:  
 

• Globally, AIDS is the leading cause of death for women aged 15-49 years 

• Young women are twice as likely (up to six times) to acquire HIV as their male counterparts 

• Roughly 6,000 young women aged 15-24 acquire HIV every week 
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• There is a gap in rights in services for 
women and girls 

• Gender equality is critical to ending HIV 
infections, yet, social norms allow girls little 
ability to negotiate safe sex 

• Girls often do not make their own decisions 
regarding their health, and they have less 
access to health information and services, 
especially for those that live in rural areas  

• Maternal transmission of HIV presents a 
child protection risk to her children  
 

• Harmful traditional practices such as 
child marriage and sexual initiation rites 
increase the chance of contracting HIV and 
other STDs 

• Gender discrimination results in lower 
access to information due to illiteracy and 
lack of social participation 

• Girls and women take on greater 
caring roles for those infected, 
reducing opportunities for education, 
employment, etc. 

 
 

• Focus on the equal rights of all children, 
regardless of their sex 

• But this is not being gender-blind, 
as boys and girls have special 
protection needs 

• Involve children’s participation in working 
with communities and schools 

• Include men and boys in the family and 
community in addressing protection issues 

• Empower all children with information and 
access to services 

• Education for all children, including 
pregnant girls and mothers 

• Education for victims in protective 
shelters and detention centres 

• Access to safe sex information 

• Information and access to 
reproductive health 

• Protection from labour or sexual 
exploitation 
 

• Advocate for laws promoting 
gender equality 

• Advocate for enforcement of laws 
against GBV 
 

• Work on changing social norms, with child 
protection consequences: 

• Right of protection from 
domestic violence 

• Equal right to child custody 

• Equal right to property ownership 

• Special needs of women during 
pregnancy, birth and postpartum period 

• Develop cadres of male and female 
service providers 

•  As a CPW, be aware of the child’s comfort 
level and consider a different worker to 
facilitate a greater level of trust and comfort

In Malawi, during 2018, 970,000 people (15-49 years of age) were living with HIV, of which 60% were 
women. This means almost one in ten people in Malawi was HIV positive. Thirty-eight thousand people 
were newly infected that year, and 13,000 people died from AIDS-related illnesses. In terms of treatment, 
while 86% of the infected women were receiving treatment, only 68% of the men were receiving 
treatment (although likely available). The fact that one-third of the infected men were not receiving 
treatment has implications for the women and girls they engage in sex with. Only 61% of children 10-14 
were being treated. On a positive note, 94% of the mother-to-infant transmission was prevented. 

g. Gender-Responsive Child Protection Work 

GBV and discrimination are deeply rooted problems, but gradually these norms are changing. Still, there is 
more room for improvement. The child protection workforce can ensure gender-sensitive practice through 
the following methods: 
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In Section 5, the child’s right to grow up in a family ‘in an atmosphere of happiness, love and 
understanding’63 will be closely examined. This will be done through the lens of the child’s development 
stages and needs, particularly his or her need for attachment to strengthening the family to prevent 
unnecessary separation. If separation becomes necessary for the child’s safety, this section also looks at 
principles and practices involved in alternative care. 

18) The Power of Attachment

 
a. Introduction 

Attachment is the deep and enduring emotional bond between two people in which each seeks closeness 
and feels more secure and safe when in the presence of the attachment figure. 

Attachment, is the single most important protective factor during the child’s early years, with lifelong 
consequences.64 Attachment behaviour in adults towards a child includes responding sensitively and 
appropriately to the child’s needs. Attachment to multiple adults is better, but just one nurturing adult who 
is stable and reliable can be enough for the child’s development needs. 
 
 
b. Stages of Child’s Attachment 

Attachment begins to form as soon as a child is born, with several phases: 
 

• Attachment in the Making (0-6 months old): Begins to attach to a primary caregiver who 
responds to their needs with sensitivity. 

• Clear-cut Attachment (6-24 months old): The baby is attached to a primary caregiver, and is 
anxious when others take them.  

• Reciprocal Attachment (24 months+): The infant realises that he or she is a separate person 
from the caregiver, and knows the caregiver will return when they leave their sight.  

The early childhood attachment process occurs most actively during the first five years of life, but it can be 
impacted positively or negatively later in childhood, adolescence, and in adult life.  
 

c. Process of Attachment and Disruption in Attachment 

Early attachment forms through a consistent pattern of sensitive and responsive care. It is a mutual 
process, where the child develops an attachment with the caregiver, and they develop a bond between the 
two of them (more on this later).  

SECTION 5 
FAMILY RELATIONSHIPS  
AND FAMILY-BASED CARE

63 CRC, preamble, para #7. 

64 Goldsmith, D., Oppenheim, D., & Wanlass, J. (2004). Separation and reunification: Using attachment theory and research to 
inform decisions affecting the placements of children in foster care. Juvenile and Family Court Journal, Spring 2004, p. 1-13.
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Attachment can be delayed or disrupted when:  
 

Secure Attachment: The child is happy near the caregiver, feels safe and loved. He or she is able to explore 
a short distance and comes back. They get upset when the caregiver leaves but can be comforted. When 
the caregiver returns the child is happy and makes physical contact quickly. This is the desired type of 
attachment. 

Insecure Attachment: Experts have identified three different types of insecure attachments:  

1. Anxious ambivalent attachment: The child is extra clingy with the caregiver and anxious when 
the caregiver leaves.  

2. Anxious avoidant attachment: The child keeps a distance (not sure if they are feeling safe and 
loved), but is anxious when the caregiver leaves. When the caregiver returns the child shows 
anger, indifference, or anxiety more than gladness. This pattern shows some relationship difficulty 
between the child and caregiver, and could be a sign of abuse or neglect (but there could be 
other sources of stress for them, so be careful about jumping to conclusions).  

3. Anxious disorganised attachment: There is not a clear or consistent pattern displayed by the 
child, as the child seems confused about his/her relationship with the caregiver. 

 

i. Why is Secure Attachment is so Important?  

Attachment is the FUEL for the child’s development in physical, social, mental, and psychological 
dimensions. Attachment plays a large role in brain development and regulating hormonal responses from a 
very young age. The need for attachment is most critical until age five, but continues on throughout life.  
 
 
 
 

• A baby cries and no one responds or 
offers comfort 

• A baby is hungry or wet, and they aren’t 
attended to for hours 

• No one looks at, talks to, or smiles at the 
baby, so the baby feels alone 

• A young child gets attention only by acting 
out or displaying other extreme behaviours. 

• Sometimes the child’s needs are met and 
sometimes they aren’t (inconsistency). The 
child never knows what to expect 

• The infant or young child is hospitalised or 
separated from their parents 

• A baby or young child is moved from 
one caregiver to another (the result of 
adoption, foster care, or the loss of a 
parent, for example) without a gradual 
transition process 

• The parent is emotionally unavailable 
because of depression, illness, or 
substance abuse 

 
 

h. Secure and Insecure Attachments

Attachment to a caregiver can be along a continuum, one side representing secure attachment, while the 
other end represents insecure attachment. 

Secure Insecure
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Figure 15: Attachment is the Fuel for all Dimensions of Development

Children with Secure Attachments can self-regulate their emotions and behaviours, have effective social 
interactions with peers and others, feel confident about themselves, can rely on themselves for problem-
solving, and can deal with challenges in more constructive ways. These advantages can prove to be 
important advantages as they navigate through life. 

A huge data base tracking over 1,000 children and their families from infancy to secondary school in the 
United States has produced over 600 published studies. Some of those studies showed that having a 
secure attachment in infancy was a good predictor for children’s behaviour as they grew older. For example: 

 
• Children with secure attachment in infancy 

could manage their emotions in stable and 
socially acceptable ways  

• Children with insecure attachment in 
infancy showed more behavioural problems 
like fearfulness, social withdrawal, bullying, 
and destroying things  

• There may be a link between insecure 
attachment and mood disorders like 
depression and anxiety 

• In extreme cases of insecure 
attachment, a child can develop reactive 
attachment disorder 

• Adult relationships are also impacted by 
childhood attachment 
 
 
 
 

When secure attachments is not available either through neglect or abuse, children are damaged in serious 
and lasting ways, as seen next.  
 
 
 
 
 
 

Social

Mental

Psychological

Physical ATTACHMENT
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j. The Case for Attachment: The Bucharest Early Intervention Project

This is the world-famous and seminal work on family versus institutional care, conducted by top experts 
at leading universities in the U.S. When communism fell in 1989 in Romania, 100,000 children were found 
being cared for in large institutions. This was the result of a national policy that required every woman of 
child-bearing age to produce four children to make the country strong. When the communist regime fell, 
and the nation wanted to join the European Union, Romania was required to reduce the number of children 
in these institutions by 1) sending them back to their families or to foster homes, or 2) have them remain 
in institutions (due to the shortage of families). This represented a natural research opportunity to study the 
impact of the three different care arrangements:  

 
1. Children moved home or into foster care
2. Children remaining in institutions
3. Children who had never been institutionalised (comparable socio-economic status) 

These children were compared in many studies on different aspects of development. One of those 
comparisons was made of their cognitive abilities when the children were eight years of age. The results 
were astonishing and set the stage for a strong push for family-based care. The results show the children’s 
scores on verbal comprehension, perceptual reasoning, working memory, and processing speed, resulting 
in the full-scale IQ at the extreme right of the graph. 
 

Figure 16: Bucharest Early Intervention Project: Cognitive Development Study 
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The children who remained in institutions had the lowest cognitive development score (IQ score of 76.16), 
while children who were sent home or to foster care scored significantly higher (IQ score of 81.46). The 
most astonishing part is that the children who were never separated from their families scored several 
standard deviations higher, at a full-scale IQ of 107. 

Scientists now know that the significant differences were attributable to early attachment and stimulation 
on the child’s development. When the child’s brain is not receiving enough stimulus and the child has 
little chance of developing attachment, the impact on the child is literal and very serious, as seen in the 
illustration below.  

Figure 17: Brain development and attachment

 
The child with the brain shown on the right suffered from severe sensory deprivation, which accompanies 
little, if any, chance to develop a secure attachment. This is because the brain architecture depends on the 
child being held, touched, looked at, and played with, as shown in this video from Harvard University’s 
Centre on the Developing Child: http://developingchild.harvard.edu/science/key-concepts/brain-architecture/. 
 
 
k. Other Related Risks of Neglect

When a child has no opportunity to develop attachment, the basic process of serve and return does 
not effectively occur. According to some scientists who study the impact of institutionalisation, a child 
loses one month of development for every three months in an institution65 due to the lack of attachment 
opportunities. In an extreme form, this lack can develop into a serious psychological and social disorder 
called attachment disorder.  

65 Van Ijzendoom, M.H., et al (2009). Children in institutional care: delayed development and resilience. Monographs of the 
Society for Research in Child Development, 76 (4), 8-30. 

Normal Extreme neglect

These are the brains of two  
3-year-old children. The image on  

the left is from a healthy child where 
the image on the right is from a 
Romanian orphan who suffered 

severe sensory deprivation.  
 

The right brain is smaller and 
has enlarged verticals - holes in 
the centre of the brain. It also 
shows a shrunken cortex - the 

brains outer layer
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l. Reactive Attachment Disorder (RAD) 

Children at the extreme end of insecure attachment tend to be impaired in their ability to develop healthy 
emotional attachments. This can be due to abuse, neglect, multiple placements with different caregivers, or 
abrupt and traumatic loss of attachment figures. Individual history of current symptoms include (child may 
display only some or all of these):  

• History of abandonment, neglect, abuse, 
and/or multiple placements 

• Indiscriminately seeks affection and/
or comfort from strangers (e.g. pseudo-
attachments) 

• Anti-social behaviours (e.g. lying, stealing, 
manipulating, destructiveness, cruelty to 
animals or peers, fire-setting, aggression) 

• Wants to be in control, and wants to avoid 
feeling helpless. Often disobedient, defiant, 
and argumentative 

• Lack of physical affection and closeness 
and/or inappropriate clinginess 

• Angry outbursts, manipulative, or passive-
aggressive behaviour 

• Problems with learning, attending, self-
regulating, self monitoring 

• Abnormal eating and elimination patterns 
(e.g. wetting, soiling, and hoarding food)

 
 

m. Attachment and Parenting Styles 

Many parents who abuse or neglect their children may be suffering from adult forms of attachment 
disorders. This may be from unresolved issues of attachment in their childhood, or it may be caused by 
other relationships. They may feel insecure, afraid, or confused in their relationships. They also may have 
had negative role models for parenting. 

Caregivers suffering from insecure attachment may be overly clingy, distant, or overly punitive with children 
in their care. CPWs are not psycho-therapists, but they can observe parents around their children and make 
notes. These may help you gain more empathy and provide insights for supporting them in their parenting 
struggles. Once you have established trust, you may be able to make some gentle suggestions about good 
parenting.  

19) Promoting Strong Attachments 

a. Introduction

It is worth repeating that all international and national policy instruments endorse family-based care for 
children, and there is strong research to support such a policy stance. This is because the family is the best 
environment in which to develop sustainable and long-term secure attachment. However, it is also widely 
acknowledged that some families need support to increase their capacity to provide this environment for 
their children. Most importantly, promoting strong attachment between children and their caregivers is one 
of the most important functions of the social service workforce.

Many factors determine the quality of attachment, including: 

•  The developmental stage of the child
•  Personality of the child
•  The attachment and personality of the parent
•  The knowledge and skills of the parent
•  Resources and time availability of the parent
•  Availability of examples, guidance, and support for the parent 

However, there are some building blocks of promoting strong attachment for infants, young children, and 
adolescents. 
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b. Developing Attachment with Infants and Young Children 

In order to develop a strong attachment with a child, the caregiver should be encouraged with the 
following four major suggestions: Be dependable, be attentive, be predictable and be understanding during 
separation.66 

1. Be Dependable 

• Be a safe haven for the child  

• The child will feel more confident to 
explore the world when they can come 
back to you for safety and security  

• Give comfort when the child is upset, 
sick or upset  

• They will learn to rely on you now and 
will be able to comfort others later  

• Be physically available as often 
as possible 
 

• Don’t hover over them too much, but be 
near for them to come to you 
 

2. Be Attentive 

• Interact with the child one-on-one  

• Do activities you both enjoy - play 
games, sing, and talk  

• Take activity cues from the child, not 
based on what you want 

• Attend with affection and 
undivided attention 

• Eye contact, warmth, touch, and smiles  

3. Be Predictable 

• Children need routines to feel secure 

• Have a routine for meals, bedtime, and 
any other regular activity. These help 
develop self-discipline and security 

• Knowing what comes next allows 
children to start the next step in 
the routine on their own, and this 
encourages a sense of independence 
and self-esteem 
 

4. Be Understanding During Separation 

• Remember it is good for the child to 
develop attachment with multiple people 
when there is secure attachment with 
the primary caregiver(s)  

• When leaving the child at ECD or you are 
leaving home, be warm and supportive 
but don’t show anxiety about leaving. 
They may mimic your feelings. Reassure 
them that you will return  

• If needed, let the child have a security 
blanket or familiar item with them 
(if allowed)  

• Show genuine delight when reunited
 

c. Promoting Attachment with Adolescents 

Promoting attachment (or healing insecure attachment) during the child’s adolescence is more difficult than 
during childhood. However, it is never too late to heal earlier damages and develop new, or more secure, 
attachment. At the same time, the adolescent is beginning to shift his focus from parents to peers, so 
some degree of distancing is to be expected. The next items are the ideas that are at the foundation of 
attachment during this time, but the behaviours that show those principles will depend on the local culture. 
 

66 Adapted from Child Development Institute (2020). How to develop attachment with a child. https://childdevelopmentinfo.com/
development/how-to-develop-attachment-with-a-child/#gs.kcuny7
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The key principles of promoting stronger attachment with adolescents are: Belonging, Significance, Love, 
and Understanding. Some of the methods of turning these principles into practice are offered below.67  
 

1.  Belonging. The parent/caregiver reminds the child of the many ways in which he/she belongs to 
the family and group. They claim their son or daughter publicly, attend parent meetings at school, 
attend parent/child activities. Even without engaging in any particular activities, spending time 
together can be a good time to get closer.  

2. Significance. The parent/caregiver communicates that the child is very important to the parent. 
E.g. on the child’s birthday, “Having you in our family has made us all so happy.”  

3. Love. Genuine care and concern are sincerely communicated that is culturally acceptable. This 
can be through appropriate touch, words, the child’s favourite food with words of affection, and 
spending time doing what the child enjoys.  

4. Understanding.  Empathy is a great parenting tool. The parent understands or seeks gently to 
understand how the child feels, what their interests are, what their hopes and dreams are, and 
expresses a desire to help them achieve them. 

20) The Importance of Family-Based Care 

a. Introduction 

Based on scientific evidence of the importance of attachment, the global child protection community 
agrees that children should grow up in a family setting. This section documents this unanimous agreement, 
from the CRC to CCPJA, and the rationale for such a stance.  
 

b. Leading Policies on Family-Based Care 

b-1. The CRC has many provisions regarding family-based care: 

Children should grow up in a “family environment in an atmosphere of happiness, love, and understanding”. 
Children should not be separated from their parents unless absolutely necessary to protect their safety and 
best interest, which is approved by a court. 

Even when separated, children should be encouraged to contact their parents/guardians unless it is against 
their best interest.  
 

b-2. The African Charter on the Rights and Welfare of the Child similarly says:  

“…the child occupies a unique and privileged position in the African society and…for the full and 
harmonious development of his personality, the child should grow up in a family environment in an 
atmosphere of happiness, love, and understanding.”  
 

b-3: The UN General Assembly Resolution on the Rights of the Child (A/74/395, 2019) says:  

“Recognizing that the family has the primary responsibility for the nurturing and protection of children, 
in the best interests of the child, and that children, for the full and harmonious development of their 
personality, should grow up in a family environment and an atmosphere of happiness, love and 
understanding”. 

67 Adapted from Hayman, S. (n.d.). How to heal attachment with your teen. 
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d. Parents’ Legal Responsibilities Under the CCPJA 

The family is not only the best place for children to grow up in, but parents have a legal obligations to care 
for their children. Under Section 3 of the CCPJA, parents are to: 

• Register the child’s birth 

• Protect the child from neglect, 
discrimination, violence, abuse, 
exploitation, oppression and exposure to 
physical, mental, social and moral hazards 

• Provide proper guidance, care, assistance 
and maintenance for the child to ensure his 
or her survival and development, including 
in particular adequate diet, clothing, shelter 
and medical attention

• Ensure that during the temporary absence 
of the parent or guardian, the child shall be 
cared for by a competent person 
 

• Exercise joint primary responsibility 
for raising their children, except where 
the parent or guardian has forfeited 
or surrendered his or her rights and 
responsibilities in accordance with the law

 
 
 

c. Children also have Responsibilities 

Children also have responsibilities under the ACRWC and under the CCPJA, reflecting the African culture. 
Under the CCPJA, children’s responsibilities include:  

• Respect the parents, guardians, superiors 
and elders at all times and depending 
on the age of the child assist them in 
cases of need  

• Serve the community by placing his or 
her physical and intellectual abilities at 
its service  

• Preserve and strengthen social and national 
unity and character of Malawi 

• Uphold the positive values of 
the community 

• Contribute towards the child’s own 
development into being a useful member 
of the society  

• But due regard shall be paid to the age and 
ability of the child and to such limitations as 
are contained in this Act 

 

c. Why is Family-Based Care is so Important? 
 
 
Scientific evidence has proven repeatedly that:  
 

• Family is the basic unit of society, it provides a name and identity 

• Family is the first layer of care and protection for a child 

• Family is the child’s secure base to the community and society 

• Family members enjoy a natural feeling of love and belonging 

• Secure attachment is best facilitated in a family setting 

• It is the environment where children are the most likely to grow up ‘in an atmosphere of love, 
happiness and understanding’ (CRC, preamble, para. 7) 

Since the family is the basic unit of society and the first line of defense for children, almost all countries 
require parents to care for their children. It should be noted however, that under the CRC, the State is 
responsible to support and strengthen families in doing this important work. 
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g-1: The scientific evidence on care centres include: 

d. Alternative Care Overview

When the child’s family is not able or willing to care for the child, even with assistance, alternative care 
may become necessary. These include kinship care, foster care (informal or formal), or adoption by another 
family, which are all forms of family-based alternative care. Small group homes, temporary shelters, 
emergency ‘safe’ homes, and residential care facilities are considered not family-based care. And, of 
course, living on the streets is outside the range of adult-provided care. As will be covered in more detail 
later, the key factor in all of these arrangements for the child to have an opportunity to form a consistent 
and sustainable, permanent attachment with an adult.
 

e. Child Care Institutions (CCIs)

Institutional care must be a temporary and last resort option for children in need of care other than their 
parents. CCIs are actually a residual social practice from the colonial days when large care centres were 
built, and children sent there so that investments to assist families in caring for their children were not 
required. This was at the expense of the child losing their family and cultural identity, community belonging, 
and attachments to be enjoyed throughout their lives. It also helped perpetuate poverty and social 
disadvantage of their families as they were not assisted in improving their plight. 
 

• Between 80-90% of children in care 
institutions have at least one parent or 
guardian with whom they could live, if 
there was support  

• Poverty is the most common reason why 
children are sent to care centres. This is 
true in most countries  

• Most children in care centres have families 
they can grow up in, if the families can be 
strengthened and supported  

• Institutional care is more expensive per 
child than other forms of alternative care

• Should a child’s right to grow up in a family 
be violated, because their families are 
poor? Losing attachment and love has 
lifetime consequences  

• For most children, going to the care centre 
is a one-way ticket, until they grow up  

• Luckily, this trend is changing in Africa 
and reintegration is being implemented in 
Malawi as well  

 
 

g-2: Why do CCIs Persist? CCIs still persist because of several reasons, despite scientific evidence being 
widely available. These include: 

• Government ministries and departments 
responsible for child welfare are 
underfunded and understaffed, making it 
difficult to implement reintegration on a 
large scale 

• Care centres can seem like a quick solution 
for children in need of care because they 
are always available 

• Many concerned people believe orphanages 
serve true orphans who have no one to 
care for them 
 

• Orphan tourism—children can be displayed 
and exploited for profit. Zambia is a 
host country to many of these. See, for 
example: Malawi Orphanage Project - 
Prepare for Change 

• Misperceptions about orphaning due to 
HIV/AIDS have been a major factor 

• Some religious organisations see 
orphanages as an opportunity to convert 
children into their church. See, for example: 
New Day Orphanage 

68 A copy of the Conference Declarations is attached in the Annex Section of this manual. Also online at Conference Declarations 
and Recommendations (bettercarenetwork.org). 
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f. Recommended Steps to Support Family-Based Care in Malawi – from African 
Experts

The 419 delegates from 45 African countries attending the International Conference in Africa on 
Family-Based Care for Children in 2009 recommended the following course of action to strengthen 
family-based care.66    
 

1. Increased investment in relevant training of professionals in family-based care for children. 

2. Deployment of skilled personnel on family- based care by all stakeholders, including 
the government. 

3.  Shifting the focus from the limitations of families and communities to enhancing their capacities 
and resilience. 

4.  Shifting from institutionalisation of children to family-based care. 

5. Establishment of community-based structures to provide support to vulnerable families. 

6. Provision of basic services to children and their families such as health and education to keep 
children in families. 

7. Development of systemised practices for alternative family-based care with evaluation 
and supervision. 

8. Assistance to enhance the function of the family such as training on child care, 
economic empowerment. 

9. Child participation and their input considered. 

It is illuminating to note that the Draft Scope of Work for CPWs (2020) are in line with many the 
recommended actions mentioned above, while the focus should be strengthened on others. 

21) Separation, Loss and Trauma 

 
Having discussed the essentiality of secure attachment and the role of family-based care in promoting 
attachment, we now consider the consequences of losing that attachment through separation or loss of 
the attachment figure. It should also be remembered that being abused and neglected by attachment 
figures can also result in stress and trauma for the child. 
 

a. Separation and Loss are Danger Signals 
 
 
Human beings are wired to react strongly to danger. Separating from the person they are attached to is a 
huge threat in the child’s experience. Even if it’s temporary, this can cause both behavioural and hormonal 
reactions. If you have seen a child shriek when a loved one goes out of sight, you can sense this basal level 
of danger that the child feels. Furthermore, the child’s internal system also has a stress response, releasing 
stress hormones to cope with the danger. In other words, they will show distress by crying or sulking on 
the outside, and on the inside, they might be releasing stress hormones that are harmful to the body.  

Typically, however, children know their caregiver will return, and if they do consistently, they can become 
more secure in separation. Children learn from patterns of their caregivers’ behaviours. But what happens 
when they do not return as expected? When this separation is long or permanent, the child may soon stop 
crying, but there is continuing internal damage to that child’s body, mind, and spirit. We’ve already seen 
what lack of attachment can do to their brain. 
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 a. A parent dies   

 b. A parent leaves to work in a far way place,  
 or for other reasons 
 

 c. Parents divorce, and one has to move away 

 d. They can no longer stay with their    
 parent/caregiver 

Children who are removed from their families are also removed from their siblings, extended families, 
friends, and others in the community. This has a multiplier effect on their sense of loss.
When the child cannot stay with their families due to abuse, while children may be safer in a different care 
setting, they still feel a great sense of loss. This is the case even when their attachment may not have been 
very secure with their caregiver. 

It is also important to remember that most children who become separated from their parents have had 
other hardships in life.  
 

• Children abused or neglected by the very people that are supposed to love them can feel very 
hurt and confused, but they are still attached and afraid of separation. 

• Children often feel abandoned even when it is not the parents’ fault. This is especially true of 
children whose siblings got to stay home with their parents.  

• Migrant, street, or unaccompanied children may have been exposed to conflict and violence, 
which can independently trigger PTSD.  
 

c. The Need for Empathy 

Children may have learned that they cannot trust adults when those adults don’t come back. Sometimes 
out of desperation, they may become overly affectionate with people they hardly know, e.g. volunteers 
(indiscriminate attachment), risking potential abuse and further separation trauma. Children may not 
have the opportunity to express and process their emotions as children need to do with caring adults. 
They may be told to stop crying or hear messages that their feelings are not okay. This creates an unsafe 
environment, and they cannot recover from the harm of separation.

Having empathy for their loss is an essential key to child protection work. How do children express loss? 
Usually, it is expressed as GRIEF. How they grieve depends largely on their age and how comfortable they 
are in expressing feelings in the company of the person(s) they are with. And, their timing of when they 
feel the grief and how they express it can also be different from child to child.  

Figure 18: Impact of Danger Signals due to Separation and Loss 
 

b. Separation, Loss and Grief Children Experience a Sense of Loss when:

The damage to 
the child’s level of 
security and attachment

The stress hormones and 
their negative impact on 
the child’s health

Behavioural signs of being 
upset, angry, depressed, etc.
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Age 3-5 

Sudden loss of an 
attachment figure 
is very difficult to 
understand. They 
will ask over and 
over when the loved 
one will return. Use 
culturally appropriate 
explanations (e.g. 
in cases of death, 
abandonment) but be 
as realistic 
as possible. 

• Make sure they understand they were in no way responsible 
for the loss. (Children often feel responsible for bad things that 
happen to them). 

• Assure them that you are working hard to make sure they will 
continue to be loved and cared for. 

• Strive to provide consistent and familiar caretakers and daily routines. 

• Ask the caregivers to be patient with regressive behaviour. It should 
be temporary and improve with time. 
 

• (Regressive behaviours are ‘going back in time’ and acting much 
younger than the child is now, often involving wetting or soiling 
underwear, and/or reverting to infantile speech patterns). 

Age 6-9

They may fear 
their own death or 
that someone else 
might go away too. 
If they are being 
sent to another care 
setting, it is most 
likely that they will 
feel they have done 
something wrong to 
deserve being sent 
away. Or, in the case 
of an abuser being 
removed from the 
home, the child may 
feel guilt unless there 
is a clear explanation 
that it is not their 
‘fault’. 

• Discuss the loss, using culturally appropriate but realistic words. 
Provide only simple explanations in response to their questions. Tell 
the truth but don’t overwhelm them with details they did not ask for. 

• Acknowledge the importance of their feelings and encourage crying 
and other expressions of grief. However, it is very critical that they 
understand it is not their fault. 

• And sometimes it is simply because everyone is doing their best, but 
they need some time to work out problems.  

• If possible, allow the child to say good-bye to attachment figures and 
others such as siblings, friends and community members.  

• Encourage discussion and let them know they can ask any questions 
at all and encourage them to talk to other trusted adults. 

• If there has been a death of a loved one, facilitate their 
participation in memorial or commemorative activities and projects 
whenever possible.

 
e. Helping Children Grieve, by Age Group 

Children generally have varying capacities to understand and process loss at different development stages. 
Their capacities are also highly dependent on many factors related to the relationship the child had with the 
loved one, any prior preparations that took place, and the availability of other existing attachment figures. 
The ideas in the table below are general suggestions to consider as you engage with children who have 
suffered a recent loss of a love one through separation or death.  
 

Table 8: Approaches to Helping Children Grief Loss
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Preteens (10-12 yrs) 

At this age, children 
have a more realistic 
understanding of the 
permanent nature 
of death. They may 
also understand 
separation, that it 
may be temporary. 
However, they may 
feel it is somehow 
their fault and fear 
that the separation 
will be permanent. It 
is also common for 
them to fear being 
alone in the world.

• If the child is being sent to an alternative care setting, provide an 
opportunity to say good-bye to loved ones including parents, siblings, 
and community members.  

• Talk openly and honestly about the reason for the loss, providing 
specifics as they are asked for. Be sure that they know it is not 
their fault.  

• Let them feel safe crying or expressing their grief to you. Empathize. 
It’s okay to cry with them as long as you maintain professional 
boundaries. 

• Encourage expressions of grief through journal-writing, art, poetry, 
and music. 

• In cases of death, let the child create his own plans for a memorial 
ceremony or, how he wants to say goodbye.

Teenagers (13+)

Teen’s have an 
understanding of 
death and loss much 
like adults. However, 
they may feel a sense 
of ‘unworthiness’, 
that somehow they 
were not good 
enough to have that 
person in their life. 

If they are being sent 
to alternative care, 
it is very important 
that they participate 
in the matter, to have 
the opportunity to 
process and express  
their feelings. 

• Teens may become depressed, confused, or angry. Their feelings 
can be very intense, but their outer behaviour may not indicate these 
feelings.  

• Help the teen return to normal routines as quickly as possible.  

• Teens may lean more on friends than adults, so it is important to 
encourage supportive peer relationships.  

• Follow the teen’s lead. Ask open-ended questions like: 

• How are you doing?
• Do you want to talk about it? 

• Never suggest how they should feel:  

• Never say: “You should be feeling better by now”, or
• “Just let it go.” These comments invalidate their feelings.  

  
• Help them to create a way to remember the good times with the one 

they have lost or separated from. This may be through writing, art, or 
planting a tree, etc.  

• In some cases, teens may experience extreme depression and even 
suicidal ideation. Watch for these and provide support and use good 
listening skills. In serious cases, refer to a medical professional.  
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f. Post-Traumatic Stress Disorder 

This is a serious psychological disorder that children can develop when they suffer a sudden and intense 
experience, such as the death of a loved one, separation or abuse/violence. It can also be caused by 
prolonged exposure to harmful experiences of abuse, neglect, violence, and loss. Not every child will 
develop every symptom; especially if they are older at separation and they understand why it was 
necessary.  

Generally, signs and symptoms of PTSD in children and youth include: 
 

• Recurrent, intrusive thoughts or memories 
of the separation, or for younger children (6 
and under) repetitive play that incorporates 
aspects of the separation  

• Nightmares related to the separation 

• Persistent thoughts of blame. Children 
almost always feel it is their fault that 
they are separated, perhaps they are 
being punished 

• Constantly being on guard, easily startled 

• Detached, and withdrawn

• Irritable or aggressive behaviour, including 
extreme outbursts 

• Difficulty falling and staying asleep, and 
concentrating 

• Developmental regression (e.g. bed 
wetting, loss of language), talking or acting 
like a baby when child is older and has 
better skills 

• Negative view of themselves and of the 
world 
 

If you suspect that a child or youth suffers from PTSD, provide psychosocial first aid, but refer to a specialist.  

22) Preventing Family Separation - Family Strengthening
 
a. Introduction 

Because family-based care is the gold standard among care options, and because the cost of losing 
attachment has negative consequences for children, attention needs to be focused on preventing family 
separation through family strengthening practices. In this section, some of the main reasons for family 
separation will be identified, and family preservation will be explained. Finally, two examples of family 
preservation programmes from nearby countries will be shared.  

b. Causes of Child’s Separation from Family 

The major causes of a child’s separation from his or her family have been identified as:  
 

• Extreme Poverty 

• Abuse - all types 

• Neglect - all types 

• Violence in the community, or against a 
family member 

• Exploitation, within the household, or 
through trafficking, and labour exploitation  

• Poor mental health of caregiver or child 

• Substance abuse of caregiver or child 

• Domestic violence in the household 

• Death or departure of caregivers 

• Abandonment  

• Chronic sickness or disability of 
caregivers or child 

• Lack of psychosocial support 
 
 

Often, it is a combination of these factors that result in the separation.  
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What is Family Preservation?  

Family preservation is a child welfare practise model applied with vulnerable families at risk of separation 
due to any of the risk factor listed above. The main goal of family preservation is to keep the child’s 
attachment with the caregiver intact by strengthening and supporting the family on their most serious 
vulnerabilities. It recognises that most families love their children but are overwhelmed with the challenges 
of raising them, whether it is poverty or other personal capacity issues such as poor mental health or 
parenting skills. Extreme poverty is often the justification for sending children into institutions, but poverty 
alone should never be a reason for causing such traumatic harm to the child. Instead, the situation signals 
that the State needs to step into69 shore up the caregiver’s capacity and resources. It is the most respectful, 
compassionate way to preserve the child’s attachment and promote their best interest. It is also the most 
cost-effective way to care for children, as institutional care is 8-10 times more costly per child.70 
 
Two examples of family preservation services are discussed in some detail. They are similar to each other 
in terms of preventing the separation of families. One is the Action for Children programme in Uganda and 
the other the Care for Life programme in Mozambique.  

Example #1: Action for Children in Uganda71 

The family preservation programme facilitated by Action for Children, an NGO in Uganda, operated in  
villages near Kampala, Uganda.72 

d-1. Basic Principles. The programme, focused on the most vulnerable families, was built upon five 
principles:  
 

1. Strengthening the capacity of families;
2. Mobilising and strengthening community-based responses;
3. Ensuring access to essential services;
4. Strengthening government’s role in protecting vulnerable children; and
5. Raising awareness and advocacy. 

d-2: Selection of Participants, Objectives. Families were selected to participate in the programme due 
to extreme poverty and their status as caregivers to young children, whether biological, kin, or foster. The 
goal was to stabilise the families and children’s basic needs and to maintain the children in the home. The 
objectives of the programme were harmonised with the Nation Plan of Action, which emphasised access 
to services for vulnerable children, efficient mobilisation of resources, and enhanced capacity of essential 
service providers. 

d-3. Eight Indicators. The programme focused on eight indicators of vulnerability. The programme would 
improve the family’s status on each of these indicators until they were no longer considered vulnerable. 
These indicators were:  

69 See Article 12 of the CRC which requires the State to assist families in caring for their children.

70 Williamson, J. & Greenberg, A. (2002). Families, not orphanages. Better Care Network.

71 For a complete report and discussion, see Roby, J. & Shaw, S. (2008). Evaluation of a community-based orphan care program in 
Uganda. Families in Society, 89 (1). 119-128.

72 Unfortunately, the organization’s grant funding ran out and the programme is no longer operating.

1. Housing.
2. Food security.
3. Children’s education.
4. Health (immunisations) and hygiene (WASH).

5. Community participation.
6. Psychosocial support.
7. Income generation.
8. Mentoring other families (this final step 

comes at the end).
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d-4. Evaluation Findings. An external evaluation of the programme showed that the objectives were met 
at a very significant level. Specifically:  
 

• None of the children whose families participated were separated from their current families 
 

• Nearly 100% of the children expected that they would live with the family and not be sent away 
during childhood  

• Most of the children reported feeling securely attached to their caregivers, although some older 
children reported some degree of conflict if living with relatives 
 

• Some of the kin children reported getting less food than the biological children of the 
caregiver—especially in the poorest households. This difference disappeared as the household 
income went up  

• Some of the kin or foster children were attending school less and working more at home than the 
biological children 

•  Children living with grandparents reported no discrimination among children in the household 
 

• After the evaluation, these difficulties were reported to the programme staff and corrective 
measures put in place 

Example #2: Care for Life in Mozambique73

Care for Life (CFL), an NGO working in Beira, Mozambique, describes itself as:
“A global non-profit organisation with a holistic approach to ending poverty in a sustainable way by 
preserving the family while encouraging and enabling the practice of self-reliance. CFL is not a handout or 
a give-away organisation, but one that believes in working with people to help them take charge of their 
own destiny, realise their full potential, and create a culture of individual effort and responsibility.”

e-1. A Community-Based Approach. CFL initially adopted the eight-point programme from Action 
for Children in Uganda. However, the programme has adopted a community model, where an entire 
community is mobilised to partner with the NGO, to:  
 

73 For the evaluation study of this model, see Panos, A., Panos, P., Gerritsen-McKane, R., & Tendai, T. (2020). The Care for Life 
Family Preservation Program: Outcome evaluation of a holistic community development program in Mozambique. Research on 
Social Work Practice, 30 (1), 84-96.

• Identify vulnerable families 

• To select the priority goals for 
their community 

• Participate in assisting vulnerable families 
to set goals 

• To arrange for mentorships between 
families, to track progress and 
provide support 

• To celebrate their success together as a 
community  
 

The end goal for CFL is to help make the families self-sufficient, to be able to keep the family together, 
reduce violence, and enjoy a higher quality of life.

e-2. The Eight Indicators of the CFL Family Preservation Programme (with a detailed checklist) 
This detailed checklist of indicators was developed with the input of community members and participants 
and modified as informed by experience over the past 15 years.  
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1. Education  
 

1. Children will be registered in school and be 
attending regularly.  

2. Families will have children registered with 
government for their identification cards.  

3. All family members will become 
functionally literate.  

4. Children will receive age-appropriate HIV/
AIDS education.

 
2. Health and Hygiene  
 

1. Mothers will develop the habit of bathing 
their children daily.  

2. Parents will follow instructions for taking 
medications correctly.  

3. Fathers and mothers will know advantages 
of always being clean. 
 

4. Families will take measures to prevent 
diseases and their symptoms, like cholera, 
malaria, and vomiting. 
 

5. Parents will ensure that children are current 
in their immunisations.  

6. People will shower/bathe every day.  
 
 

7. Families will avoid infections 
through cleanliness.  

8. Families will take care of their own sick 
members when appropriate.  

9. Families will visit health centres and 
hospital for consultation and treatment.  

10.  Pregnant women will have prenatal 
consultations and then follow instructions. 
 

11.  Toddlers will be taken to hospital for 
testing of growth patterns.  

12.  Families will drink only clean, 
treated water.  

13.  Families will keep dishes clean. 

3. Food Security and Nutrition 
 
 

1. Families will plant vegetable gardens.  

2. Families will improve their diet using 
produce from their gardens.  

3. Families will eat three 
nutritious meals a day.  
 

 
 

4. Families will have proper containers for 
keeping food and water.  

5. Parents and caregivers will learn to cook 
nutritious meals. 
 
 

4. Sanitation  
 

1. Families will have their own clean, properly 
functioning latrine.  

2. Families will treat garbage properly, by 
burning or by burying it.  

3. Families will have their own clean, properly 
functioning washing room.  

4. Families will eliminate stagnant water from 
their property. 

5. Families will keep their yard free of weeds 
and wild shrubs.  

6. Families will have their own water well or 
easy access to a water well.  

7. Families will eliminate pests such as rats, 
mice, cockroaches, and other insects.  

8. Families who raise animals will have them 
properly housed. 
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A 2020 independent evaluation of this project showed that the intervention villages had greatly reduced 
numbers of infant and maternal deaths, and their household income levels had risen. Unfortunately, no data 
were collected on the number of children sent into alternative care; however, based on the reduction in 
poverty levels, it may be safe to assume that fewer children were separated from their families. 

 

5. Income Generation 

1. Families/individuals will develop the 
capacity to start their own business, 
participate in a cooperative, or 
become employable.  

2. Families will develop basic family financial 
management skills.  

3. Families will qualify to receive credit.  

4. Families will become 
economically self-reliant. 
 
 
 

6. House Improvement  

1. Roofs of family houses will be in good 
condition with no leakage.  

2. Walls of family houses will be built of 
adequate material to make them safe, 
strong, and clean.  

3. Family houses will have secure, 
locking doors.  

4. Windows of family houses will be of 
adequate size and screened.  
 

5. Floors of family houses will be made of 
cement or other improved material.  

6. Family houses will have their own latrine 
and washing room outdoors.  

7. Family houses will be clean inside.  

8. Family yards will be clean and 
boundaries marked.  

9. Family houses will have a dish shelf to keep 
dishes off the ground.

7. Psychosocial Well-Being

1. Families will prevent discrimination 
against orphans, widows, and those living 
with HIV/AIDS.  

2. Families will prevent sexual abuse.  

3. Families will prevent domestic violence.  

4. Families will reduce use of alcohol, 
cigarettes, and drugs. 

5. Families will reduce marital infidelity.  

6. Families will reduce family conflicts.  

7. Families will increase quality time between 
parents and children.  

8. Families will increase their 
religious commitment. 

8. Community Participation  

1.  The community will develop more unity.  

2. The community will develop a more 
altruistic attitude. 
 

3. Families will help each other more 
frequently and will be more willing to serve. 
 
  

4.  Community leadership will be 
better organised.  

5. Community capacity to manage conflicts 
will increase.  

6. The community leadership will promote 
and participate more actively in 
community events. 
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23) Widening the Circle of Support for Vulnerable Children and Families 

a. Introduction  

Who are the families at greater of abusing or neglecting their children? It should recognised that families 
fall along the continuum of most capable to least capable, and their position in that continuum can change 
if they are able to access basic needs and willingly participate in services. 

Their position in the continuum of capacity is determined by the risk and protective factors found at the 
individual, family, and community levels. 

b. Individual Risk Factors 

There are factors that increase the chance of abusing or being abused. 
For caregivers, the risk factors include: 
 

• Parent’s lack of understanding children’s 
needs, child development and 
parenting skills 

• Parent’s own history of child abuse 
or neglect 

• Substance abuse and/or mental health 
issues including depression in the family  

• Parents’ characteristics such as young or 
old age, low education, single parenthood, 
large number of dependent children, a 
pattern of justifications for abusing children, 
and low income  

• Non-biological or transient caregivers (such 
as mother’s boyfriend) have shown higher 
rates of abuse  

 

For children, the individual risk factors include age (under-four is at greater risk), disabilities, hyperactivity, 
chronic illness, or mental capacity or illness are associated with greater risks of abuse. It should always be 
remembered that it is never the fault of the child to be abused.  
 

c. Family Risk and Protective Factors 

Family Risk Factors include:

• Social isolation 

• Lack of support 

• Family stress  

• Separation or divorce  

• Violence, including intimate partner violence 

• Parenting stress 
 

• Poor parent-child relationships and negative 
interactions 
 

Family Protective Factors:  

These provide a shield or minimise the degree of abuse or neglect. They are:  

• Supportive family environment and 
social networks 

• Concrete support for basic needs 

• Nurturing parenting skills 

• Stable family relationships 

• Household rules and child monitoring

• Parental employment 

• Parental education 

• Adequate housing 

• Access to health care and social services 

• Caring adults outside the family who can 
serve as role models or mentors
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d. Community Risk and Protective Factors 

Communities can also be the environment in which risk factors threaten the wellbeing of children and 
families, or enjoy protective support to varying degrees.  

Community risk factors include:  

• Violence in the community 

• Concentrated neighborhood disadvantage 
(e.g., high poverty)  
 
 

• High unemployment rates 

• High density of alcohol outlets 
 

• Poor social connections 

Community protective factors include:  
 

• Communities that support parents 

• Community takes collective responsibility 
to prevent and address child abuse 

• Community mechanisms to watch out 
for children 
 
 

• Community support mechanisms for 
parents such as:  

• Childcare  

• Parenting skills training  

• Respite care for parents with CWD, etc. 

e. Widening the Circle of Support for Children and Families at Risk 

The idea of widening the circle for children and families at risk is similar to what we learned in the ‘circle of 
support and harm’ for children. It takes into account the risk and protective factors at the individual, familial, 
community, levels and see how we can enlarge the support elements while reducing the risk elements. 
This is laid out in four phases in the Continuum of Care,74 that is, through services that target the type of 
services and support the child/family needs: 
 

1. Prevention 

2. Early detection and intervention 
 
 

 

3. Intense intervention 

4. Rehabilitation 
 

In the following sections, some of the most frequently needed services are mentioned for a quick 
consideration of application. 

Widening the Circle Through Prevention 

Prevention activities do not target any family in particular, but they are beneficial to everyone by changing 
community norms and providing universal access to services. These activities include raising awareness, 
birth registration, supporting universal education and health care, promoting parenting skills and life skills, 
changing harmful cultural norms and practices.  
 

74 See the diagram, Continuum of Care, on p.65. 
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At the community level, possible activities to consider include:  
 

Widening the Circle Through Early Detection and Intervention 

Early detection identifies children and families at risk, and provide support early on, before child protection 
crises occur. This involves reaching out to them, and not waiting until the child is abused or neglected. It can 
also be at the early stages of abuse or neglect, when it is much easier to correct the situation than later on.  
 
This could include making home visits and providing information on basic services such as:  
 

This phase of the Continuum of Care is applied after abuse, neglect, exploitation or violence has already 
occurred. Examples of intervention typically include: 

• Health care 

• Food assistance 

• Cash transfers/job training 
 

• School fee assistance 

• Victim Support Units (VSUs) 

• Children’s Groups 

• ECD 

• Disability assistance 

• Create neighborhood support groups 

• Pair the at-risk family with a mentor family 

• Conduct parenting skills education 

• Including focus on positive 
discipline methods  

• Organise a support group for parents 
raising CWD 
 

• Initiate a respite programme for families 
with other great parenting stress 

• Take turns helping watch the 
others’ children 

• Mobilise and connect to community 
support mechanisms 

• Widening the circle through intense 
intervention 

• Case management and referrals to services 

• Alternative care placement (only as 
necessary to protect safety) 

• Specialized social services, such as rescue, 
recovery, reintegration 
 

• Assistance at VSUs 

• Emergency and on-going 
psychosocial support 

• Widening the circle through rehabilitation 
 
 

This phase of services is applied to people who are suffering from the impact of harm, in order to provide 
long-term healing and restore capacity. This group of people are often called survivors rather than victims.75 
Services for survivors of abuse and violence include:  

• Mental health assessment and counselling 

• Trauma-informed rehabilitation for 
abused children 

• Treatment for PTSD or other mental illness 
 

• Victim or witness protection services 

• Domestic violence treatment 

• Substance abuse treatment 
 

75 However, victim is still the correct term in many contexts, such as in law enforcement and legal proceedings. Also, while the 
abuse is on-going, the person being subjected to the abuse or violence is truly a victim in the true sense of the word. 
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Summary: Widening the Circle of Support 
 
Individual, family, and community child protection risks and protective factors  have been identified through 
research. Our job is to reduce the risks and build up the protective factors at each level. This work ranges 
from prevention to rehabilitation. CPWs typically work at the Prevention, Early Intervention, and Intense 
Intervention phases to widen the circle of support for children and families at risk of child protection 
problems. CPWs generally refer to specialists for the final phase of Rehabilitation. Every phase of the work 
can change a child’s life.

24) Gatekeeping and Referral to Alternative Care 

a. Introduction 

Alternative care is care that is provided to a child by people who are not the child’s biological parents. Care 
means the child lives and sleeps at that place, it does not mean where the child goes during the day (such 
as a day school) or while the child is in the hospital for a few days.  
 

b. Types of Alternative Care 

There are two major types of alternative care: Informal and Formal (see Figure 19). Informal alternative care 
is when the child goes to live with relatives by agreement with the parents or the parents’ unavailability to 
care for the child (migration, death, separation, abandonment). This is the most common form of alternative 
care throughout the world. Informal alternative care also includes the child living with a community 
member who is not related to the child. Alternative care becomes formal when the government gets 
involved in screening, placing, and overseeing the care arrangement. Even if the government does not 
know about an institution, non-family based care where many children are placed in a facility is considered 
formal alternative care.  
 

Figure 19: Types of Alternative Care 

Informal

No government 
evaluation or oversight

• Kinship care 

• Community-based care

Formal

Government evaluation  
and oversight

• Formal foster care  

• Group homes, 
residential care centres
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 c. When is Alternative Care Necessary?  

Research has firmly established that parental care is the best form of care a child can receive. However, in 
some extreme circumstances alternative care becomes necessary in order to protect the child. These are: 

• Child is in great risk of abuse in the current 
care setting 
 

• Child’s immediate safety is threatened 

• Effort should be made to remove the 
perpetrator, not the child 

• Overwhelming parental incapacity 

• Parents lack the capacity to care for the 
child, even with help 

• Severe disability 

• Acute mental health crisis 
 

• Seek help for the parent, do best to keep 
from separating 

• Child has no one to care for them  

• Both parents have died 

• Child is unaccompanied, or living on 
the streets 

• The Child Justice Court orders it for any 
other reason 

• Child in conflict with the law, in some cases 

d. Gatekeeping for Alternative Care: Definition and Key Principles 

The definition of gatekeeping is: “The key process to ensure that alternative care for children is used only 
when necessary and that the chosen placement setting is the most appropriate for each child”.76 

There are two very important principles that must be adhered to, when engaging in gatekeeping: 

1. The ‘Necessity Principle’  2. The ‘Suitability Principle’  
 

e. Implementing the Necessity Principle 
 
The necessity principle requires the decision-maker to ask: 

“Is separating the child from the parent/guardian necessary? If the answer is yes, because there is an 
imminent risk of danger to the child, then the worker needs to determine whether the perpetrator can be 
sent away rather than the child. 

In many cases, the follow-up question is: “Can separation be prevented by providing services?” and if so, 
have those services been offered? If not, assess and make referrals and follow up with the case. 

The necessity principle recognises the principle of continuity of nurturing relationships and emphasises 
prevention of alternative care placement. Sixty per cent of Malawi’s children live in poverty, and research 
from around the world shows poverty is the number one reason for the separation of children from their 
families. Separation can often be prevented by assisting with basic needs such as food, healthcare, and 
education. In the longer term, the family will need to be strengthened to become less dependent on 
assistance.
  
Remember, separating a child from his/her loved ones simply because of poverty is a violation of a child’s 
right to live with his/her family and to develop as a whole person.  

76 UN Guidelines on the Alternative Care of Children, 2009.
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e-1. Children Presumed to be in Need of Alternative Care 

Some children, due to their immediate circumstances, are considered automatically to be in need of 
alternative care. These children include: 
 

• Orphaned children with no kin 
immediately available 

• Abandoned children

• Children rescued from trafficking  

• Children living in the streets (sleeping there) 

• Homeless children 
 

For these children with no identified parents at the time of assessment, the Necessity Principle has been 
met. The worker may go on to the next step: the Suitability Principle.  
 

f. Implementing the Suitability Principle 

Once it is determined that alternative care is necessary, the next question is: 
 
WHAT placement is the best choice for the child.  

Once again, this suitability question is only asked if it was determined that even with all available help, 
alternative care is necessary because the child is at risk of serious harm in his/her own family, or has no 
one to care for them at the moment. 

The order of preference for alternative care placement, generally, are as shown below. Family-based care is 
especially important for children under-five. Keep in mind, the alternative placement may also need support. 
The important thing is to determine what is in the child’s best interest, based on the individual child’s 
needs.  
 

Figure 20: General Order of Preference for Alternative Care Placement  

n. Conducting a Rapid Best Interest Determination  

In every alternative care decision, a best interest determination (BID) must be conducted. The BID process 
can be done by using four major questions:77  

77 For a more detailed guidance on conducting the Best Interest Determination, see UNHCR Guidelines on determining the best 
interests of the child (2008). For purposes of CPWs in Malawi, the suggested four-questions may be sufficient, and they tie in 
with the conceptual model supporting the case management process in Malawi.

 

1. Will the child be safe from abuse, neglect, 
exploitation and violence there? 

2. Will the child have a close, nurturing 
relationship with the caregiver? 

  

3. Will the child engage in age-appropriate 
activities (e.g. education, leisure, play)? 

4. Will the child have psychosocial support? 
 

• Kinship care
• Community-based care • Private foster home • Group homes

• Residential care centres
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In addition, the child’s feelings and views are to be heard and weighed carefully as part of the BID process 
(see below, and Section 7).  

o. Child Participation  

Depending on the child’s capacity, his or her participation and is of the utmost importance. This process is 
described in detail in Section 7, but here’s a brief reminder of the main points: 

• Children have the right to freely express 
views on matters affecting the child  

• Note, a child is NOT REQUIRED to give 
his or her opinion, only to be given an 
opportunity to be heard and encouraged to 
express freely 

• Particularly important in judicial hearings, 
in alternative care placements, and case 
management planning 

• The child’s views are to be heard carefully 
and given ‘due weight’ in accordance with 
age and maturity (‘evolving capacity of 
the child’) 

• Best Interest of the Child is the standard, 
and the child’s views serves as an 
important element of that determination  

• Tip: Do not over-promise the impact of their 
opinion but do pay very careful attention 
and convey understanding 

 

p. Non-discrimination  

Gatekeeping and alternative care decisions are hugely important aspects of child protection work. 
Premature separation of children from their caregivers, without ensuring that the family receives all the 
support it needs, is a serious violation of a child’s right to stay with their families. In some cases, CPWs 
have been found to discriminate when engaging in these activities. For example, CWD are often sent to 
institutions at the expense of losing their family life. More needs to be done to support their families in 
caring for them. More girls are sent to large institutions in some countries than boys, as parents prefer to 
keep boys, and vice versa. In some countries, children of certain ethnic minorities are taken away and sent 
to institutions much more quickly than other children. False beliefs about children who are HIV positive may 
stigmatize them, and they are unnecessarily sent away from the community. These discriminatory practices 
are a violation of children’s right to equality and against the professional ethics of the CPW. 
 

In short, the CPW must be very careful not to discriminate in gatekeeping, based on the child’s: 
 

• Poverty, social class  

• Ethnicity, racial background 

• Religion or beliefs 
 
 

• Sex, gender, or gender identity 

• Disabilities, physical or mental 

• HIV/AIDS status 

j. Alternative Care Referrals and Monitoring 

Once the CPW has applied the necessity and suitability principles, a report should be submitted to the DSWO. 
  

• If the recommended placement is informal kinship care or another family in the community, the 
DSWO may request an evaluation of the proposed foster placement, to get the home approved 
as a foster home under Section 47 of the CCPJA.  

• Once this placement is approved, the CPW may accompany the child there and monitor the case. 
In the meantime, the child must be kept safe from harm. This may mean asking the perpetrator 
to leave, or having the police arrest the perpetrator.
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• If the recommended placement is in a group home or larger institution, the case is a formal 
placement; it should be turned over to the DSWO for processing. The CPW may be requested to 
monitor the placement.  

• IMPORTANT: ALL ALTERNATIVE CARE PLACEMENT should be monitored with the goal of 
reintegration with the child’s family as soon as reasonably feasible, until that option no longer 
seems realistic or in the child’s best interest. This means that all children in alternative care 
placements has a case manager who is working with them closely toward reintegration.  
 

k.  The Deinstitutionalisation Movement in Africa  

Because of the scientific evidence favouring family-based care and discouraging institution-based care, the 
deinstitutionalisation movement is sweeping the world, and particularly Africa.  

One of the leading countries in this effort, Rwanda, has closed all but a few of their residential care  
homes.78 Since 2010, they have: 
 

• Transitioned over 1,300 children into 
families and communities 
 

• They developed 8 community ‘hubs’ where 
families can access services 

• 175 child development networks 

• Development of family-based services like 
foster care and community-based living for 
children and people with special needs 

• Their goal is to ensure that all children 
will be safely transitioned into families 
and communities with access to health, 
education and jobs 

 

Similar efforts are underway in Uganda, Kenya and Tanzania in southern Africa and many other countries in 
Europe and Latin America. Malawi has conducted a feasibility study on the reintegration of children,79 which 
may signify the first important step toward deinstitutionalisation. 

However, as lessons have been learned from other countries, simply closing institutions and sending 
children home can be very risky. Many families, without support, can fall into their old pattern of abusing 
and neglecting the children. Successful reintegration requires thorough assessment, planning, and support 
before, during, and after reintegration. For more detailed information on this topic, please refer to the 
section on Reintegration of Children.

78 Hope and Homes (n.d.). Retrieved Dec 1, 2020 from https://www.hopeandhomes.org/poi/rwanda/

79 Munthali, A.C. (2019) for the Ministry of Gender, Children, Disability and Social Welfare. Reintegrating children from 
institutional care: A feasibility study on a model for Malawi.
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SECTION 6 
POSITIVE PARENTING 
PRINCIPLES AND METHODS

This section is dedicated to familiarising the CPW in the principles and methods of positive parenting, 
including positive discipline. Physical abuse of children often occur in context of discipline, under misguided 
notions of what is ‘good’ for the child. It also occurs when parents or other adults don’t have the skills 
to guide and change a child’s behaviour without physical force and harsh emotional outbursts. Positive 
parenting takes effort but it is rewarding for both the child and the parent, and goes a long way toward 
building healthy and happy individuals and relationships. 
 

25) Positive Parenting Principles 

a. Introduction 
 
Positive Parenting refers to viewing children in a positive frame of understanding their development, and 
using gentle methods of encouraging good behaviour while using logical and natural consequences to 
discourage negative behaviour. Positive parenting emphasises the parent-child relationship as the key to 
guiding the child’s behaviour.
 
 
b. Premise of Positive Parenting 

Positive parenting is built upon the following premise:  
 

• Good parenting is a responsibility parents 
take upon themselves by bringing children 
into the world  

• Parents and communities are largely 
responsible to ensure child’s proper 
development with help from the State  

• Preparing children well today will determine 
the future wellbeing of the child, the family, 
community, and the nation  

• Children are not parents’ property, but 
individuals with rights, strengths and needs 
with great potential  

• Regardless of his or her age, each child 
is a person with a unique set of personal 
characteristics

• Children have the right to have a voice 
in matters concerning them (depending 
on capacity) 

• Children make a positive contribution to 
the family and community through being 
curious, active, playful, etc. 
 

• Children can misbehave when these needs 
are not met (according to life stage) 

• The best way to foster good behaviour 
is through positive attention for good 
behaviour. (Based on scientific evidence) 
 
 

 

c. Effective Parenting Methods 

Children are born with strengths and resilience shaped largely by the parenting they receive in their early 
years. Along with ensuring attachment, parents must guide their children to develop in many ways—
cognitively, physically, mentally, and socially. As discussed already, the family is the child’s first circle of 
support in their development, and parents are the key duty bearers.  
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• With infants and toddlers, distract their 
negative behaviour with something positive 

• Good attachment increases the chance of 
positive parenting  

• Good communication skills are essential in 
good parenting 

• The parent’s ability to control their 
emotions, and to act for the best interest of 
the child is essential in good parenting  

• Positive reinforcement shapes behaviour 
much more effectively than criticism or 
belittling 

• Specific, positive feedback is more helpful 
than general ones. Rather than saying: 
“You are a good boy/girl”, it is better to be 
specific, for example:  

•  “I am very happy that you are working 
hard on your homework” or 

•  “Thank you for watching the baby this 
afternoon. It gave me time to wash the 
clothes/cook dinner” 

• Children need clear ground rules 
and consequences for violations, as 
explained below  
 
 

d. Setting and Applying Ground Rules 

Parents often set rules for their children. These provide the parameters of good and bad behaviours. Good 
ground rules are easily understood by children and easy for them to comply with. For example, even a 
three-year-old can understand that they should tidy up when they are done playing. They should understand 
not to play with fire or with sharp objects for safety reasons. An eight-year-old can understand that they 
should do their homework before playing with friends, etc. 

As the child grows older, the parent can expect the child to understand and comply with more complex 
rules—and as the child grows into middle childhood and adolescence, the ground rules need to be 
discussed with them and adjusted to suit their needs. But they always need to be understood by the child 
and made for the child’s best interest. Importantly, they need to have consequences attached to them, 
whether they are natural consequences or logical consequences.   
 

e. Natural Consequences 

Natural consequences are the natural result of a child’s behaviour, which can be used as a learning tool. 
This tool is built upon the premise that positive behaviour yields positive consequences and negative 
behaviour results in negative consequences for the child. Children learn from the natural consequences of 
their behaviour. The parent allows this to happen and, by not interfering, allows the lesson to follow. Natural 
consequences are meted out to the child by someone else, society, or nature itself. 

Although the parent should not expose the child to serious harm, the natural consequences of a child’s 
action, such as temporary discomfort or even shame, may be a good learning tool. According to Mendi 
Baron,80 a social worker who works with children and youth in South Africa, children learn important coping 
skills by facing the natural consequences of their actions. For example, if a child refuses to study for an 
exam, he may fail the exam and get reprimanded by the teacher or feel ashamed of himself. This provides 
an opportunity for self-reflection and makes space for parental support in planning for next time. The 
parent does not need to judge or punish the child but seizes the teaching opportunity. If the child never 
faces natural consequences, he may never equate his actions to consequences. Hence, he may become 
unhappy and frustrated when things don’t always go his way or a self-absorbed, entitled human being who 
lacks self-awareness and empathy toward others. 

There are also natural consequences. For example, if a child is kind to a friend with disabilities, that child 
may be invited to participate in a community disability planning project with her friend.  
 

80 Mendi Baron, LCSW, Elemental Treatment. https://www.psychologytoday.com/za/blog/the-verge/201411 natural-consequences

Experts have many opinions about good parenting, but they all agree on these key concepts:  
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• The child works hard to improve his school 
grades. As agreed together when they 
discussed ground rules, the child gets 
to visit a snack shop and pick out his 
favourite treat 

• The child agrees to help her mother with 
making dinner three times this week. 
As agreed, the mother makes her a 
pretty scarf   
 

 

• The child comes home late from school. 
He must sweep the area surrounding the 
house (unless it was unavoidable) 

 

• If a child steals something, she must return 
it and apologise 

g. More Expert Tips on Using Natural and Logical Consequences 

To help children learn from natural or logical consequences, parents must: 

• Teach children values and principles early on 
and throughout childhood, considering the 
child’s maturity level 

• Establish reasonable expectations that are 
age-appropriate 

• Actively monitor the child’s behaviour 
 

• To allow children to learn from experience 
but protect them from being seriously 
harmed or injured 

• Always be consistent in follow through with 
the agreements or ground rules. If changes 
are needed, reach new agreements in a 
friendly and respectful fashion.  

h. What Positive Parenting is NOT  

Basically, all forms of abuse, neglect, exploitation or violence are forms of harmful parenting. These need to 
be avoided, instead, the positive parenting practices should be substituted. Forms of negative parenting to 
avoid include:  
 

• Physical, sexual, or emotional abuse 

• Physical or emotional neglect  

• Using violence or threats as a discipline or 
teaching method 

• Neglecting a child’s need for nutrition, 
education, health and safety,  emotional 
closeness, and social and leisure activities 

• Harmful cultural practices 

• Exploiting a child’s labour for profit or benefit 
 

• Domestic violence in the presence of children 

• Sending children to the streets and 
institutions without seeking help to keep 
them in the family and community 

• Allowing children to engage in violence and 
abuse among themselves without positive 
intervention 

• Belittling children or their ideas, or ignoring 
their need for love, attention and recognition 

• Comparing them with a sibling or 
another child 

f. Logical Consequences 

Logical consequences are what happens as part of an agreement made between the child and adult, or as 
part of a ground rule the child understands and accepts. But the consequence should never jeopardise the 
child’s safety, health, or security.  

f-1: Logical consequences can be used as reinforcement for positive behaviour such as when: 
 

f-2: Logical consequences can also be used to correct negative behaviour, according to agreed upon 
ground rule. For example: 
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26) Understanding Children’s Misbehaviour 

 
a. Introduction  

Sometimes parents engage in harsh punishment because they lack understanding of why children 
misbehave. This reaction comes from many sources, but primarily, it is because they do not understand 
what their child is trying to express through their behaviour. Parents often jump to conclusions or mislabel 
behaviour as ‘bad’ when they need comfort, understanding, or support. This section explores why children 
engage in behaviours that are considered misbehaviours and how we can help parents better understand 
their children and increase their communication and attachment with their children. 
 
 
b. All Behaviour is a Form of Communication 

When a baby cries, most people don’t label it as ‘misbehaving’. Rather, they wonder what the child is 
communicating; more specifically, they wonder what the baby needs. They quickly run through the possible 
needs the child may be communicating: is she hungry? Sick? Tired? Wet or dirty? Needs to be held? In 
this way, most people have a kind attitude toward the baby and are anxious to understand and help. But 
as the child grows and learns to speak, people rely more and more on the child to verbally communicate 
what they need. But herein lies a problem: Children, in different development stages, communicate more 
through behaviour than they have the verbal skills to communicate. 
 
 
c. All Behaviour is Purposeful  

The person may not have the conscious awareness of their motivation for acting the way they do, but their 
behaviour arises out of some purpose or goal at a deeper level. This is true of children and adults. Have you 
ever heard parents ask: “Why are you acting this way?” This demanding tone does not encourage the child, 
as it does not feel safe to explore feelings. 

Children cannot typically analyse their feelings and thoughts and express them succinctly and in a socially 
acceptable way. They need to be helped bit by bit, with the support and encouragement of caring adults. 
This is why child participation in decision making requires so much time, patience, and skills. 
 

d. Abuse and ‘Misbehaviour’

Many parents physically or verbally abuse their children because: 
 

• They may think their child is misbehaving, although the child is frustrated and trying to cope with 
feelings of anger or disappointment. 
 

• The child may be trying to get attention, and perhaps negative behaviour brings it more easily 
than being ‘good’. This need for attention is so powerful that the child will continue ‘misbehaving’. 
Unfortunately, this creates a vicious cycle resulting in insecure attachment where the child 
misbehaves and is punished by seeking attention. 
 

• Parents often overreact, due to their stress, lack of time, or impatience, and take a punitive 
stance instead of helping the child identify their wants and needs. 
 

This does not mean parents should always give in to the child’s demands, but they should seek to 
understand the child’s feelings and needs in a warm, patient and supportive way. 
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e. Many Factors Influence a Child’s Behaviour 

Children’s behaviour is shaped by many personal, family, and social factors. Personal factors include age, 
gender, genetic factors, cognitive ability, personality, etc. Family factors include the child’s relationship with 
caregivers, related to trust and attachment, behaviours they are learning from family members, and the 
availability of reliable guidance. Children who have experienced abuse, neglect, or violence will be impacted 
in all dimensions of their development.  Social factors include peer relationships, community norms and 
resources, and experiences at school. Without the child or the family even realising, these forces play 
powerful roles in shaping the child’s behaviour.  

e-1: Age (developmental stage) of the Child and Behaviour 
 

• Ability to identify and express 
feelings and needs 

• Ability to connect behaviour with 
consequences 

• Intelligence to understand rules and 
follow them 

• Ability to control impulses 

• Ability to do things for him- or herself, and 
access to helpful adults 

• Information to fully understand what is 
happening to them at different stages of 
growth and maturation  

e-2: Child’s Gender and Behaviour 

Gender impacts how boys and girls are socialized. Society may tolerate violence more from boys/men than 
from girls/women. Society may also view the use of substances as okay for boys and men, than girls and 
women. “Boys will be boys” is one example of implicit messages of resolving conflict through violence 
or substance abuse for boys/men. In general, girls/women viewed as less mentally strong or resilient, and 
unfortunately, many come to believe this, including girls/women themselves. For example, 16% of women 
in Malawi believe it is okay for husbands to beat their wives, 83% believed they should always obey their 
husbands.81 One-third of teenage sexual victims blame themselves. Girls may use less violence but other 
means of expressing anger and frustration.  

e-3: Disability and Behaviour 

Children with obvious disabilities suffer from multiple challenges such as mobility issues, social stigma, 
social exclusion/isolation, sense of feeling less than their peers, fear of the future, etc. These issues 
require an incredible amount of coping skills and can often give rise to acting out. Some children have 
‘hidden’ disabilities such as dyslexia, learning disability, Attention Deficit Disorder, disorders on the 
autism spectrum, depression, or other mental disorders. These are often not diagnosed, and their coping 
behaviours can be seen as misbehaviour.  

e-5: Personality and Behaviour  

Children’s personalities can also play a role in behaving in ways that are not well understood. Personality 
traits such as openness, conscientiousness, extraversion, agreeableness, and neuroticism, can be present 
in different quantities in children and affect behaviour. For example, a more curious child may get into 
mischief, less conscientious children may be considered lazy, a child who is not as extroverted or agreeable 
may be labelled as being more difficult, and a child who tends to be neurotic may be more easily hurt.82 
Often, parents favour one child over another based on personality traits they like better, without regard to 
how that hurts the other child.  

81 https://www.unicef.org/malawi/sites/unicef.org.malawi/files/2020-07/Spotlight_Ending_Violence_Against_Women_
andGirls_v2_15062020_WEB_0.pdf

82 Goldberg, Lewis R. “The development of markers for the Big-Five factor structure.” Psychological assessment 4.1 (1992): 26.
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e-6: Family Environment and Behaviour 
 
Trust and Attachment are the two pillars of the child’s relationship with his or her family. A securely 
attached child is less likely to misbehave. Why? Their brains (remember the frontal cortex?) can help them 
control their impulses better; they can better understand and comply with expectations because they trust 
adults, and they have a desire to make the adult who loves them happy because the attachment is mutual. 
But there is probably much more about the parent that shapes the child’s behaviour in a securely attached 
child. The parent is more likely to be more responsive, more interested in understanding the child, and feels 
safer and more secure in expressing thoughts and feelings. In such an environment, the child has little 
need to misbehave. 

During adolescence, when the child is seeking more independence, the child and parent will hopefully have 
a good understanding of how to renegotiate rules and boundaries and balance the needs of both. While 
peer influences will be stronger during this time, the securely attached child has a good foundation to 
navigate into adulthood. 

Aside from attachment, children learn to behave from what they see in the home. Parents and Caregivers 
are the most influential teachers. Children are constantly watching and learning from adults. Adult 
behaviours speak MUCH loudly than their words: “Do as I say, not as I do” doesn’t work. As they grow 
older, children will also learn from peers, community members, and the media. Early learning in the home 
is powerful throughout life, even though the person may not always be aware of it. This can also apply to 
negative learning in the home; for example, abused children tend to abuse their own children. Abused girls 
tend to marry men who abuse them. 
 
e-7: Social Factors Related to Behaviour 

Children are influenced by social factors. The primary sources of influence on the behaviour are peer 
relationships, community norms and resources, and school experiences. Peer relationships become a 
central focus of a child’s development during later childhood and adolescence. Children and youth are 
motivated to be accepted and included by their peers, and this motivation can sometimes cause them to 
go outside of the boundaries set by their parents or teachers. The peer needs of boys and girls are similar 
(though the activities they enjoy may be varied). Children who are excluded or bullied can become angry, 
hostile, depressed, or withdrawn. Some of them may engage in bullying, gang activities, or delinquency, 
giving them a sense of power and belonging. 

While it is essential to recognise and respect this driving force toward peers in this life stage, parents need 
to stay involved and guide the peer relationships to be pro-social. Some ways of doing this include:  
 
 

• Good parent/child relationship of trust 
and honesty 

• Organised group activities 
 

• Outlet for friendly competition, e.g. team 
sports, dancing, board games 

• Affiliation with a church or another group 
that teaches values 
 

• Involving children/youth in planning and 
carrying out community activities 

• Work with schools and communities in case 
there is bullying going on 

e-8: Community Norms and Behaviour 

It is important to realise that the desirability of behaviour is often defined by community norms, but they 
may not be based on concepts of gender equality, respect for privacy, dignity of all people, etc. Therefore, 
it is important to help children and youth understand their rights and the boundaries of their behaviour. For 
example:  
 

• A girl’s refusal to get married at age 15 may not be misbehaviour 
 

• A girls’ who continues to go to school even after she is married is not engaged in  misbehaviour 
 

• Reporting a teacher who used corporal punishment is not a misbehaviour 
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However, there are many community social norms that should be abided by. For example: 
 

• The idea is while youth who frequent bars after school are engaging in risky behaviour  

•  Youth who disregard the law must be held accountable for their choices  

• They should face the legal consequences 
 

• Children and youth who are disrespectful of the elderly should be reminded of standards of 
good conduct  

e-9: School Experiences and Behaviour 

Children and youth face many challenges in the school setting. These can include being humiliated, scolded 
or physically abused by a teacher, being physically or sexually abuse, or being a victim of bullying and 
harassment. Other challenges include stigma due to disability or other condition, lacking supplies such as 
uniforms or shoes, and academic challenges for girls, e.g. menstruation/embarrassment and harassment. 
Children may also be missing school due to child labour. All of these can cause feelings of sadness, anger, 
anxiety, disappointment and fear.

Most children cannot recognise these feelings if they have not been able to discuss feelings freely with 
caregivers or teachers. Their misbehaviour can be a way of trying to express these feelings and cope with 
the discomfort of having them. The problem is that coping usually doesn’t work. Parents and teachers can 
help them by engaging in talking, providing positive and encouraging remarks, and helping them recognise 
their feelings and identify what they can do.  
 

f. The Availability of Reliable Guidance is KEY to Good Behaviour 

Parents who feel their children are misbehaving should be guided to understand the many factors that 
impact children’s behaviour. Most importantly, they should be assisted to look at themselves honestly 
and reflectively and to mutually discuss ways that they may be able to provide better guidance to their 
misbehaving children. To provide reliable guidance, parents need: 
 

• The trust of their child 

• Attachment (mutual) 

• A clear sense of their values and the 
desired outcome 

• An appreciation for the child’s 
developmental stage and personality 

• Good communication skills 

• Good parenting skills 

• A balance of friendliness and firmness 

• Patience and willingness to spend 
time together 
 

If the child has good guidance from a teacher or pastor, parents must agree and support it.

Why Some Parents Do Not Wish to Change
Some parents choose to continue to think that their child is misbehaving, and he or she cannot do anything 
about it but be angry/hurt. In truth, they are unwilling to change, or feel inadequate to change. They are: 
 

• Blaming the child for misbehaviour without examining their own 
 

• Viewing child’s behaviour as bad without understanding the why for the behaviour 

• Interested in maintaining control, demanding to be obeyed, and no genuine interest in the child 

• Poor communication skills 
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• Poor coping skills with managing anger, frustration and disappointment 

• More concerned with what others think than concern for the child’s development 
 

• Never learned anything differently from how they were treated 
 

g. Reason for Optimism 

Parents who make a sincere investment in understanding their children, reflecting on themselves and 
their behaviours, and learning and applying good parenting skills will see a change in a surprisingly short 
time. Research shows that even hardened youth in conflict with the law often wish for their parent’s love, 
understanding and guidance. It is never too late to change, but the change is not simply for the child to 
make. It is also the parent and the relationship.  

27) Promoting Positive Parenting Methods

 
a. Introduction  

Parenting is hard work. Babies don’t come with operator’s manuals when they are born.  
We have to learn and prove our skills to drive a car, but not to raise children. Despite this, parenting is 
probably the most important work any person can do. Good parenting takes knowledge, skills, patience, 
and time. In order to help parents fulfil their responsibilities in raising their children and for children to 
enjoy full and healthy development, good parenting skills are essential. This section explores ways in which 
positive parenting skills can be promoted with families and in the community.  

 
b. Why Promote Positive Parenting?  

Parents who lack parenting skills often resort to abuse. They may repeat the pattern of how they were 
raised and don’t know what else to do. There is strong evidence that good parenting skills are essential 
to the healthy development of a child (with lifelong consequences). Parenting skills can be adopted at any 
stage of child protection work—prevention, intervention, rehabilitation. It is a relatively small investment 
with huge returns. Research has proven this all over the Southern African region. Positive parenting skills:  
 

• Teaches parents ways to control their 
emotions (especially anger) 
 

• Builds the parent’s communication skills, in 
turn, their relationship with their children 

• Contributes to parent’s understanding 
of child development and parent/child 
attachment—hugely important! (more 
later on this)

 

 
Parenting skills can be explained and demonstrated quite easily (although it takes much practice). It can be 
a part of the basic counselling or psychosocial support provided to parents. Promoting positive parenting 
supports nurturing relationships for the child. It is the N part of the SNAP formula introduced later in this 
manual (see Section 36). 
 
 
c. Promoting Positive Parenting With Families 

There are different ways in which the child protection workforce can promote positive parenting with 
families and communities. This may include providing parenting materials, holding discussions with 
caregivers, including guidance on positive discipline, and promoting parenting skills training in  
the community.  
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c-1: Some Good Parenting Ideas to Share, to Interest Parents83 

A few of the parenting tips we can share with parents include: 
 
 

• The most important idea: You can 
shape children’s behaviour more quickly 
with positive reinforcement than with 
punishment 
 
• Positive reinforcements can be warm 

words of praise, a gentle touch, extra 
time spent with the child, allowing for 
more time on an activity they like, etc. It 
does not have to cost money at all 
 

• Age-appropriate expectations and praise for 
specific behaviours 

• Appreciation for World Health Organization 
(WHO) they are, not just what they DO 

• Expressing respect, unconditional love, 
empathy and understanding for the child 

• Becoming self-aware as a parent, 
addressing unresolved anger or pattern of 
behaviour learned in childhood 

• Being a role model of responsive 
communicator 

• Self-care for parents –social, spiritual, 
physical, nutritional, emotional 

• Understanding cause of child’s 
misbehaviour 

• Teaching values and principles  

Setting up ground rules and using natural/logical consequences 

c-2: Providing Parenting Materials 

If they are available, leaving printed materials with families is a good idea (for literate people), so they can 
review it many times in the privacy of their own homes. This can be done with a bit of an introduction 
and request to follow up. These materials may be obtainable from government or NGO sources, or the 
community may need to mobilise to make them available. 
 
c-3: Discussing Positive Parenting with Caregivers  

During home visits or in the course of case management, the CPW may already know that the parents are 
abusive or notice signs of emotional abuse or violent discipline. Once there is trust built, the CPW should 
raise the topic of the challenges of raising children and find ways to praise the parents on parenting. This 
can be how hard they work to support their children or having registered them, or even something smaller. 
The discussion can then turn to discipline methods. 

The premise for discipline is that most of the time, children misbehave (see Section 26) in order to 
communicate needs. The young child is especially dependent on the caregiver to provide for all of the 
child’s needs. 

The goal of discipline should be to help children learn to:  
 

• Accept necessary rules and limits 

• Develop self-control  

• Express feelings and communicate in ways that respect others 

• Take responsibility for their actions—and their consequences 
 

• Learn positive ways of meeting needs and solving problems 

• And NOT to simply punish the child or vent the adult’s anger 

83 See Section 25 on Positive Parenting
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c-4: Discipline Works Best When 

• Parents are not acting in an emotional state 
 

• The discipline method has been well 
thought-out and planned, and correlates 
with the misbehaviour. (Logical 
consequence) 

• Parents’ expectations are reasonable for 
child’s developmental stage 

• Children have already been taught the rules 
of acceptable behaviour 

• Plenty of attention is given for 
good behaviour 

• Parents use fair and predictable 
consequences consistently 

•  This can often include a child’s 
participation in deciding consequences 

• Negative behaviours are detected early and 
prevented through friendly reminders (older 
children) and distraction (younger children) 

• Multiple caregivers are on the same page—
using same agreed upon methods 

c-5: If Discipline is Needed, Make sure it Positive Discipline  
 

• Teach ground rules of behaviour before child 
misbehaves 

• Praise good behaviour—be specific: 
 
•  “I am very happy that you are working 

hard on your homework” or  

•  “I am so glad that you could watch your 
little sister. Thank you” 

• Ignore minor misbehaviour—reserve 
criticism for things that truly matter in 
the long run 

• Prevent negative behaviours when they are 
about to occur: use friendly reminders  

•  “I see you want to climb the neighbor’s 
tree. Do you remember what happened 
last time?” 

•  “We talked about that and agreed on 
what would happen. It’s not a good idea” 
  

• For serious misbehaviour, some corrective 
methods (based on ground rules) include: 

•  Time-out (shorter for younger children). 

•  Taking away privileges  

•  Restitution through apology, service or 
payment (depending) 

• The important thing about discipline is that 
the child understands the consequences 
are of his/her own doing, not the parent 
punishing them (relationship intact)  

 
 
 
 
 
 
 
 
 
 

c-6: The Process of Sharing Positive Discipline Methods with Caregivers84  
 

84 Refer to the Step-by-Step Guidance Handout for Positive Discipline

1. Establish trust 

2. Clarify the problem 

3. Start the healing process 

4. Provide the parenting tools 

5. Get a commitment to use  
non-abusive parenting methods 
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d. Promoting Positive Parenting in the Community 

One of the most urgently needed social norms change, is how parents deal with parenting challenges. 
Based on the research, we know that most parents use violent discipline with their children. What are 
some ways to promote positive parenting in the community? Possible ideas are: 
 

• Making a presentation to 
community leaders 

• Organizing positive parenting skills course 
 

• Creating parenting support groups in 
the community 

• Collaborating with families and youth to 
discuss methods of improving positive 
parenting in the community 

 

d-1: Making a Presentation to Community Leaders  

Considerations for planning include: 
 

• Who might be invited? 

• What will be the objectives of the 
presentation? 
 

• What will be presented? Where, and 
how long?  

• How will you prevent and/or deal with 
disagreement? 

• How will you involve parents and children in 
the presentation?   
 
 

d-2: Organizing a Parenting Skills Course 

There are a number of parenting skills courses, many of which have been validated in developing contexts. 
Positive Parenting Programme (PPP) is one of them but there are others with strong evidence. A local 
NGO may be running a parenting course. Organising a parenting skills course, in collaboration with the 
Integrated Centres, may be very productive.  

Considerations for this activity include: 
 

• Who will be invited to take the course? 

• Who will teach the course? 

• What program will be taught?  

• Who will pay for the supplies and 
teaching fees?  

• Where will the course be taught? 

• How can there be transport support—or 
meals for participants? 

• How will the data be kept to see if the 
course made a difference?  
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85 See Section 10 of this manual on the Participatory Rural Appraisal method. Also see child participation units.

d-3: Organising Neighborhood Parenting Support Groups 

Having a parenting support group that can be accessible for sharing problems and suggestions can be 
helpful. These support groups often occur in tandem with parenting skills programmes, but they can be on 
their own.  

You will want to discuss: 
 

• What will be the goal of the support groups? 

• Which/how many families will be invited to participate in the groups? 

• How will these groups be organized? Who will be in the groups, and who will be the key contact? 

• Who will convene and facilitate the groups?  

• How will the group deal with difficult cases they can’t resolve?  
 

d-3: Collaborating with families and youth on ways to assess and improve positive parenting
Participation of families and youth in PRA methods85 may empower them and bring some personal 
experience into assessing and planning for the community’s needs.  

The considerations will include: 
 

• Which of the parents and youth should be invited to participate? 
 

• At what entry point will they be invited to participate? 

• To what degree will they have control over the project?  

• How will the assessment be conducted? 

• What will be the objective of the assessment? 

• How will the data be analysed and used?  

• Who will fund the project?
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In this section, many of the essential skills in the delivery of child protection services are covered. These 
include communication skills, basic counselling and problem solving skills, motivational interviewing skills 
to be used with reluctant service users, crisis management skills, and emergency psychosocial support 
skills. The section also covers the necessary skills of reporting and supervision, and concludes with the 
essential skills of self-awareness and self-care.  

28) Communication Skills 

a. Introduction  

Communication skills are essential in all human interactions, but they are perhaps the most fundamental 
set of skills that anyone working with vulnerable people needs to possess and constantly improve upon. 
Communication skills include many subsets of skills, including no-verbal communication. In child protection 
work, good communication skills are essential for establishing trust, conducting good assessments, 
counselling, advocacy, facilitating, collaborating, and reporting and supervision.  
 

b. Communication Skills Reflect Our Values and Attitudes 

Communication skills involve good technique, but what may be even more important is where our 
communications spring from. By this, it is meant that our skills can only reflect our deeply held values 
and our knowledge about working with people. When we communicate with people, what they often 
hear or, more accurately, feel from us, is the totality of our attitude toward them, combined with what we 
understand about them from our knowledge.  
 

Figure 21: Communication Reflects Attitudes and Knowledge 
 

SECTION 7 
BASIC SKILLS FOR  
SERVICE DELIVERY

 

We all have certain values and attitudes toward different categories of people based on our upbringing and 
socialisations. Many times we discover these when we examine ourselves when interacting with people. 
Sometimes we are not aware of these deeply held attitudes and biases, but in our communication, these 
values and biases reveal themselves in ways that we may not even be aware of. For example, does your 
attitude toward a person vary based on: 

Skills

Knowledge

Values and Attitudes
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• That person’s social status? 

• Level of education? 

• Clothing? 

• Appearance?  

• Skin colour?  

• Ethnicity, or place of origin?  

• Wealth or poverty?  

• Disability?  

• Past personal history?  

 

It is important to understand our values and biases and make a conscious effort to bring them in line with 
the values we had committed to as CPWs when we signed the Code of Conduct. You agreed to uphold 
and promote equality, diversity and inclusion, be honest with yourself, treat people with respect and 
compassion, and not engage in discrimination or condone it.  
 

c. Knowledge as a Foundation for Communication 

Your knowledge about people, and working with them, will also be reflected in your communication. Some 
of the most important sets of knowledge include: 
 

• The person’s life development stage 

• The person’s ability to hear, speak, 
understand, and adjusting to their 
capacity level 

• Risk and protective factors in that person’s 
life and environment, and the person’s need 
for support based on good assessment 

• The person’s cultural background, 
communicating with cultural humility 
respect and openness 

• The person’s personal and family history, 
especially one of loss/separation 

• The person’s current family and social 
dynamics, especially related to abuse, 
neglect or violence 

• Community norms, and 
leadership dynamics 

• Resources available to that person 

• Applicable policies  
 

These are just a few of the areas where knowledge will make a big difference in your communication with 
the service user. They will sense that you understand them and their problems and have the knowledge 
to work with them to overcome their challenges. It will also help you feel more confident and competent 
while helping to increase the empathy you feel as you can see the clear picture. 
 

d. Professional Boundaries in Communication with Service Users  

Maintaining professional boundaries is an important part of the Code of Conduct. CPWs are provided with 
a Scope of Work (SoW), reviewed in Section 12. It is essential to know your roles, based on the SoW, and 
stay within the boundaries of your role in your communications and conduct. Some examples of going 
outside the professional boundaries for CPWs include: 
 

•  Taking on a service user’s friend in counselling sessions, with or without payment, when she has 
no role in the case 

• Sharing confidential information with someone who has no right to receive it or keeping it from 
someone who does have the right to receive it (e.g. non-perpetrating parent) 

• Dating a service user while the case is still open, or closing the case early to start dating 

• Over-promising what you will deliver, over-stating your knowledge or ability, or discouraging 
service user on their potential to succeed at something  
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e. Cultural Competence and Cultural Humility in Communication 
 
Cultural Competence is one’s ability to work with service users from a different cultural or ethnic 
background. This is especially applicable in working with refugees and migrants or people from a different 
ethnic background within Malawi. Cultural Humility is when you know that you don’t have cultural 
competence (very few people do). You have an attitude of humility and openness to learning to develop 
empathy and respect for people of different cultures and backgrounds. Cultural competence and humility 
can also apply to socio-economic differences, urban/rural differences, understanding the day to day life of a 
person with chronic illness or disabilities, or the life of a child on the streets. An openness to understanding 
is the essential characteristic of cultural humility and the base start of building cultural competence.  
 

f. Empathy vs Sympathy in Communication   

Using empathy as a tool of communication brings about much more positive results than using sympathy. 
Table 9 below lays out the differences between the two.  
 

Table 9: Empathy vs Sympathy 
 

Empathy Sympathy

Definition
Having an understanding 
of the speaker’s 
feelings and views.

Feeling sorry for the speaker.

Attitude  
Toward Speaker

Assumes the speaker is 
capable and their feelings 
and views are to be 
taken seriously. 

Assumes the speaker is incapable 
of solving their own problems, 
their feelings and views are taken 
less seriously. 

Method of  
communication

Seeks to know and 
understand more, asks 
probing questions and 
reflects understanding 
back to speaker.

Expresses sadness and pity for the 
speaker, can be patronising “You poor 
thing, I feel bad for you.” 

Result of  
communication

Empowering to speaker 
as she feels respected, 
supported, and this 
forms the basis for 
solving problems.

The speaker may feel that you 
respect her less or feel exposed after 
revealing feelings. May become overly 
dependent or withdraw. 

 
f. Judgmental Style of Communication 

This is a style of communication that is to be avoided at all times! It is neither empathic nor sympathetic, 
but it reflects a judgmental attitude toward the speaker. It does not show a sincere interest in the speaker, 
and it does not seek to acknowledge the person’s feelings or help them solve the problems. This style 
of communication disempowers people every time. It shows a person’s unwillingness to learn from the 
other’s experience or perspective and shows a lack of humility, openness, or professional boundaries. 

In short, a judgmental communication style will make the speaker feel less confident and less believe in 
herself. It will make service users reluctant to trust or confide in the worker.  
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  g. Illustration of Empathic, Sympathetic, and Judgmental Styles 
 

 
h. Positive Framing Added to Empathic Listening  

Positive framing can strengthen Empathic Listening. Positive framing is a step-up from a simple empathic 
response. The General Approach of positive framing is not to gloss over problems but to point out its 
strengths and abilities. Always look for them as there are many in every case. 

Using the case illustration above, the simple empathic response was: “It is really hard for you to care for 
these children as you are getting older. On some days, it becomes especially hard. What are some of the 
challenges you are experiencing?” This is a fine response, but it can be even better and more empowering! 
When this empathic response is coupled with Positive Framing, it looks like: 

 “I can see that you have worked very hard to care for these children. I admire you for that. I can also 
see that it is hard for you to care for these children as you are getting older. On some days, it becomes 
especially hard. What are some of the challenges you are experiencing?” 

The difference between the two is that the second response highlights the grandmother’s efforts and 
strengths; this is comforting and empowering while showing respect for her. It paves the way for problem-
solving.  

h-1: Two More Examples of Empathic Listening vs Empathic Listening with Positive Framing 
 

Case Illustration 

An elderly grandmother is raising two of her grandchildren after their parents passed away. On a home 
visit she complains that it is too hard, as she is old and has many health issues. She says that on some 

days, she feels she should just put them in a CCI where they may get better care. 

Empathic Response may be: “It is really hard for you to care for these children as you are 
getting older. On some days, it becomes especially hard. What are some of the challenges 
you are experiencing?” 

Sympathetic Response may be: “I feel so bad that you are saddled with these two children. 
You are too old to be taking care of them.” 

Judgmental Response may be: “How can you complain? You get cash transfers and food 
assistance for them. If it weren’t for them, you wouldn’t even be able to feed yourself!” 

1. Mother having difficulty getting an 
appointment at the health clinic 

• Empathic Listening: “I see you are 
feeling frustration over not being able to 
get an appointment at the clinic.” 

• Empathic Listening with Positive 
Framing: “I am impressed with 
how hard you have tried to get an 
appointment at the clinic. I appreciate 
your efforts. I can see it is very 
frustrating for you.” 
 
 

2. Mother is being victimised by 
domestic violence 

• Empathic Listening: “It is hard for you 
to live with a husband who abuses you. 
It’s not your fault. Would you like to 
make a plan?” 

• Empathic Listening with Positive 
Framing: “It is hard for you to live with 
a husband who abuses you. It’s not your 
fault and you have managed very well 
to protect the children. That shows you 
have a lot of strengths. Would you like to 
make a plan?” 
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When you use positive framing the service user feels respected and encouraged toward problem solving. 
Whether you use judgmental style, sympathetic style, empathetic style, or positive framing is very much 
dependent on your attitude toward that person, and what you know about people and their circumstances. 
  
i. Active Listening Skills 

Active listening skills build upon empathy and positive framing, and it is considered the most important of 
all people skills. 

First, Listening skills are the most important of all people skills. What do most listeners do while listening? 
They are usually thinking about how they will respond rather than actively focusing on the speaker’s 
feelings and thoughts. 

Research on effective listening suggests that about 70% of time engaged in a conversation with a service 
user should be spent listening, not talking. There are times when we need to respond, educate, explain, 
etc., that constitute 30% of communication time. 

The simple truth is that people want to be heard. It is validating and comforting to be heard. Just being 
‘heard’ is therapeutic if the ‘hearer’ really knows how to ‘listen’, like in the story of the Pebble Lady. 
 
i-1. Active Listening is a Holistic Exercise  

1. Showing empathy 

2. Unconditional acknowledgment 

3. Seeking comprehension 

4. Open ended questions -  
not accusatory ones

 
 
In the list above, you can see that elements of empathic responses and avoiding judgmental style are all 
built into active listening. Some additional practical tips may be helpful.  
 

• Active listening requires patience and full concentration. Active listening includes paying attention 
to the speaker’s facial expressions, speech intonations, and body language. Listen to all of the 
speaker’s communication. No distractions should be allowed - your telephone should be off.  

Active listening has been studied extensively and are taught universally in many disciplines as a basic tool 
in providing services. Active listening is facilitated by four groups of skills. These are: 
 

The Story of the Pebble Lady 

The Power of “Being Heard”

A counsellor retired after 30 years of service. She enjoyed going on holidays 
to the beach. One day when she was relaxing on the beach, a lady walked 
by with a sad face. The retired counsellor said hello, and soon the lady 
was telling her the reason for her sadness. After she told her story, she 
went away feeling much lighter and encouraged. Ideas of how to solve her 
problems came to her when she got rid of them have a feeling she had.

The grateful lady told some of her friends, and the next day many came to be 
‘heard’. The counsellor charged one payable for each session of listening. She 
now has many beautiful pebbles in a jar in her home.

All she did was listen. But it was with more than her ears. She was engaged 
in active listening.
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• After listening, reflect and check your understanding, then seek to understand truly. This may take 
some paraphrasing and checking, such as “My understanding of what you are saying is… is this 
right?” It is surprising how many times the service user will say, “no, that is not what I meant.”. 
Then, a follow-up question may be: “Could you tell me more?” “How do you feel about that”? 
“What are your thoughts?” or “What else do we need to discuss?” 

• Summarising a conversation is another good ‘listening’ skill. “Here are the main points I 
understand. Please let me know if this is correct.”, or you can ask for the speaker to summarize 
some and add to their list. “We’ve talked about several things. What is your understanding of 
what we decided?” (Add to this list if needed, and ask for confirmation.) 

j-2. Jumping Into Problem Solving for Them (Not Guiding), or Focusing on Self 
 

 
j. What NOT to do in Communication 

Many common mistakes in communication can be avoided. If the correct principles and methods of 
communication are used, these should naturally be avoided, but most people find that they can slip into 
some old habits even when they are trying hard to have the right attitudes and skills. Over time with 
practice, however, these mistakes will be far and few in-between. 

j-1. Being Judgmental or Lacking Empathy 
 

• “I don’t think that was a smart thing to do” 

• “It seems like you could have tried harder” 

• “You shouldn’t feel that way”  

• “Oh, you poor thing!!”  

• “That’s not a big deal! Why are you so 
obsessed about this?” 

• “Why don’t you try…” 

• “You should look for another job” 

• “If I were you, I would…”  

• “Well, I had this problem…it was like this…
and this is what I did” 

Open ended, not accusatory questions 

Ask questions to encourage speaker, to show  
interest, to find out more. “Help me understand  

why you did that”. Not: “Why did you  
do such a stupid thing?”

Show empathy, not judgement 

Shows understanding of the speakers  
feelings and what it must be like to be in  
their skin. Asks more feeling-related questions

Seek comprehension 

Paraphrases what the speaker  
said, to show understanding,  
seeks to clarify. Non-verbal cues to  
show understanding

Unconditional acknowledgement 

Shows empathy, genuine interest and concern,  
makes eye contact if/when appropriate in the  

speakers culture uses non-verbal  
cues to show interest

Active Listening is Holistic
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j-3: Lack of Cultural Competence or Humility 
 

• “I know that where you come from, 
everyone thinks…” 

• “I don’t see how you can think that way. 
Doesn’t make any sense” 

• “You can think whatever you want, but you 
are wrong” 

 
 

j-4: Non-Verbal Language to Avoid 
 

• Inattentive, distracted, phone interference, 
paper shuffling, etc.   

• Inappropriate eye contact, body posture 
says “I’m bored” or “you are not 
important to me”  

• Violates personal space or sits too far 

• Makes facial expressions that show 
disinterest, disgust, or boredom

 

29) Basic Counselling and Problem Solving Skills 

a. Introduction 

Basic counselling skills are a simple, straightforward method of helping people think through their 
problems and make a plan for improving their lives. It is service user-directed, counsellor facilitated 
process, and is strengths-based.  
 

Figure 22: Basic Counselling Uses the POMES Framework 

 

• Problem Identification: What is the 
problem you want to solve?  

• Objective: What do you hope to achieve 
(what is the end result you want)? 

• Methods: What are some ways to achieve 
that objective? 

• Evaluation: What results will each method 
bring? (Then choose one, or a combination 
of methods) 

• Strengths & Challenges: What talents, 
abilities, and skills do you have to apply to 
this approach? What challenges might you 
face, and how will you deal with them?  
 

This is a simple approach to use in a counselling setting, but once Service Users learn the method, many 
can use it for themselves without the assistance of the counsellor.  
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b. Overview of the POMES Method 
 

1. Problem identification: Many people are not exactly sure what their problem is. Use active 
listening to identify. There may be multiple problems, in which case you will need to assist in 
prioritising what is most urgent and what is most important. Consider your skillset and time 
frame for counselling outcome in relation to the scale of the problem. 

2. Objective: Most often, people don’t know what they want to do once a problem is identified. 
Help them consider various options and finally settle on one they want to achieve.  

3. Methods: People often get stuck with ways of coping with problems. Help them explore what’s 
worked in the past and possible new methods they can try.  

4. Evaluation: Help explore what would be the likely result with each method. Help decide on one 
or a combination.  
 

5. Strengths & Challenges: Help explore what talents, abilities, and skills they have to apply to the 
problem-solving process. Explore challenges as well.  
 

b-1. Problem Identification  

Some people know what problem they want to work on, but some people are not exactly sure what their 
problem is. Trust that with active listening, they will be able to identify the problem. It may be personal, 
relational, financial, legal, spiritual, emotional, job-related, etc. Do not suggest, but listen actively (including 
using probing questions) until the person can come to their own conclusions about the problem they want 
to work on. There may be multiple problems, in which case you will need to prioritise what is most urgent 
and what is most important. Consider your skillset and time frame for counselling outcome in relation to 
the scale of the problem. For more complex issues than your ability to help, you should make a referral to 
your supervisor.  

b-2. Objective(s) 
 
This is the question: What outcome does the service user want to see? In other words, it is the goal they 
want to reach, by solving the problem. Goal setting should be SMART. SMART stands for:  
 

• Specific  

• Not: “I want to have more money.”  

• But: “I want to get a job.” 

• Measurable 

• Not: “I want to earn more than now.”  

• But: “I want to earn at least 10% more 
than I do now.” 

• Achievable 

• Make sure the person has the capacity 
to reach the goal. Otherwise you set 
them up for failure. 
 

• Realistic 

• Ensure it is realistic given the person’s 
current situation and the resources 
available to them.   

• Time-bound 

• Set a time frame on when each 
goal should be reached. “By 
March, 15, 2021”
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b-3: Methods

Now that the person has identified the problem and set some SMART goals, how will they reach their 
goals? This is the focus of the Methods step. For example: 

Problem: A mother is very worried that her daughter is heading toward teenage pregnancy, as she is 
coming home late and is rumoured to be seeing an older man who is married

Objective: The mother would like to prevent her daughter from getting pregnant, and she would like to do 
this in a supportive way, not to damage their relationship.

Method: This depends on the resources, but most likely, it will include: 
 

• Participating in gender and reproductive 
services through the health department  

• Referral to child protection system 

• Daughter and parents engaging in 
counselling (so their relationship will not be 
damaged through this process)  
 

b-4: Evaluation 

This step helps explore what would be the likely result with each method, before they are implemented, 
during implementation, and after.  

Before implementation, it helps the service user look down the road and try to predict the outcome of the 
methods. This way, they can anticipate what might happen and try to mitigate possible negative results of 
the objective or goals.  

With the mother and daughter in the above example, evaluation may consider: 
 

• When a referral is made for reproductive health, how will the daughter respond? What will be the 
result? How can potential negatives be mitigated?  

• When a referral is made to child protection, what will happen? If the police gets involved (as it 
should), how will that impact the daughter? What would be the good and the bad part of that 
scenario? How could the positives be strengthened? 
 

•  When a referral to counselling is made, what will be the result? Will the parents attend in a 
supportive way? How can counselling support their relationship?  
 

During the service implementation, they can evaluate how the methods are working out and make any 
corrections as needed. After implementation, they can evaluate the outcomes and set new goals if 
necessary. 

b-5: Strengths and Challenges 

This step should also be done before, during, and after the implementation of services. What strengths 
do the service users have to overcome potential problems? What challenges might they face? Remember, 
everyone has strengths and challenges, but most of the time, only the challenges are focused on and not 
the strengths. Service users will feel much more empowered if they can identify strengths they can bring 
to the problems they are working on. 
 
In the above case, the strengths and challenges for daughter and mother may be the following:  
 

Daughter - Strengths 

• Is attending school regularly
• She is apparently healthy, and not yet pregnant
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Daughter - Challenges 

• She is at risk of teen pregnancy if the 
rumours are true 

• She may lack information about sex 
and pregnancy 

• She is at risk of social stigma
 
 
Mother - Strengths 

• She cares about her daughter enough to 
come to counselling  

• She is eager to help her daughter
 

Mother - Challenges 

• She needs support to get more information 
right away about her daughter’s relationship 
with the man 

• She needs support to have better 
communication skills to talk directly with 
her daughter

 
 
 
 
 
 
 
 

By having them recognise and express these to each other, they will be encouraged and feel more 
empowered to work together. They will see that their problem is not unsurmountable if they work together 
with mutual understanding and respect. There may be a need for some compromises depending on the 
child’s maturity, or she may understand her limits and the consequences of overstepping those limits better 
after counselling. She will also understand that her mother loves her and that the outcome of her behaviour 
will affect the whole family. 
 

c. The Course of Counselling
 
Counselling, from start to termination, should follow a standard process of:

1. Trust building.
2. Problem identification and goal setting stage (the POMES process explained above).
3. Follow-up sessions to evaluate progress on each goal.
4. Final review and termination.

There is no ‘standard’ number of counselling sessions, but research has found that between 8 and 14 
sessions of counselling are productive and beneficial. Beyond that, they can be less productive and may 
even create dependence on the counsellor, which is the opposite of empowerment. Termination should 
focus on the achievements of the service user and encouragement to continue to improve their condition.  

30) Counselling with Reluctant Service Users

a. Introduction 

Who are Reluctant Service Users? They are the service users who seem unwilling or less willing to change 
for one reason or another. Reluctance can be detected when they fail to come to their appointment or 
do not fully engage even when they do come. They may be ordered to go to counselling under a court’s 
supervision order after having being convicted of a crime or after their child was removed from them. They 
may resent the system or do not wish to engage with the system and see the counsellor as an extension 
of that system.  

b. Why Some People are Reluctant to Change
 
Reluctance is a barrier to benefitting from counselling. But it is important to gain insight into why they 
are reluctant and gain empathy for how the world looks from their eyes. This does not mean you agree 
with them but that you seek to understand their perspective. This can include: fear of failure, feelings of 
powerlessness, and impairment from fully engaging in counselling, a sense of power by remaining in 
conflict ‘with the system’, cultural or value differences, or feelings of being overwhelmed by what is being 
asked of them.  
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Figure 22: Why Some Service Users are Reluctant to Change

 
c. Motivational Interviewing (MI) 

Developed specifically to work with reluctant service users,86 motivational interviewing is a specialised 
method of counselling that facilitates the resistance of some service users. This model has worked well 
with people who have had their children taken away by the child protection system, substance-addicted 
populations, and many others, with well-established efficacy. 

MI is similar to standard counselling in that it utilises the same communication skills and phases. However, 
MI has identified four specific steps to assist the reluctant service user. These are:  

86  See Miller, W.R. & Rollnick, S. (2013). Motivational Interviewing: Helping people change (3rd ed). New York: Guilford Press. 

1. Engaging: Active listening to establish 
trust,  and partnering with service user. 

2. Focusing: Agreeing on identification of 
service user’s problems, strengths, and 
current approach to solving the problem. 
 

3. Evoking: Pointing out the dissonance 
(misfit) between the service user’s 
hopes and current course of action, and 
discussing why it’s not working.  
 

4. Planning: Exploring what needs to be 
different, and helping the service user set 
realistic and measurable goals (SMART). 

Figure 23: The Motivational Interviewing Process 

As can be seen in Figure 23, the main difference is the review of the person’s current behaviour, 
exploration of why that is not working, and helping to identify what needs to change.
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d. Applying Motivational Interviewing to a Case
 
We can see that Chiwanda is reluctant to change, as he believes it is not a problem, and it is up to his 
wife to get out of the way. He also believes he cannot change because he inherited the problems from his 
father. This seems like a fairly typical case where motivational interviewing may be helpful. The counsellor 
must remain calm, non-judgmental, and unphased by the service user’s reluctance (even hostility). 

Intervention Note: While you are trying to help Chiwanda, you must make a plan to protect his wife 
and children during his drunken episodes. This may include referral to a safe house or SVU and Crisis 
Intervention skills with his wife.  

Table 10: Steps in Applying Motivational Interviewing 

Case of Chiwanda

Chiwanda, age 32, is the father of two children aged 7 and 5, was reported to the Child 
Helpline after he got drunk and beat their mother, his wife. He had done this several times 
in the last year, but this was the first report. Chiwanda is gainfully employed and does a 
good job of supporting his family. When he is not drinking, he is a kind father and husband. 
Chiwanda does not admit he has a drinking or emotional management problem. He thinks 
he has a temper that comes out when he is drunk, and his wife should stay out of [his] way. 
He claims he is not responsible for what he does when he is drunk. He says that he can’t be 
helped as his father was the same way.

31) Crisis Management Skills 

MI STEP APPLYING  MOTIVATIONAL INTERVIEWING STEP

 1. 
ENGAGING

Build a relationship with Chiwanda in a clam, respectful fashion. Do 
not become intimidated by his unwillingness to change, or his hostility 
toward you. Point out why you are there, and show genuine interest.

 2. 
FOCUSING

Agree on the 
current problem, 

and review the 
current behaviour

Most people who are reluctant to change really know that they 
need to change. 

But they feel change would be too difficult, it’s easier to say “I can’t 
change” and shift the responsibility to someone else. The counselor 
needs to gently guide the person to explore the impact of their 
behaviour on themselves and their loved ones.  

• “What do you gain from drinking?” 
 

 • “What are the down sides?” 

• Goal: agree that their problem behaviour is not good for them or 
others. (In the case of Chiwanda, it is not good for him to drink and 
it is hurting his family.)
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a. Introduction 

This section deals with helping a person who is faced with a crisis situation, like a person being abused, 
or is fleeing from abuse, or is caught up in a disaster or conflict. Social service workers are often ‘first 
responders’ to this type of personal crises. This section does not provide guidance on managing a large 
scale crisis like a disaster, flood or disease outbreak. As community-based CPWs, your role is closer to the 
individual children and families. 
 

b. Definition of Crisis  

A crisis is a one-time event or an on-going situation that overwhelms the person’s capacity to cope, and 
impairs functioning.  

MI STEP APPLYING  MOTIVATIONAL INTERVIEWING STEP

3. EVOKING

Point out conflict 
between what 
he wants, and 

what he’s doing

• “You have just said that you love your wife and want to make her 
happy. You want her to feel safe. You have also noticed that drinking 
doesn’t bring you many benefits, it is costly and it is hurting your 
wife and children.” 
  

• “But you continue to drink. Does it seem like what you believe 
matches what you do?” (Chiwanda says, “No.”)  

• “What do you think should be done about that?” 
 

OR, slightly more directive:  

• “Would you like to explore ways that you can bring your behaviours 
closer to what you believe?” 
 
 or, “Let’s talk about what choices you have.” 

4. PLANNING 

Exploring 
what needs 

to be different. 
Moving on 

to setting goals

The planning stage is the same as the basic counselling skills.  

• The problem has been identified and agreed, so now identify 
the goal, methods, evaluation, and consider the strengths 
and challenges. 

• How to make change?  

• How to use strengths? 

• What challenges might be anticipated? 

• Goals can be small at first, so it’s achievable. E.g. Chiwanda agrees 
to tell his wife and children that he loves them and is sorry for what 
he did. He agrees not to drink until the next session. After this goal 
has been reached, he can work on drinking and violence.  
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What is an example of a one-time event that could overwhelm a child and impair his/her functioning? 

• Death of a parent 

• Separation from parents/guardians 

• Violent episode of abuse (e.g. corporal 
punishment) 

• An incidence of bullying  

• Being abused sexually, psychologically, or 
physically 

• Physical, medical, or emotional neglect  

• And many other forms of maltreatment 

 

What are some on-going situations that could overwhelm a child? 
 

• Child marriage 

• Exploitation in worst forms of child labour 

• Being on the streets  

• Many others  
 

c. Crises can Happen at Any Level of the Ecosystem 

A crisis can be triggered by events or processes at all levels of a person’s ecosystem. Examples may 
include: 
 
 
 a. In the person: a health and mental health crisis (at worst, suicide risk). 

 b. In the family: abuse, neglect, domestic violence, loss of a loved one, divorce, child’s   
  separation, forced marriage, substance abuse by self or family member. Being reported for  
  abuse and neglect, and being investigated is also a crises for the family.  

 c. In the community: being a victim of, or witness to, a violent event, famine, flood, other   
  natural or human-made disasters, or pandemics (Covid-19). 

 d. Larger context: becoming displaced, conflict, disasters, and pandemics.  
 

d. Impact of Crises on Children 

All people experience some form of crises, and no one is immune, but the impact of crises can be worse 
on children. This is because they lack experience, resources, and coping mechanisms. However, they 
are quite resilient if they can be supported effectively. It is common for children to respond with anxiety, 
sadness, confusion, and fear. They may display aggressive behaviour, temper tantrums, or hyperactivity. 
Some may even regress to wetting or soiling their clothes or acting like babies (sucking their thumb, talking 
like a baby). For adolescents, they may engage in smoking, drinking, or drugs, especially if they have 
access to them or have engaged in them before the crises.

However, children can withstand a great deal of stress caused by a crisis if one of the attachment figures 
is with them. Being with that person acts as a strong protective factor for the child to feel less impact or 
bounce right back after the crisis passes. It also helps them talk about it, draw pictures of it, or tell stories 
to work out their worries or fears.  
 

e. Response Styles to Crises 

Individuals respond differently to crises. The most common response styles are: 1) fight, 2) flight, 3) freeze 
or 4) selective. These are explained in Table 11 below. When a CPW shows up at someone’s home and 
begins to ask questions about the family, it should be recognised that it can trigger a crisis response. This is 
especially true if allegations are made against one of the family members, and even if it is someone else.  
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Table 11: Individual Response Styles to Crises 
 
 

Response 
Style

Typical Behaviour
(Duration can differ by individual)

Fight
Feels threatened when contacted by CPW, argues with authority figures, 
tries to chase them away, threatens to hurt others, hostile and aggressive.

Fight
May hide, does not want to meet, avoids talking about problems, wants to 
disengage, may drop out of intervention or treatment, may become suicidal 
at the most critical point.

Freeze
Seems unable to think through problem solving, cannot make decisions, 
unable to act on decisions, may appear emotionally numb, and at the 
extreme, may experience disassociation from reality. 

Selective  
Functionality

May appear calm and focused in some areas but cannot function at 
the former level after the crisis. This is difficult to identify and can be 
confusing to others. 

f. Seven Step Crisis Intervention Model  

The best known model of crisis intervention for an individual service user was developed by Roberts & 
Ottens (2005), and involves seven steps as depicted in Figure 23. 
 
 
Figure 23: Seven Step Crisis Management Model  

Rapid  
biopsychosocial  
assessments

Establish report Identify major  
problem, and  
last straw

Deal with feelings  
and stabilise  
emotions

Explore alternative  
course of action -  
choose one

Implement plan  
of action

Follow-up
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f-1: Step 1: Do a Rapid Biopsychosocial Assessment 

This process is not nearly as intimidating as it sounds. It basically means you do a quick assessment of 
the person from a medical, mental, and social points of view. Broken down, each of the three dimensions 
consist of:  
 

1. Bio means the person’s physical system.  

• Medical/substance: What illnesses do you have?
• Are you receiving the medical treatment you need? 
• What other illnesses do you have?  

2. Psycho means the person’s 
mental functioning 

• Quickly assess the service user’s 
stressors and emotional functioning  

• Are you feeling overwhelmed right now? 
How are you coping with them? 

• Strengths: What is giving you hope 
right now? have you dealt with this 
problem before?  

• Check for suicide risk. Are you thinking 
of hurting yourself?

3. Social means the person’s support system 

• Do you have family? If so, who are they, 
where do they live? Contact information?  

• Do you have friends near you? 
Supportive neighbours? Who? Contact 
information?

 
 
 
 
 
 

Step 2: Establish Rapport 

Establish a collaborative relationship by showing genuine concern, a non-judgmental attitude, active 
listening, strengths-based interviewing and positive framing. This process is covered in counselling 
sections. In a crisis, this process is shortened. Much skill is needed to establish a level of trust so that the 
worker and service user can work together quickly and effectively.  

Step 3: Identify Major Problems  

Determine what the service user’s perception of the problems is and the final straw that triggered 
the crisis. Also, you must have an excellent knowledge of what has happened so that you are not 
unnecessarily asking too many questions about facts that you should already know. People who use the 
flight response may clam up, and the fight responders may become aggravated so that it becomes difficult 
to establish rapport and identify problems. 
 
Step 4: Deal with Feelings and Emotions 

Conducting this step depends on a crisis coping style: fight, flight, freeze, and selective. But generally, 
it is best to let the person express feelings without challenging them. Use active listening skills such as 
paraphrasing, reflecting feelings, and probing. Again, respect the person’s response style, as some people 
choose not to express feelings until later (especially if they employ the freeze style of response). If they 
are fighters, try to gently bring down their extreme feelings and neutralise them so they can think calmly. If 
they are flighters, try not to push but gently help them feel safe. 
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Step 5: Brainstorm Alternatives and Choose One 
 
Brainstorming explores all options as a course of action, even outside of the service user’s usual coping 
repertoire. Help narrow this down to two or three options, then ultimately leading to a decision. Let’s say 
that a father has been accused of incest and has been ordered to leave home. The worker may help him 
explore potential places he might be able to stay, such as various relatives homes (without children, of 
course), with a friend, or even at a work camp. The worker’s job is to provide information as needed and 
guide the decision making without unduly influencing their decision. The father needs to own the decision.  

Step 6: Implement the Action Plan 

The action plan must be realistic and achievable. It will be important to talk through how the plan will be 
implemented so that the service user can visualize and anticipate any difficulties. Calm and reassuring 
support helps keep the person-centred, as the person in crisis tends to lose concentration and focus. 
They may also need assistance to carry out the plan, such as transportation, clothing, or supplies they will 
need. There may be application processes, wait time and other logistical issues—all of these need to be 
discussed and acted upon. Support may be available from the family, friends, relatives, or neighbours, but 
the CPW may also facilitate the support. Also, psychosocial support is necessary to carry out tasks and find 
a new balance in life. 

Step 7: Make a Follow-up Plan 

Although crisis management tends to be a short term intervention, there should be at least some follow-
up plan. For example, with the father who needs to move out of the home, it will be important to confirm 
that the move was made. Primarily this will be for the protection of the child survivor, but the status of the 
father remains a concern in the case. There may also be a need to make a referral to longer-term services. 
Therefore, arrange for a follow-up. 

32) Emergency Psychosocial First Aid 

a. Introduction 

This section is labelled emergency psychosocial aid and not psychological aid for an important reason. With 
limited training, CPWs are not prepared to practice any aspect of psychology. That would be outside the 
professional boundaries of their training and Code of Conduct. However, there are times when the CPW 
can reach a person in a mental health crisis much faster than anyone else and already knows that person 
in the community. The CPW may be able to offer some emergency psychosocial aid in those situations. 
However, CPWs should not diagnose or treat them and should always refer to the SVU or hospitals with 
psychiatric doctors and nurses. Therefore, this section is very limited to offering psychosocial emergency 
help until professional help can be secured.  
 

b. Covid-19 and Suicide in Malawi 

There has been a 57% increase in the suicide rate in Malawi since the start of the coronavirus pandemic 
during 2020.87 Psychologists blame the loss of hope in dealing with social distancing and economic 
problems from Covid-19. It is reported that 92% of the suicide victims are men in their working years. 
It is suspected that the financial stress and the hopelessness of job loss are too much to bear. This is 
coupled with a lack of coping skills as the culture does not allow men to express feelings of despair and 
hopelessness. Fortunately, VSUs are prepared or preparing to receive men and provide psychological 
assistance. Emergency psychosocial aid would be an asset for CPWs working with this population. 
 
  

87 Report released Oct 16, 2020, by Lameck Masina. https://www.voanews.com/africa/rise-malawi-suicide-cases-
linked-covid-19. 
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c. What is Emergency Psychosocial First Aid?  

It is a form of crisis management focused mostly on a person who is having a mental health crisis. 
Typically this is used when a person is showing signs of suicide risk to keep them from harming or killing 
themselves. 

In working with such a case, the CPW should first try to arrange for other emergency help such as a 
psychologist, doctor, nurse, paramedic, or even a trusted friend or family member. As a last resort, the 
CPW can provide very limited psychosocial support to the person at risk until other help can be arranged. 
The CPW should, of course, focus on children and adolescents, but it is also important to keep parents 
protected from this risk. 
 
 
d. Common Warning Signs of Suicide Risk 

Most people contemplating suicide are ambivalent about taking their own lives. On the one hand, they 
want to live, but on the other hand, they feel so much physical or psychological pain that they long to be 
free of it. Some of the common warning signs that someone is thinking about committing suicide may 
include:88 

88  Adapted from Ellis, M.E. (2019).5 signs of Suicidal Behavior that are Easy to Miss.  

• Talking about dying or wanting to die 

• Talking about feeling empty, hopeless, or 
having no way out of problems 

• Mentioning strong feelings of 
guilt and shame 

• Talking about not having a reason to 
live or that others would be better off 
without them 

• Social withdrawal and isolation 

• Giving away personal items and wrapping 
up loose ends 

• Saying goodbye to friends and family 
 
 

In addition to these, there are less obvious warning signs such as: 

• Unusual changes in behaviour: Someone 
who is normally sad and depressed may 
suddenly seem bright and carefree, or a 
normally kind person will suddenly become 
aggressive, angry.  

• Changes in sleeping patterns: This can 
be due to many factors, but contemplation 
of suicide is one of them. The person may 
sleep more than normal, or sleep much 
less than usual.  

• Accessing lethal means: This can be 
obtaining weapons, stockpiling pills or any 
other means of trying to end their own life. 
 

• Emotional distance: Someone 
contemplating suicide may begin to 
withdraw from people, and lose interest 
in normal activities, including those they 
once enjoyed. 
 

• Physical pain: Consistent pain such as 
headaches, digestive upset or general body 
pain without a medical explanation may 
indicate depression or suicidal ideation.
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e. Six Steps to Emergency Psychosocial Support for Someone at Risk of Suicide 

There are six recommended steps to take when providing emergency psychosocial support.  
 

Figure 24: Six Steps to Provide Emergency Psychosocial Aid 

 f. Final Caveat—IMPORTANT!  
 
It is reiterated that CPWs are not trained in psychology. They can only provide emergency support and 
referral to a SVU, hospital or clinic with psychiatric and psychological staff.  

33) Reporting and Supervision 

a. Introduction
 
Reporting and supervision go hand-in-hand as quality assurance mechanisms. These processes boost 
accountability, produce data to learn from, and provide support. Under the Draft Scope of Work for CPWs, 
CPWs are required to report cases to the DSWO. Reporting serves to provide information on the work 
done at the CPW level so that data can be gathered at the district level, then forwarded onto the national 
level. Reporting also provides information for the supervisor to guide and support the CPW with cases. 

One gently approach the topic of suicide. Explain you are concerned and want to 
help. Mention a few things that you notice that raises concern (e.g. “ You seem 
like you are very depressed. You are not yourself.”) 
 

Be supportive without making assumptions. Say I don’t know exactly how you 
feel, but I want to listen and understand. Use good active listening skills. 
 
 

Gently probe about the risk of suicide. This may seem very direct, but all experts 
highly recommend it. Have you had thoughts about hurting yourself? This shows 
you are not afraid to talk about it. 
 

Get more information about the risk if the person has suicidal thoughts, gently ask 
if they have a plan for how they would do it find out the timeframe of their plan or 
event that might trigger it (e.g. if I fail my senior exam. Find out if they have the 
means to carry out (such as a weapon or medication). 
 

Make a safety plan. Make a referral to a VSU, medical Centre or hospital with a 
psychiatric unit. I offer to go with them. 
 
 
 
Commit to more follow-up conversation. Make arrangements to check in until the 
person is stabilised. Reassure you are there to support.

1

2

3

4

5

6
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b. Lines of Reporting and Supervision Informal and Government Sectors 
 
As shown in Figure 24, the line of reporting and supervision is structured from the informal community 
level to the highest level of the national ministry.  

At the community level (informal sector) 
 

• With the care officer, the child protection committee can respond to routine cases of need such 
as acute food shortage, a leaky roof, or the need to take the child to a hospital. 
 

• These routine incidences should be kept in a log and submitted to the CPW monthly.  

• However, cases requiring more intensive interventions such as physical or sexual abuse, serious 
neglect, exploitation, youth in conflict with the law, or abandonment should be immediately and 
directly referred to the CPW. The CPW handles those cases directly or refers them to the DSWO 
depending on the level of their training and delegated responsibility.   

• The CPW is responsible for forwarding the community reports to the DSWO, along with their 
own case management and community work reports.  
 

Formal Government Sector Reporting 

• The CPWs are the grassroots level extensions of the formal government sector.  

• They receive referrals from the informal community sector on more serious cases beyond 
resources of the community.  

• Each CPW reports to an Assistant Desk Officer at the DSWO, who consolidate the CPW’s reports 
and answers to the Desk Officer for case management, who in turn reports to the DSWO.  

•  The Desk Officer for case management and the DSWO report to the National Case Management 
Coordinator in the MoGCDSW. 

• At each level, some forms and procedures have been created, and these should be used in all 
cases for record-keeping and data maintenance.  

• The National Coordinator then should consolidate all case management reports from the 
districts in compliance with the procedures set out by the information management and data 
collection team and submit them to the national Child Protection Information Management 
System (CPIMS). 
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Figure 24: Child Protection Case Management Reporting and Supervision Structure 
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c. Line of Supervision in Malawi’s Social Welfare System 

Each level of authority is responsible for supervising the level directly below its own. Therefore, the 
National Social Welfare Department supervises the DSWOs who supervise Case Management Desk 
Officers and Assistant Desk Officers, who supervise the CPWs and other government case managers. 
The DSWOs are also mandated to supervise the Probation Officers and social workers at the OSCs. 
The DSWOs also liaise with the Principal and Case Managers at the reformatories for cases managed at 
reformatory centres. The District SWO is also responsible for monitoring the case management data input 
from civil society organisations. At the community level, CPWs should liaise with the CVSUs, Police Victim 
Support Units (PVSUs), CCs, CBCCs, and OSCs to provide support and guidance.  
 

d. Functions of Supervision  

There are four basic functions of supervision as shown in Figure 25: 
 

1. Supportive: providing emotional support 
to the supervisee with job-related 
stresses. This takes good listening and 
counselling skills. 

2. Educational (or Developmental): 
providing knowledge and skills related to 
the supervisee’s work. This assumes that 
the supervisor has greater knowledge and 
skills than the supervisee. 

3. Managerial (or Administrative): 
related to administrative matters and 
compliance, job related promotions or 
corrections as needed.  

4. Mediation: supervisor acts as a mediator 
or advocate for the supervisee within the 
system, for example, to expand training 
opportunities, and to ensure fair pay. 
 
 

Figure 25: The 4X4 Model of Supervision 
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 f. Frequency and Format of Supervision 
 
The current policy on supervision is articulated only with regards to case management work.89 According to 
the Case Management Framework:  
 

• Supervision should be provided by the 
Assistant Desk Officers for the CPWs at 
least once a month in a face-to-face setting 
in the communities where they work.  

• Each of the Assistant Desk Officers and the 
Desk Officer should meet at least monthly, 
after each Assistant Desk Officer has met 
with the CPWs with questions about any of 
the cases.  

• The DSWO should supervise the Probation 
Officers and the social workers at the OSC 
and get feedback from reformatory centres, 
at least monthly.  

• The Social Welfare Department deputy 
directors should have at least monthly 
phone contact with each of the DSWOs 
and Case Management Desk Officers, but 
meet with them quarterly face to face.  

• Supervisors should also provide guidance 
as requested on a case-by-case basis by 
the supervisee.

 
 
 
 
 
 

Malawi is currently developing a Supervision Guide for DSWOs. For CPWs, an ideal scenario is to also have 
peer group supervision, and distance supervision as needed. In addition, if the supervisor does not have 
sufficient knowledge or skills in a particular area, another supervisor should be arranged to provide the 
information, including someone from an NGO. 
 
Additional Recommendations for CPWs on Supervision 
 

• The CPW as supervisee should bring a list of things they would like to discuss with the 
supervisor. These might include: 

• Sharing what has gone well 

• Cases and how to handle some aspects of them 

• Questions about availability of services 

• How to fill out forms or conduct a procedure 

• Working with community stakeholders 

• Requests for things they would like to learn more about 

• Handling pressures and stresses they are facing with their work 

• Request for more support for communication, and transportation 

• BE proactive! Don’t just show up and expect your supervisor to spoon feeds you. The proactive 
one gets the attention.  Take notes during supervision 

• Be sure to keep a record of supervision, and sign off on them each time
 

89 See Malawi’s Case Management Framework.
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Suggestions for Supervisors 

The supervisor should receive training on supervision. He or she should have greater expertise on child 
protection than does the CPW and offer technical guidance. Supervisors should remember that the 
most important aspect of supervision is the relationship. Supervisors should be ready and willing to be a 
professional role model, a coach and mentor.  
 

d. Civil Society Organisations 

Many civil society organisations provide specialised services, including limited case management services. 
It is recognised that their services are often fund-driven, and the government system has the responsibility 
to provide the leadership and the bulk of the child protection services. Therefore, whenever it is feasible, 
CSOs should refer CPCM needs to the relevant government offices while providing specialised services 
at the case manager’s request. In this sense, they are important partners and collaborators with the 
government. 

Civil society organisations engaging in child protection services are expected to use government tools 
and SOPs whenever feasible so that data can be standardised between systems, and there is equity of 
services across the sectors. However, they are each responsible for providing supervision to their staff. If 
Malawi develops a set of national supervision standards, CSOs will be asked to follow such guidance. 

34) Self-Awareness and Self-Care  

a. Introduction 

Self-awareness and self-care are two powerful and necessary skills for CPWs. Self-awareness refers to the 
ability to recognise our thoughts, emotions, attitudes, personalities, beliefs, personal values, habits, biases, 
strengths, weaknesses, and the psychological needs that drive our behaviours. You may recall that our first 
session was about our motivations for doing child protection work. That was to help us become more self-
aware. 
 
 
b. Awareness, Reflection, and Self-Monitoring 
 
Being honest about one’s feelings, thoughts, and beliefs about people will lead to a thoughtful reflection 
about our attitudes about race, culture, ethnicity, religion, age, health, socioeconomic status, sexual 
orientation, gender, rank, personal history of sexual abuse, criminal activity, mental illness, substance 
abuse, etc. Being aware is the first step toward self-monitoring and maintaining professional standards. 
Being aware is also the avenue to taking care of ourselves. 

Gaining this awareness can be difficult, as it requires us to look honestly at thoughts and feelings that we 
may not be comfortable considering. This includes assessing your prejudices and preconceptions. Are you 
aware of any? (We all have them). For example, what do you feel, think, and believe about: 
 

• Children on the Streets, especially the girls? 

• Homeless people? 

• People who have been convicted of crime?  

• Boys who have been defiled?  

• People who struggle with mental illness?  
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Figure 26: Self-Awareness, Self-Monitoring and Behaviour
  

c. Barriers to Self-Awareness 

There are a number of common barriers to self-awareness. These are often based on our socialisation as 
children in our families and communities. But we continue to be influenced in our thoughts, feelings, and 
beliefs throughout life. Our friends and colleagues, even social media, can influence our feelings, thoughts 
and beliefs. Being exposed to higher education or diversity of people can certainly open our eyes to other 
ways of believing. Extreme trauma and loss can also play a role in the suppression of painful feelings. Self-
awareness is a continuous process. 
 
 
d. Self-Care as an Essential Skill  

Working with at-risk children and families is very rewarding and challenging at the same time. It is 
rewarding because you often see lives improve dramatically, and you feel your life’s work is meaningful. It 
isn’t easy, too, because sometimes people’s lives do not improve, your caseload is too big, and you cannot 
give enough attention to each case or project. Moreover, you don’t have enough time or resources, you lack 
knowledge and skills, and you don’t even have time to take care of your own family, let alone yourself.  
 

e. Work-Related Stresses 

All jobs have some stress involved, but too much can be counter-productive, harmful and potentially 
contribute to lower quality of work. There are three types of work-related stress.  

e-1: Burnout. This is a condition where the worker feels a feeling of dread, being overwhelmed, and feels 
like all they do is work, and they don’t have a life. Burnout can lead to ineffective time management, no 
excitement or energy, and a constant desire to escape work.  

e-2: Vicarious (or Secondary) Trauma: This happens as a result of working intensely with people who have 
been traumatized. The worker has feelings similar to the victims of trauma, such as anxiety, depression, 
hopelessness, sleep difficulties, loss of appetite, and fear. 
 
e-3: Compassion Fatigue: This is a condition where the worker feels very tired of caring for everyone else 
and feels like no one appreciates or cares about them. They begin to detach people, and service users are 
‘cases’, not real people they care about (often called depersonalisation). 
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f. Symptoms of Stress
 
One, two, or all three forms of job-related stress can accumulate and lead to severe symptoms if they are 
not taken care before this point. When one suffers from burnout, vicarious trauma, or compassion fatigue, 
the symptoms include:
 

• Many common physiological symptoms like headaches, stomach problems, sleeplessness, 
fatigue, lack of energy  

• Can resent service users, supervisors or colleagues and lash out at them and have an overly 
negative view of them 

• You might find yourself belittling the service users or talking about them with disrespect 

• You might feel a lack of self-confidence and self-esteem, and feel devalued
  
• Depression and anxiety are very common

g. Managing Stress 

The first step is to recognise when job-related stress starts to build up. Be honest with yourself, and talk 
to trusted colleagues. The ones with a lot of experience (and are still doing the work) may have some good 
coping tips. You can seek supportive supervision, attend workshops and getaway when you have a chance. 
Separate your work life from personal life, and practice good self-care.   
 

h. Self-Care
 
Taking care of yourself is essential, not optional. If you bought a nice sewing machine, would you leave 
it out in the rain, let garbage pile on top of it, or drop it on the ground? No, you would keep it covered, oil 
it regularly, and protect it from getting wet or dirty. The same principle goes for CPWs because they are 
valuable tools for the country’s children. Self-care has many dimensions, as shown in Figure 27. 
 
 
Figure 27: Wheel of Self-Care 
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This section is focused on the principles and procedures of CPCM. This section’s contents are meant to 
update, supplement, and be used in tandem with, Malawi’s Case Management Framework and Case 
Management Handbook containing the forms and tools. The section in this manual introduces an overview 
of Malawi’s CPCM system, followed by a new conceptual model for child protection goals to guide the 
assessment and case planning phases while still using the same forms and tools in existence. Then, each 
step in the case management process is covered in some detail.  
 

35) Child Protection Case Management System Overview 

To provide effective services to children at risk of abuse, neglect, violence and exploitation, the 
Government of Malawi has recognised the need for a holistic child protection system. In keeping with the 
global trend, the holistic Child Protection System Model that Malawi has adopted has six components 
interlocked together to create a holistic system that can address child protection issues. As seen in Figure 
11 (p. 58), these system components are interlocking mechanisms representing the entire child protection 
system. The idea is that all of these components must be fully developed and harmonised to effectuate 
child protection services. Case management is one of the core services in the Programmes and Services 
(or the Continuum of Care) component of the larger Child Protection System. CPWs are part of the Human 
Resources system component in the system. 
 

Figure 28: The components of the Case Management System
  

SECTION 8 
CASE MANAGEMENT 
PRINCIPLES AND PROCEDURES

While case management is the child protection system’s flagship programme, it is only a system of 
identifying vulnerable children and referring them and their families to necessary services. Thus, the 
presence of a case management system alone is not an indicator of how well the system serves children 
and families in need of child protection. All other key services—such as health and mental health, victim 
services, education resources, social protection, food security, juvenile justice, etc. must be in place for the 
case management system to fulfil its function.  

As a sub-system of the child protection system, 
case management also requires the six  
components. These include:   

1. Policies and procedural guidelines 
 

2. Implementation structures, roles and 
coordination schemes 

3. Training and supporting the workforce  

4. Financial and material resources to 
support the work  

5. Means of accountability and quality 
assurance through data management 
and supervision 

6. The necessary programmes and services to 
meet the needs of the target population
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However, case management serves a pivotal function in child protection, by serving as the recipient 
of reports on child maltreatment, assessing and planning, and connecting people to the services they 
need. Further, case management brings many actors together to serve each of the cases, to avoid delay, 
confusion, duplication and gaps in services. 

Illustration Case

A girl is sexually defiled in her village. The crime is reported, and the child protection system 
is alerted. The child is taken to a PVSU and interviewed, and taken to a nearby medical clinic 
for screening. The case is reported to the relevant Village Chief, who contacts the Community 
Child Protection Worker (CCPW). The CPW immediately visits the girl’s home and assesses 
the girl and the entire household’s ability to care for her. The girl is then referred to the OSC, 
where she receives medical, legal, and psychosocial services. Upon the survivor’s release, 
the CPW stays on the case to monitor and follow up on all services. 

In the above case, it can be seen that the CPW receives the report and connects the girl to already 
existing services. Once the survivor’s stay at the VSU is finished, the CPW is likely to remain as the case 
manager to ensure that all necessary services—including rehabilitation services—continue until no longer 
needed. Therefore, the CPW fulfils an important role in that child’s recovery. In addition, the CPW provides 
psychosocial support to the child and her family. If the CPW had not been in place to fulfil these roles, one 
could imagine the confusion, delay and possible falling through the cracks for the victim. 
 

36) Primary Goals of Child Protection Case Management (SNAP model) 

a. Introduction  

While understanding that CPCMs goals are to address children’s needs at risk or who have experienced 
abuse, neglect, exploitation and violence, it is not always clear what those needs are. Models of case-by-
case assessments and goal setting vary across the world. A review of the global literature does not reveal 
a succinct and comprehensive model for guiding the case manager as to what goals should be targeted in 
child protection cases. The most immediate concerns are the child’s safety. But beyond that, what should 
the goals of CPCM?
 

b. Maslow’s Hierarchy of Needs  

The world-renowned psychologist Abraham Maslow developed a theory called the Hierarchy of Needs 
for human development. This theory has been widely applied and accepted as a standard model of 
understanding human needs, starting from the fundamental physical survival needs to the highest self-
actualisation level. The model has been subjected to numerous studies worldwide and is reliably applicable 
in developing and developed countries. This theoretical model is the basis for the new model that will be 
introduced as the conceptual model to guide case management goals and planning. 
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Figure 29: Maslow’s Hierarchy of Needs 

 

The idea is that the needs at the bottom of this pyramid must be met before people can develop into the 
next higher range of developmental goals. In case management work, we strive to focus on the first four 
levels, as relatively few people can reach the highest level even as adults. 
 

1. Physiological: This theoretical model shows that people’s survival needs (physiological needs) 
such as food, shelter and clothing are essential needs.  

2. Safety: After survival, is their safety. This safety is for both physical and emotional safety. These 
are jeopardised by being physically and psychologically abused. 

3. Love and Belonging: After that, they need to have a sense of love and belonging. This comes 
from having close nurturing relationships where the child can feel secure attachment.  

4. Self-esteem. As you know, self-esteem is a person’s sense of individual worth and unique value 
as a human being. Many victims lose this self-esteem and must be helped to get it restored.   

5. Self-actualisation: Humans at this level are motivated more by others’ needs than by our own 
needs. Few people reach this level. Therefore in the SNAP model introduced next, there are 
only four levels.  

 
c. The SNAP Model for Case Management 

Based on the well-established Maslow’s Hierarchy, a new model has been developed to provide overall 
guidance in the comprehensive goal of the CPCM effort. Maslow’s Hierarchy has been adapted into the 
SNAP model90 to provide an overarching model for the overall goals of CPCM as well as in individual cases.  
 

90 This model is copyrighted by the international consultant on this manual: Jini L. Roby, MSW, MS, JD; Emeritus Professor of 
Social Work and former child protection attorney. She reserves the right to include the model in some of her work products. 
©Jini L. Roby, 2019. All rights reserved.
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Figure 30: The SNAP Model of Child Protection Case Management  
(© Jini L. Roby, 2019)

The model focuses on the most urgent goal of safety (starting at the bottom of the pyramid) in a timeline 
once a case is reported. However, all four areas should be considered of primary importance. Not every 
case will need attention to all four of these areas, but they should be examined systematically in most 
cases. There may also be cases in which the case manager finds that the child’s need does not fit into one 
of these categories, in which case the case manager should ensure those are met. 
 

d. Applying the SNAP Model in Child Protection Case Management 

The SNAP model is convenient in assessing and case planning in case management. Using the existing 
forms and tools, you can make sure that all four areas are covered (These four areas can be referred to as 
“SNAP Priorities” for ease of reference). If not, you can use the available space to add more assessment 
notes or create a case goal. The SNAP model is also helpful in making alternative care placements—in 
making the child’s best interest determination (BID). Once the necessity of alternative care placement 
has been established, the BID process can systematically consider the SNAP priorities in the proposed 
placement. 

Starting at the bottom of the pyramid, the SNAP model addresses the following:  
 

• Safety, Survival and Health:  Children 
need protection from an abusive situation 
as an immediate priority - both physical and 
mental; they also need basic health needs 
such as medical assistance for injuries and 
diseases, food, clothing, shelter, and sleep. 
If the perpetrator is a family member, 
efforts should focus on removing the 
perpetrator rather than the child, assuming 
there is a safe adult who can care for 
the child. 

• Nurturing relationships: Children need 
to stay with at least one nurturing adult; 
if none is available, they should have a 
chance to form one. Institutional care 
should be the last and temporary resort 
and used only if family-based care is not 
available and if the child’s immediate safety 
cannot be protected otherwise.  
 
 
 

Safety and basic physiological needs  
(healthcare, food, shelter, clothing)

Nurturing relationship  
with at least one adult

Age appropriate daily 
activities and routines

Psychosocial support  
and rehabilitation
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• Age-appropriate activities and daily routine: Children need to be in school and be engaged 
in age-appropriate activities. Younger children should be enrolled in ECDs or other learning and 
playing activities. Older children can do some chores after school but not engage in hazardous 
or exploitive child labour forms. They should not be over-burdened with chores at the expense 
of their education and health. All children should have regular times to get up, go to bed, eat, 
participate in activities and recreation. These regular routines provide a sense of predictability and 
security.  

• Psychosocial support and rehabilitation: Most children who become involved in CPCM require 
psychosocial support. Many who have experienced abuse, neglect, exploitation, or violence will 
have trauma-related rehabilitation needs. 

 
 
Table 12: Applying the SNAP formula to Case Analysis

Illustration Case for SNAP Analysis

Tadala lives with her relatives in a city where she is attending school. She has a loving family in the 
village, but this was the only way she could attend secondary school. In her relative’s home, she is 
forced to work from early in the morning to late evening and is falling behind in school and losing 
weight. Her back is always hurting from the heavy housework. Her cousins are sexually abusing her in 
the home. She is isolated from her family in the rural area and has no contact with friends. 

In this case, the SNAP analysis will show:  
 

• Safety and Health: sexual abuse, weight loss, and back hurts. 

• Nurturing relationships: away from loving parents, no one caring for her, emotionally 
insecure, no friends, needs a secure placement where she can attach to caring adults 
and friends. 

• Age-appropriate daily activities and routines: works too long, works in hazardous 
conditions, education threatened, inadequate sleep (this could also be a health issue), no 
other activities or recreation time.  

• Psychosocial support and rehabilitation: needs treatment for sexual abuse, including 
medical care, trauma-informed counselling, and victim support through a court process. The 
family should be informed and facilitated to be in contact with her.  

37) The Child Protection Case Management Process  

This is a quick overview of the CPCM process, as each step will be covered in detail for the remainder of 
this section. Briefly, the steps involved are: 
 

1. Intake: A referral comes in from anyone—especially police, VDC members, chiefs, teachers, 
family members or children themselves. Cases can also come through outreach programmes.  

2. Initial Assessment: A quick determination of whether there is a child protection risk. We learned 
about all the various forms of abuse, neglect, exploitation and violence earlier, plus the list of 
children in need of care from CCPJA.  

•  If there no risk, dismiss the case. If there is risk, go on to a full assessment.  
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3.  Full Assessment: Using standard tools. 
Assess the household and the child. Learn 
when to include the household, and when 
not to. Complex cases (multiple issues of 
serious nature, sexual abuse, etc), a need 
case conference.  

4.  Case Conference: Is to be held with 
complex case before planning, but it can be 
held anytime during the case.  

5. Case Planning: Setting goals for the 
service user to improve their situation and 
address their immediate problems. Make 
sure goals are achievable.  

6. Referral to Service Providers: 
Self explanatory.  

7. Regular Follow-ups with Service User 
and Service Providers: We will discuss the 
common reasons for lack of follow-through, 
and strategies for improvement.  

8. Final Case Review: This is held to 
determine whether the case should be 
closed, but that is not always the next step. 
If the case review indicates that the service 
user is not making the progress that they 
out to make on their case plan, then we 
may need to re-assess the case and adjust 
the goals or make new service referrals.  

9. Case Closure: Under certain conditions a 
case can be closed.

 

Figure 31: The Basic Case Management Process  
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c. Determining Which Cases Qualify for Child Protection Case Management
 
When a report of abuse, neglect, exploitation or violence comes in, how does the CPW know whether it 
qualifies for case management services? What guidance is available for doing that assessment? 
 
There are two sets of guidance for the CPW to determine which children qualify for CPCM. The first is the 
list provided under the Child Care, Protection, and Justice Act, as shown in  Table 13. Children included in 
that list are presumed  to be entitled to case management services. 
 
The second method is through the global model depicted in Figure 32, showing the various types of 
protection threats. The types of threats under each category include:
 

38) Identifying Children in Need of Case Management Services  

a. Introduction  

Every child protection case starts with the identification of a child in need of case management services. 
This section provides information on how those children are identified.  
 

b. Child Protection Concerns are Reported by Many Sources 

Reports of potential case management cases can come from multiple sources. The CPW may already have 
personal knowledge from observations in the community, and it may come through the Child Helpline, 
a social welfare officer, police officer, courts, probation officer, OSC, VSU, schools, or other government 
actors working with children and youth. Such as village leaders, chiefs, Village Development Committee
(VDC), or ordinary members of the community. Civil society actors and children themselves also refer. 
Reports should be made to the CPW or community caseworker. If the DSW office receives it, it should 
determine which cases should be referred down to the CPWs or handled directly by the DSWO. In most 
cases, they are likely to ask the CPW to investigate at the community level. 

Abuse: Physical, sexual, emotional/psychological
 
Neglect: Physical, medical, educational, nutritional
 
Exploitation: Labour, sexual, or property/resources 

 
Violence: Crimes, war and conflict, domestic violence, community violence.

Age as a Threshold Issue: Because of the low rate of birth registration, children’s exact ages are difficult 
to determine in Malawi. The CPW should seek to confirm the age of the child, but if the child appears to 
be under 18, the CPW is authorised under the CCPJA to proceed until further facts reveal otherwise. The 
assumption is that it is better to extend services than to deprive it when the age cannot be determined 
exactly. If the person is clearly not a child (based on multiple sources), then the CPW should make an 
informal referral to adult services and dismiss the case as it does not qualify for CPCM. 
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Children in Need of Care and Protection
Under the Child Care, Justice and Protection Act

a) The child has been physically, psychologically or emotionally injured or sexually abused or is at 
substantial risk of such abuse, including by the parent or guardian or member of the family; 

b) The child has been physically, emotionally, or sexually abused or is at substantial risk of such, and 
no parent, guardian, or other person has protected the child or is likely to protect the child;  

c) The parent or guardian of the child is unfit or has neglected, or is unable to exercise proper 
supervision, and control over the child and the child is falling into undesirable association; 

d) The parent or guardian of the child has neglected or is unwilling to provide for the child’s adequate 
care, food, clothing, shelter, education and health; 

e) The child has no parent or guardian or has been abandoned, and after reasonable inquiries, the 
parents cannot be found, and no other suitable person is willing and able to care for the child; 

f) The parents or guardians neglects or refuses to have the child examined, investigated or treated 
to restore or preserve the health of the child; 

g) The child behaves in a manner that is or is likely to be harmful to the child or others, and the 
parents or guardians are unable or unwilling to take the necessary measures to remedy the 
situation or the measures they have taken have failed;  

h) There is such a conflict between the child and the parents or guardians of the child, or  
between the parents or guardians, that family relationships are seriously disrupted; 

i) The child is in the custody of a person who has been convicted of committing an offence in 
connection with that child; 

j) The child frequents the company of immoral, vicious or otherwise undesirable persons or is living 
in circumstances calculated to cause or induce the seduction, corruption, or prostitution of the 
child; 

k) The child is allowed to be on a street, premises or any place for the purpose of begging or 
receiving alms as a habitual beggar; or is carrying illegal hawking, illegal lotteries, gambling, or 
other illegal activities detrimental to the health and welfare of the child;  

l) The child cannot be controlled by his/her parents or guardian or the person in custody of the child; 
and, 

m) If the child is assessed by the Social Welfare to be in need of care and protection (emphasis 
added).

 
 
Table 13 Children Qualifying for Child Protection Case Management under the CCJPA
 
 

Note: In the last category (m), the Act allows for other types of child protection risks to be identified by 
Social Welfare representatives, which includes all of the Community CPWs and social workers at OSCs, 
VSCs government-run care institutions, and reformatories. This gives broad discretion to those investigating 
allegation to determine abuse, neglect, exploitation, or violence even when not listed in the Act. 

The second set of guidance is by global definitions of abuse, neglect, exploitation and violence, which merit 
CPCM, as depicted in Figure 32. 
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Figure 32: Types of Child Protection Issues  
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If an initial report of child maltreatment includes any of the issues listed under the CCPJA, or is found in the 
global model above, the CPW works with the presumption that the child qualifies for case management 
services. Some of the potential cases that are not listed in the CCPJA but may fit the global model include: 
 

• Children who are not being assisted with disability needs 

• Victims of gender violence 

• Victims of conflict, community violence, pandemics, unaccompanied or separated children 

• Victims of child marriage (unless classified under sexual abuse) 

• Victims of bullying and harassment 

• Pregnant teens lacking access to healthcare 

• Sexual exploitations (the Act covers sexual abuse but not exploitation) 

• Children in residential care centres 
 
• who are not allowed to stay in contact with their families  

• who are experiencing neglect, peer or staff violence 

•  Possibly many others in Malawian context
 
 
Upon further investigation, it may be revealed that the case can be dismissed, but for now, the case should 
be deemed to qualify. 
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39) Intake, Initial Assessment and Dismissal of No-Risk Cases
 
 
a. Introduction 

The primary task of the intake process is to identify the name, age, location, and circumstance of the child 
in need of protection as well as the primary adults or peers perpetrating the abuse/neglect or exploitation. 
It is also advisable to note the name and contact information of the person making the referral for 
possible follow-up questions or coordination (e.g. an NGO referring). This information is used for the initial 
assessment of the child’s qualification for case management. 
 

b. Intake Procedures
 
The standard Initial Intake Form in the Case Management Handbook can be used to note the information 
used in conducting the assessments. For data purposes, a copy of this form should be sent to the District 
Social Welfare Office, while another copy should be kept in the case management folder. However, the 
referral source should not be shared with the alleged perpetrator or the child(ren) who are the subjects 
of the referrals to maintain the privacy of the referral source and encourage others to make referrals. Of 
course, if a referral is made with the knowledge of the perpetrator, this needs to verify before confidential 
information is shared. 

At the time of intake, the protection threat may be happening currently, or it has already happened, or it 
may happen in the near future if there is no intervention. It is important to note that case management can 
be used for prevention purposes if the risk of threat is imminent or predictably soon. An example may be a 
child whose neighbour abused her years ago but is now being released from prison. Cases that happened 
in the past can also qualify for case management; for example, a girl who witnessed her mother being 
killed four years ago is still suffering from PTSD. She is suffering emotionally and psychologically. This is 
considered an ‘active’ case, not one in the past. 
 

c. Initial Assessment
 
The initial assessment is when the case manager makes a quick evaluation of the situation based on the 
intake information. If all of the information was not provided at intake, the case manager might need to 
make further inquiries before determining whether there is a protection risk.91 This is not a detailed, full 
assessment, but the focus is whether there is a child protection concern, based on whether the child is 
among those listed in the CCPJA or is at risk of any of the forms of child protection threats, including the 
residual effects of past abuse, current threats, or those that may become threats in the immediate future. 
 

d. Dismissal of No-Risk Cases
 
If there is no protection risk, the initial assessment results in the dismissal of a case. For example, if two 
siblings get into a squabble over doing house chores and one of them contacts the case manager, and it 
is determined that there are no protection risks, the case manager can quickly provide some advice and 
dismiss the case. If a teenager calls about a romantic relationship and protection issues are not detected, 
the case should be dismissed. In these instances, the case manager should document the date, child’s 
names, the nature of their complaints and the contact information on a list of dismissed cases, but does 
not need to start a case folder. 

91 It is noteworthy that the vast majority of the Child Helpline calls were made by teenagers asking for advice on romantic 
relationships that did not have protection issues. This is probably due to a misperception of the use of the Helpline.
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However, the case manager should not be too quick to dismiss a case since careful probing may lead 
to the discovery of actual protection issues. For example, the fighting children may be very young and 
left unattended for long periods without food, or the teenager might be experiencing sexual violence or 
bullying. Therefore skilful interviewing is necessary to probe enough to determine the actual reason behind 
each referral, whether self-referred or through a third party. It should be remembered that the protection 
issues listed in the CCPJA automatically qualify for case management services, as this is required by law 
(see Table 13). In addition, the DSWO is authorised to make a determination of risk in other cases not 
mentioned in the law based on the discussion in the preceding section. This means that the CPW may 
wish to contact the DSWO in some cases when they are not sure whether dismissal is warranted.
 
If you end up dismissing a case:  
 

• Use the Initial Assessment form in the Case Management Booklet to dismiss 

• Keep and send the form along with quarterly reports to the DSWO 

• Tell the service user that a case will not be open 

• If appropriate, tell them about a service you think might help. (This is not a formal referral, do not 
fill out a form) 

40) Full Assessment 
 
 
a. Introduction
 
If the brief initial assessment results in enough information to raise a child protection concern, the case 
manager should make a full assessment.  The purpose of the full assessment is to gain a wide range of 
information related to the protection needs of the child and his/her household, keeping in mind the SNAP 
formula—Safety, Nurturing relationship, Age-appropriate activities and Psychosocial support or rehabilitation 
needs. Using the current forms, it is possible to apply the SNAP formula, making extra notes if necessary 
to ensure they are all covered.  
 
 
b. Assessment Procedures
 
These are the steps involved in the full assessment using the case management tools:
For Children Living in Households 
 

a. First, the entire household is registered using Form 1 (Household Registration Form).  

b. Next, the household is evaluated using Form 2 (Household Assessment and Progress Chart). 
At this point, the case manager may go on to goal setting with the family if they feel they have 
enough information.  

c. Third, all of the children in the household are assessed using Form 3 (Initial Child Assessment 
Chart). At this point, the case manager needs to determine whether the case is a simple one or 
a complex one. This determination is somewhat subjective, but a complex one involves serious 
cases of physical or sexual abuse or issues that are beyond the knowledge and skill levels of the 
case manager. For complex cases, the case manager should contact the supervisor as soon as 
possible and discuss the case before moving on to Form 4 (case planning). If time and distance 
pose a serious challenge, the case conference may be held on the phone, but a face to face 
meeting is preferable. For all other considered ‘simple’ cases, the case manager can proceed to 
Form 4 if they feel they have enough information to make a case plan.  
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For Children Living Outside of the Family  
 

a. If the child will be living outside of the family, such as in an institution or a safe home for at least 
three months, the household forms (1 and 2) should not be filled out. If, however, the child is 
going to be reintegrated back to their home or another household within three months, the 
household forms should also be filled out with the family. If the child and family live in different 
areas, the workers should coordinate to have the assessments completed and exchange the 
information.  

b. At this point, the case manager should have a good idea of the problems at the household 
and children’s levels. They can then determine whether they have enough information to make 
case plans for the household (Household Assessment and Planning Form). If it is found that 
reintegration is not recommended, the CPW should consult with their supervisor, especially in 
complex cases where there may be serious domestic violence or substance abuse issues. In 
some cases, older adolescents may need to be helped toward training for self-sufficiency and 
independent living. These are topics for case-by-case supervision. 

 

41) Case Planning
 
 
a. Introduction 
 
Case Planning is the process of setting goals with the service user to reduce child protection threats and to 
enhance the child’s best interest. Case planning is usually done with the child’s primary caregiver, who may 
identify some goals for the child and some goals for the household—including the caregiver. 

Case planning is a separate process from the full assessment. In some cases, the two activities may be 
combined, especially in the Malawian context of high caseloads, travel distances and the time involved in 
multiple visits. Also, it may be effective at the time that the assessment is done to discuss what goals the 
family and child would like to work on. The typical scenario may look like this: a case manager receives a 
referral, does a quick initial assessment and determines that a case should be opened. The case manager 
goes out to the home with the case management booklet containing assessment and planning forms. 
As they are assessing or planning, the case manager may wish to consult with the supervisor with any 
questions or concerns they may have before finalizing. In most cases, current practice suggests that the 
processes will occur together in the first meeting or home visit.  

b. Roles of the Case Manager in Case Planning 

The case manager has multiple hats to wear in the case planning process. These are the main roles that he 
or she must play. 
 

• Information provider of resources, 
processes, etc. 

• If you have a resource guide or any 
brochures of services, please take these. 
If you can leave them, it is very helpful.  

• Counsellor to help sort out problems 
and strengths 

• Often the user’s strengths can and 
should be applied to the problems.  
 
 

• Facilitator of the planning process 

• It is the service user that is facilitated 
to identify goals, with gentle guidance 
from the case manager (more time 
consuming than doing it for them, but 
that is a complete violation of best 
practice principles). 
 

• Expert in communication, understanding 
child development, the SNAP model, the 
SMART approach, etc.  

• Role Model of respect, patience, 
supportiveness, and expertise
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c. Principles in Case Planning  

Whether being done separately or combined with the assessment, the planning phase is a distinctly 
separate phase. The case manager has to shift from being the evaluator to the roles of an informant, 
counsellor, facilitator, organiser and resource expert, keeping in mind both the problems and the strengths 
of the service user. Furthermore, the case manager has to take the time to assist the service user in 
making their goals, rather than making them for the service users (unless, of course, the service user is 
very young or developmentally not capable).

The main principles in case planning are: 

c-1: Strengths-Based 

Once the problems have been assessed, it is important to look for strengths. This is a step that is important 
yet often overlooked in the planning stage. Strengths can lie at the individual, family or community levels, 
but sometimes they are not very obvious, to begin with. However, if a deliberate effort is made, there will 
always be strengths to be found, and they can be applied to the problems. It is often validating to point out 
these strengths to service users, as it helps them feel more capable of overcoming problems. 

For example, at the individual level, a girl who is being exploited for her labour might be healthy, desire to 
go to school, and have done well in the past. An abusive parent may love the child at the family level, works 
hard to provide, and is willing to learn different ways of dealing with anger. Or an absent father may be 
sending money and genuinely loves his children. There may be extended family support to be tapped into. 
An active child protection committee or a village chief can be tremendous assets to the child and family 
at the community level. The presence of NGOs or CBOs providing services is also an important strength. 
Perhaps a teacher at the local school cares about the child or a health care outreach service. All of these 
strengths should be identified and utilised.  

c-2. Case Planning Should Be Individualised
 
 Each service user has unique characteristics and likes/dislikes, needs, strengths, abilities and skills, 
and ways of perceiving their environment and adapting to it. This is true of both adults and children. For 
example, Child A might enjoy playing with other children and being very active, while Child B would rather 
stay close to his parents and play quietly. Recognising these characteristics will guide the case manager in 
respecting and relating to the child and setting appropriate goals. Adults, too, have developed into unique 
individuals. It is important to recognise and respect each service user’s uniqueness when making a case 
plan with them.
 

c-3. Goals Should Be Service User-Driven 
 
It is important for the service user to feel ownership of the plan. 

The service user should participate in making their plan as much as possible, depending on their age and 
developmental level. The case manager’s role is to provide information and to facilitate the service user’s 
problem-solving. To a large degree, the case manager needs to trust the service user to know what will 
work for them unless it is obvious that the service user does not have good judgment.
 
When the service user’s and the case manager’s views conflict, the case manager should explain the pros 
and cons of various options in a way the service user can understand. Suggest several good options and 
let the service user choose from among them so that in the end, the service user feels ownership.  
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c-4. Goals Should Be SMART
 
Case planning should focus on goals that are specific, measurable, achievable, realistic and time-bound. 
These concepts mean: 
 

• SPECIFIC The goal identifies the ACTION that they will apply.  

• For example, “increase school attendance” is a good goal, but not specific.  

• “Attend School at least four times a week” is more specific. 

• MEASURABLE It can be counted.  

• For example, “spend more time with mother” is good, but not measurable. 

• “Spend at least two hours of along time with mother each week” is measurable.  

• ATTAINABLE: The goal is achievable in context of the person’s environment.  

• For example, an 11-yr old child wants to learn to fly an airplane.   

• That’s a fine hope but not during the case management period. “Find and read at least two 
books on flying” may be attainable.  

• REALISTIC Goal is ‘doable’ for the person.  

• “Earn a college degree” is a fine goal, but not realistic for many. 

• “Finish a 7 week CPW training” may be more realistic, leading to success.  

• TIME-BOUND means to set a time frame by which date the goal will be reached. This does not 
have to be exact, it can be a hoped for date within the case management time frame.  

• By March 15, 2021, etc. 
 
 
Figure 33: The SMART method for goal setting
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d. Applying the SNAP Formula for Goal Setting 

When engaged in SMART goal setting, the SNAP formula is very helpful. Together with the service user, 
determine whether the child needs help with: 
 

• Safety, survival or health needs? 

• Nurturing relationship?  

• Age-appropriate activities and routines? 

• Psychosocial help? 
 
 
It is helpful to have the caregiver involved in the assessment and case planning, as they will begin to see 
their part in the success of the case. For example, if a child is to attend ECD, the parent must find a way 
to transport the child. If a child needs to spend more time with his father, he must make a goal to spend a 
specific amount of time with that child.
 
 
Figure 34: Application of the SNAP Formula in Case Planning 

 
e. Case Planning Procedures
 
The case manager should follow the Case Management Framework procedures and use the forms 
provided in the Case Management Handbook. Form 4 (Child’s Case Plan) can be filled out after the 
assessment is done on Form 3. A case conference or consultation with the DSWO should be held before 
finalisation the Case Plan in complex cases. One form should be filled out only for each child in the 
household who is experiencing protection issues that are different from the household problems (housing, 
safe water, toilet/latrine). Although this form is used mostly for case planning, it may also unearth some 
additional problems that individual children are having. 
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42) Collaboration and Referrals
 
 
a. Introduction 
 
Collaboration is an essential part of case management. This is because case managers are generalists, not 
specialists. The case manager’s role is to receive reports, assess, plan, facilitate, and follow-up, rather than 
providing direct services related to the child’s child protection needs. Earlier in the course, we talked about 
the key ministries and their representatives at local levels relevant to child protection. At the community 
level, this need to collaborate is directly related to the functioning of the case management system. 
 
 
b. Understanding the Pattern of Collaboration and Referral Pathways
 
The most important multisectoral collaborators for CPCM occur between child protection and Education, 
Health, OSCs, CSVUs, the Police, Children’s groups, and civil society organisations that provide specialised 
services. Between these groups, referrals go back and forth to serve vulnerable children. These sectors 
generally establish or should establish an agreed-upon way of working together and referring to each 
other (Referral Pathways).92 As there are no national guidelines for multisectoral collaboration and referral 
pathways, it will be important for each CPW to learn the local system of collaboration and referrals. These 
sectors also meet together to share information at Case Conferences and support each other in helping 
vulnerable children and their families.  
 
 
c. Two Types of Referrals
 
There are two types of referrals the case manager engages in: 1) administrative referrals and 2) service 
referrals. Typically, the word ‘referral’ refers to the service referral, but it is necessary to distinguish the 
two.  

c-1. Administrative Referral
 
Under the CCPJA, DSWOs are responsible for a wide range of social services, including child protection 
services. However, they can delegate some of their work to CPWs. The districts recruit and train 
community-level CPWs to handle many child protection cases. However, some of the statutory cases 
should be referred up to the DSWO supervisor over the CPW. Those cases may include children in 
conflict with the law, serious cases of sexual abuse, high profile cases that would jeopardise the safety or 
wellbeing of the CPW in the community and cases that require court appearances. Although, the CPW may 
be requested to do much of the background work and send a report. 
 
c-2. Service Referral
 
When we talk about referrals in CPCM, we are typically talking about this type of referral, where we 
request the service providers to accept our service users and serve their needs. These referrals may be 
sent to a wide range of service providers working with health, education, food and nutrition, and many 
others as they become relevant in our cases. 
 
 
d. Case Manager’s Checklist for Service Referrals
 
Service referrals can be time-consuming and frustrating if the Referral Pathway has not been established 
to simplify procedures and communication. If this is the case, the case manager has to work out their 
agreements and then be sure that each agency a service referral is made to complies with the request. 

92 As there are no national guidelines for multisectoral collaboration and referral pathways as of the date of this writing, it will 
be important for each CPW to learn the local system of collaboration and referrals.
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The following list may be of help in either case: 
 

1. Having a full and thorough knowledge of the resources available, including eligibility 
requirements, the types of services provided, etc. 
 
a. For this reason alone, a service mapping with these details would be very helpful. 

 
b. Many organisations have websites but they are often unreliable. 

2. Ensuring that the referrals specifically address the problem identified. 

3. Manageable distance or means of transportation for the service user. 

4. Checking on the affordability of the service—if there is a fee, how it will be paid. 

5. Providing a means of confirming whether the service organisation will accept the service user for 
services, when services will start, and how long the service period will be. 
 

6. Calling/emailing ahead to sensitise the service organisation to the forthcoming referral. 

7. Systematic way of checking on the service user’s progress with the service organisation. 
 
 
e. Service Referral Procedures 
 
e-1. Time for Making Service Referrals
 
Although most referrals are made after case goals have been planned, making referrals is not limited to that 
stage. For example, an emergency referral may be made before a full assessment can occur, for instance, 
in the case of imminent risk of child abuse in a family. Just as case goals can be adjusted mid-course, 
referrals can be made anytime in the course of case management as the need is identified. Referrals can 
even be made when the case is finally reviewed if it is determined that the case is not ready to close and 
more referrals are needed. 
 
e-2. Using the Referral Forms 

• Referral Form (Form 5-A in the Handbook) is used to request services for a specific service user. 
By sending the service user to the service provider with this form, the case manager is asking to 
enter into an agreement with the service provider that they will provide the services, and there 
will be mutual communication regarding the specific service user.  

• FForm 5-B should be filled out and returned by the service provider to the case manager to 
indicate whether they will accept the service user and when services will start. If it is not 
returned to the case manager, the service provider should be contacted within a few days to see 
if the referral was delivered to them and provide the necessary services and feedback.  

• Returned Form 5-B should be stored in the service user’s case management file. There could be 
several service organisations the case manager is working with, and having these in the file will 
help track the cases. 

 
 
e-3.  Rethinking Methods of Sending Referrals
 
Sometimes service users hold onto the written referral forms and lose them. At that point, they may find 
it difficult to ask for another one or may lose motivation to walk a long distance to get another one. This is 
why it is important to receive a response from the service provider and follow up quickly with the service 
user.
 
Due to these difficulties, it may be time to re-think the referral process when and where electronic 
resources are available. In areas where electronic transmission is available, a referral via email using a 
referral form with service user information may be very efficient. Another option may be to send a photo of 
the referral form directly to the service provider via SMS or another means. 
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43) Facilitating a Case Conference
 
a. Introduction 
 
A case conference is a meeting between all the people involved in a case, typically involving 
representatives from multiple sectors. In this section, the purposes and procedures of facilitating a case 
conference are discussed. Although a CPW will likely not facilitate a district-wide case conference, he or 
she may hold case conferences at the community level with other stakeholders working at that level. The 
following principles and procedures, written for the district level case conferences, should be followed 
with adjustments for smaller, less formal case conferences at the community. However, the rule regarding 
confidentiality must be strictly followed.  

b. Purposes of a Case Conference
 
The purposes of a case conference are: 
 

a. To exchange information amongst all those 
serving a child or family in a case. 

b. To discuss progress made in the case since 
the last meeting. 

c. Identify what is still needed to be done 
in the case. 

d. Agree on a recommended course of action. 
Many departments will have their own 
tasks to do for the case. 
 
 
 

e. Make assignments to be followed-up on. 
For example:

  
i. The police may refer a case to 
prosecution.

 
ii. Prosecution will prepare to file charges.

 
iii. DSWO may start writing a social 
case report. 

 iv. The CPWs will continue to monitor the 
child’s well being.

 
v. The child may start receiving counselling.

 

c. Which Cases Should be Conferenced? 
 
Not every child protection case requires case conferences. Most non-statutory cases do not require case 
conference, although some do if they have multiple issues requiring multisectoral collaboration. In most 
cases, full assessments may lead right into case planning without a case conference. The decision to take 
a case to a case conference lies with the DSWO, but the CPW may request it. Statutory, complex or high-
profile ones must be conferenced regularly to ensure collaboration between all stakeholders. 
 

d. Logistics of a Case Conference
 
The when, where, who, how, and how often of a case conference is held is largely up to the DSWO or the 
district child protection council. 
 
d-1. When: TTypically, the case conference will take place between full assessment and case planning (if 
it is determined one is needed), but it can be held at any time in the case, even just before closing, to get 
everyone’s opinion about closing the case based on case progress. In a high profile case, the first case 
conference must be held before the case planning is completed to benefit from the group’s expertise. It is 
also a mechanism to share collective responsibility so that a single CPW or DSWO is not bearing the brunt 
of possible backlash or public criticism. It is also advisable to hold one before closing such a case. 

A good case conferencing model is to establish a district-wide multisectoral standing case coordination 
committee in charge of case conferences with the social welfare office as secretariat and leadership. 
The committee is composed of focal points from all essential departments and relevant CSOs, NGOs, 
and CBOs. The committee may set a regular schedule (e.g. second Tuesday of every month) for case 
conferences and receive case profiles of proposed cases for review a week ahead of the meeting. 
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Emergency case conferences can be called as well, in urgent, fast moving child protection cases. Examples 
of situations requiring an emergency case conferences include: 
 

• Large scale abuse discovered at a school 

• Mass violence with child victims 

• Children suddenly returning from residential 
care centres or from street living to 
unprepared families 

• A case of sex trafficking with more 
victims at risk 

• A perpetrator is being released from prison 
and returning to the same community, 
vowing revenge 

• Sudden humanitarian crises or pandemics 

• Imminent case of child marriage within 
a few days 

 

d-2. Where: Case conferences are usually held at the office of one of the multi-sectoral stakeholders. It is 
recommended to be held at the same place to reduce possible confusion. Face to face meetings are best, 
but in some cases (such as during pandemic), it can be done electronically. Electronic meetings require 
some creative ways of protecting confidentiality and voting on decisions, but they can be facilitated. 
For example, on zoom calls, people can use the ‘raise hand’ key to vote. They can also use electronic 
signatures on the Confidentiality Agreements. 

d-3. Who Should Participate: The standing committee members and other representatives of all agencies 
involved in the particular cases should participate. The big question is whether service users, especially 
children, should be invited. Here is some guidance on that question, but the decision should be made 
between the DSWO and CPW on a case-by-case basis. 

Caregiver: Usually, the best source of information is the child’s caregiver unless they are the perpetrator. 
In addition, there may be some concerns about that caregiver that you need to discuss at the conference, 
which would indicate that they should not be invited, or you can have that person express their views, 
thank them, and then have a confidential discussion. 

Child: Inviting the child to a case conference is a consideration of child participation but needs to be 
balanced with the child’s best interest. If the meeting is positive and supportive, the child’s attendance 
would be encouraged. However, suppose the meeting will further traumatise or intimidate the child (for 
example, the child may be confronted with a hostile member of the family or even the perpetrator). In 
that case, the child should not be invited. Alternatively, you can have the child participate, then discuss the 
issues that may upset the child after he/she leaves. 

If they are invited: They should be provided with information regarding the purpose of the meeting, who 
will be there, what will occur, and whether there will be a time for them to participate. At the meeting, the 
CPW or DSWO should be especially mindful of the child’s comfort level  
 

• Some discussion should take place about how they will get there and get back home. They 
should also be reminded of the confidentiality rules and sign the Confidentiality Agreement. 

 
 
e. Case Conference Procedures 
 

1. Invitations or Reminders sent out (10 days ahead) to:
 

a. Panel members.
 

b. Experts who provided services.
 

c. Older children/family members if in child’s best interest.  
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2. At the conference:
 

a. Sign Confidentiality Agreement at every meeting (see Confidentiality Agreement Form).
 

b. Welcome and introductions (DSWO or Designees facilitates), or Director of Social Welfare.
 

c. Review and approval of minutes by Panel Members and Designees.
 

d. Update on cases discussed in previous case conference.
 

e. Case Presentation and discussion. (Time limit per case important.)
 

i. How will cases be chosen? (Most serious, complex, high profile ones.)
 

ii. CPW involved in the case will need to give a report on the background/current situation.
 

f. Recommendations/Decision.
 

g. Decide whether decision is advisory or binding on the case.
 

h. Action points, assignments.
 

i. On the next case, follow the same procedures. 
  

3. Summary of decisions, group adjourns; minutes sent out within three working days with action 
point reminders. 

4.  CPW reports to DSWO before the next case conference on progress of case.
  

f. Preparing for the Case Conference
 
As explained, the CPW will not need to facilitate the district level case conference but will be asked to 
present one or more individual cases. The DSWO may wish to preview a draft report of what the CPW 
plans to present. What is presented depends on the status of the case, but the usual approach is to explain 
the background, the child protection issue/violation, and the case goals that are proposed or being worked 
on, and the progress and challenges in the case. The role of other sectors should also be explained. The 
CPW must be clear on and express the point for which they seek the group’s guidance. For example, the 
question may be whether the child should be sent to alternative care or request support in working with 
the village leader supporting child marriage.  
 

g. Data Sharing and Protection 

Because people from different sectors and agencies attend case conferences, it is important to have a 
standing confidentiality agreement between the District Social Welfare and all other departments and 
organisations that normally attend case conferences. In addition, people attending each case conference 
meeting should fill out and sign the Confidentiality Agreement Form in the Annex section of this manual. 
Case files should not be taken to the conference in case it gets lost or passed around by accident at the 
conference, en route to conference, or wile left in the car. This means that the CPW must know the case 
well, and the report submitted captures the essential information needed for the participants to work with. 
In addition, emails regarding cases should be password protected and not allowed to remain on the screen 
after being read. There should be frequent reminders of confidentiality rules with strict consequences for 
violations. 
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44) Monitoring and Following-Up 

a. Introduction 
 
After service referrals have been made, it is necessary to monitor whether the service users access 
and benefit from the services and follow up on the service user’s progress. It is very rewarding when 
the service users make good progress, but some service users face many challenges in the process. In 
addition, service providers also face challenges in responding to service requests. This section discusses 
how to monitor, follow-up, and address the challenges. 
 

b. Following up After Making the Service Referral
 
Following-up after making the service referral is essential to help the service user make forward movement 
on their case goals. Some helpful questions to ask include:  
 

1. Have you been able to meet with the service agency (or agencies) you were referred to? (If not, 
why not, and what can be done to help you?) 

2. Do you have transportation and childcare assistance to attend (if relevant)?  

3. How often are you attending, or receiving assistance? 

4.  What are the goals for the services you are receiving?  

5.  How much longer will you be receiving services? 

6.  Will you be able to reach your goals with that agency by the time services end?  

7. Do you need any other services that are not on your case plan? 
 

c. Common Challenges for the Service User in Accessing Services  

There are many reasons why the service user may not access services. These include: 
 

1. They are intimidated to interact with service agencies. 

2. They may not have the transportation or childcare support.  

3. They may have to work during the agency’s open hours. 

4.  They may feel hopeless and feel the service would be useless. 

5. The referral may have been irrelevant to the service user’s true needs. 

6.  The referral forms have been lost.  

7. They have a disability that prevents them from going.
 
 
Each of these challenges, if present, must be discussed with the service user and a solution should 
be sought. For example, perhaps extended family members can assist with childcare or transportation 
costs, or the agency may have service hours that are compatible with the service user’s work schedule. 
Perhaps you can accompany them to their first appointment to help with the intimidation. There may be 
accommodation services to help with disability issues that can be arranged. Some service users may need 
more enabling and accommodating, and ensuring their access to services is part of the non-discrimination 
and promotion of equality that is required in the Code of Conduct.  
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d. Following up on Service User’s Overall Progress
 
The case manager follows up with the service user about the entire Case Plan, not just the referrals. 
This contact should occur at least monthly after the Case Plan is filled out. In more serious cases, this 
should be more often. When there is contact, face-to-face is the best form. If that is not possible, phone 
contact is next best (not more than every other time). Of course, during a pandemic like Covid-19, face 
to face contact should be limited, and when it occurs, protective gear and social distancing are required. 
Always have the Case Plan in front of you as you discuss their progress. Remember, many adults and 
children are very intimidated by authority figures (as they are likely to view you). A warm, friendly style, 
good communication and problem skills are always needed. With reluctant service users, brushing up on 
Motivational Interviewing skills may be helpful. And with any service user, positive framing goes a long way 
to encourage people. 
 
What might be a follow-up conversation like? It may include these points:  
 

• Set a goal. How are you doing on that?  

• If service user is improving, be sure to show enthusiasm and congratulations, and encourage 
them to continue until they reach the goal.  

• If service user is not improving, probe to find out what the barriers are, discuss them and find 
solutions together. Gently probe to find out what the problems are, avoid being judgmental or 
disapproving. It is OK to set new goals and discard old ones if they are no longer important.  

• Remind the service user that you will be following up again in XX weeks and let them know that 
you have confidence in them to reach their goals. 

• As soon as possible, make progress notes on their case plan. 
 
 
e. Following-up with Service Providers
 
Following up with the Service Provider is a key activity that can make a difference in whether the service 
user receives services or not, or how soon or how regularly. When a service user understands the case 
manager’s interest and attention to the service user, it tends to increase their efforts as well. Some 
questions that can guide the follow-up process include: 
 

• When did service user start receiving 
services? (If not, why not, and when will 
services start?) 

• What specific goals is the service provider 
helping the service user with? (Note: 
These goals should be compatible with the 
case plan.)  

• Is service user complying with the 
requirements of the service provider—e.g. 
attending weekly sessions, doing assigned 
homework, etc? If not, why not—and what 
can be done to improve compliance?  
Ask: How can I help?  

• How many times (or how often) is Service 
user receiving assistance? 

•  How well is the service user progressing?  

•  How much longer will service user be 
receiving services at that agency? 

•  By the time service user is finished at 
the agency, will he or she have achieved 
the goal(s)?  

•  Have you learned of any other needs of 
the service user in the process of helping 
him or her?  
 

If possible, the DSWO should have agreements with the various service agencies with service protocols 
and follow-up procedures. If not, this may be discussed and established to systemise the collaboration and 
reduce duplication of effort for each case. Even after those are in place, there is nothing that substitutes for 
direct contact with the service providers and discussing the challenges and solutions.  
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f. Common Challenges for Service Providers 

Many service providers also struggle in their efforts to comply with service referrals. These can be 
identified and discussed with the service providers, preferably at the agency level. These include: 
 

• They do not provide the service the referral was made for 

• They have discontinued that programme 

• They have high staff turnover, or shortage of funding 

• They do not have an open slot for the service user (there may be a long waitlist) 

•  They misplaced the referral form and do not contact the service user 

• They decide to discontinue services due to service user’s lack of interest 
 
 
If the current service provider is not able to or willing to meet the service user’s needs, you may seek 
another option (if available). If you feel stuck, it is best to bring this up with the supervisor and perhaps take 
it to a case conference. Not every problem can be solved by the DSWO or at a case conference, but you 
are exploring all options.  
 

g. Tracking the Case and Staying Motivated
 
Keeping track of monitoring calls and meetings is an important part of case reporting and tracking. For one 
thing, case records will keep you remembering specific details about the case in the midst of so many to 
keep track of. Keeping yourself and the service user motivated is also an important part of monitoring and 
following-up. 

45) Final Case Review, Case Closure or Transfer
 
 
a. Introduction
 
This section brings us to the final stages of the case management process, where the case is reviewed for 
the final time for consideration of case closure, represented below by the blue circles. If adequate progress 
is made, the case can be closed, or the case may be transferred under some circumstances.  
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Figure 35: Case Review and Case Closure in the Case Management Process

 

b. Final Case Review 
 
Although case reviews are held throughout the case management process, the final case review is 
held when the case manager feels the case is ready to be closed. This may be close to the end of the 
case management time frame, set at a minimum of three months and a maximum of six6 months for 
most cases by the MoGCDSW. Only in exceptional cases, this time frame should be extended. This is 
in recognition of the resource constraints as well as the evidence shown in other countries that longer 
periods can be demotivating and create dependency rather than empowering the service user. 
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c. Indicators of Case Closure 
 
What are the indicators that a case may be ready to close?  
 

1. The service user has reached all of the goals set in the case plan. 

2. The service user has reached most of the goals in the case plan and the other goals are near 
completion, with the case manager determines that the service user will be able to complete the 
goals without further monitoring.  

3. The service user has refused to work on the case plan, despite the use of encouragement and 
methods of motivating them. However, in this case, the case manager must ensure that there 
are no child protection issues outstanding.  

4. The service user has moved out of the service area and their whereabouts are unknown. If it is 
known, the case must be transferred.  

5. In some cases, it may be possible to close out the Household goals and simply focus on the 
Individual goals for the children.  
 

d. Who Attends the Final Case Review? 
 

1. The case manager and his/her supervisor. 

2. The service user—typically the parent/guardian of the children who are the subjects of the case. 
If the service user does not attend, he or she should be provided with an opportunity to express 
their opinion about closing the case or continuing on.  

3. The child—based on age and capacity. In any case the child should have been interviewed 
privately about their progress and the SNAP issues in the home. Balance ‘child’s best interest’ 
and child participation in the decision.  

4. In some complex cases, you may wish to hold a multisectoral case conference to ensure 
accuracy of information and obtain an agreement to close the case.  

• As usual, the Confidentiality Agreement must be signed and minutes of the meeting kept, to 
reflect multi-sectoral decision making.

 
 
e. Conducting the Final Case Review 
 

1. The case manager should review the case progress with the service user ahead of the case 
review. This is done by reviewing each case goal in the case plan, and discussing the level of 
progress. Because the case review is a time-consuming process, the case manager should only 
schedule a case review if he/she believes the case is ready to close.  

•  But of course, a case conference can always be held, even if just with the supervisor anytime 
during the case management process. This should in fact be a routine activity in supervision 
sessions.  

2. At the case review, the case manager presents the findings from that meeting with the service 
user and makes a recommendation. At this point the service user and relevant child(ren) may be 
invited to make comments 

3. The supervisor (or the multisectoral stakeholders, in complex cases) will then determine whether 
the case is ready to close.  

4.  Once the decision is made, the reasoning behind the decision will be shared.  
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91 In case a child goes missing, this should be reported immediately to the police.

5. If case closure is the decision, the relevant signatures are obtained and the case is set to close.  

6. If the decision is to keep the case open, the case manager will engage with the service user to 
assess, make new goals, and make new referrals. 

 

f. Outcome of the Final Case Review
 
Typically, the final case review will lead to the closure of the case. The decision may be to close the 
household case but leave open the children’s case or reassess certain aspects of their SNAP issues and set 
new goals, leading to new service referrals. For example, if a service user has not been able to access the 
needed services but is motivated to do so, a new referral may be made. If a service user seems to have 
developed new problems, it is appropriate to conduct another full assessment and set up new case plan 
goals, as shown in Figure 35. However, the three to six months time frame should be kept in mind and 
working to ensure there are no child protection concerns. The important point is that the case review is an 
opportunity to assess the case’s progress and make further adjustments as needed. 

There are unusual situations requiring case closure: the service user has passed away, or is missing, or 
has moved away without leaving anyway to trace them. After a reasonable time of waiting for the person 
to reappear, it makes sense to close the case. It can always be re-opened upon their reappearance if child 
protection issues remain. 
 
 
g. Closing the Case 

Once the decision is made to close the case, the case manager should: 
 

1. Congratulate the service user for reaching their goals. 

2. Give the service user an opportunity to express their feelings of pride and accomplishment. 

3. The service user may have grown very fond of the case manager and may find it difficult to 
terminate the relationship. The case manager should be respectful and reassuring, expressing 
their confidence in the service user to continue making good progress.  

4. Conduct the proper paperwork to close the case.  

5. Manage the termination process (next slide). 
 

h. About Termination 

Although reaching case closure is an occasion to celebrate success, some service users have mixed 
feelings about ending the relationship with the case manager. They may have developed dependency 
on the case manager don’t want to let go even though there are no real issues to work on. While some 
service users may be happy to close out their case, they may still feel a little ‘abandoned’ by the case 
manager. Be sensitive and reassuring. Some may be genuinely happy to terminate the case management 
relationship and get on with their life on their own. Regardless of the service user’s response, the 
case manager should exercise professional boundaries and conduct a proper termination. This includes 
congratulating the service user, appreciating their hard work, and wishing them well.   
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Some case managers may also struggle when terminating a case. It is important to become self-aware in 
case you find yourself reluctant to let go. Some possible reasons may include: 
 

•  It feels good to be valued and appreciated by service users. 

•  It is nice to be a part of someone making positive changes. 

• There is comfort in continuing on with people you know. 

• You may be over-protective and hold on to lingering worries even if there are no real child 
protection issues.  
 

All of the responses show that you are a good, caring person. However, knowing that the service users 
have been empowered and have increased incapacity is a great feeling.  
 

i. Transferring a Case 

If a service user is planning to or has move away outside of the district or region during the case 
management period, be sure to obtain the new contact information.  
 
 

1. Let them know that the case will be transferred and they will be contacted by a new CPW in their 
new area to continue with their case goals.  

2. Sign the proper form that indicates the case is being transferred.  

3. Make a referral to the DSWO for case transfer to the new District Social Welfare Office.   

4. The DSWO should send the service user’s Case Management Handbook with the Assessments 
and Case Plan, and updated information on each case goal.  

5. A copy of these records should be kept at the District Social Welfare Office for data purposes. 
Follow-up to ensure that case management services have started in the new location. 

 

NOTE: Section 46 (Review of the Entire Case Management Process in the Training Guide), is not repeated 
here. However, the section number in this manual will skip that number, in order to match the numbers 
between the two manuals.
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This entire section is dedicated to exploring the child protection needs of especially vulnerable groups of 
children. These include survivors of sexual abuse, mental health and psychosocial support, child marriages, 
child protection in humanitarian crises and pandemics, children in the streets, reintegration of separated 
children, domestic violence, substance abuse, and CWD. 
 

47) Working with Child Survivors of Sexual Abuse 

a. Introduction 

Sexual abuse is one of the most harmful type of abuse. In this section, the prevalence, causes, signs and 
symptoms, and practice suggestions on working with them are provided.  
 

b. Forms of Sexual Violence Against Children 

Sexual violence against children comes in many forms. It includes:  
 

SECTION 9 
SPECIAL TOPICS IN CHILD 
PROTECTION

• Rape, attempted rape, other non-
consensual sexual contact by an adult or 
another child who holds greater power 
over the victims (e.g. a child victim with 
disability, or much younger/weaker child) 

• Keep in mind that children are legally 
not capable of giving consent, even 
if they may verbalise or otherwise 
indicate consent  
 

• Incest 

• Sex trafficking  

• Commercial child prostitution 

• Child pornography (showing to child, having 
child perform, indecent exposure) 

• Child marriage 

• Sexual initiation rituals 

c. Definition of Child Sexual Abuse 

Globally, there is no standard definition of child sexual abuse. But the most commonly accepted one is the 
WHOs definition, which defines it as: 
 

“The involvement of a child in sexual activity that he or she does not fully comprehend, is unable to give 
informed consent to, or for which the child is not developmentally prepared and cannot give consent, or 
that violates the laws or social taboos of society. Child sexual abuse is evidenced by this activity between 
a child and an adult or another child who by age or development is in a relationship of responsibility, trust or 
power, the activity being intended to gratify or satisfy the needs of the other person.”94 
 

94 World Health Organization (n.d.). Retrieved Oct 14, 2020 from https://www.who.int/violence_injury_prevention/resources/
publications/en/guidelines_chap7.pdf
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d. Prevalence of Sexual Abuse 

Globally, girls are up to three times more likely than boys to experience sexual violence. The majority of 
violators are men. Studies in 21 countries found that 7 - 36% of women and 3 - 29% of men reported 
being sexually victimised during childhood.95 Most of the abuse happened within the family. In conflict 
zones, the prevalence rates are much higher. Children who are especially vulnerable include: 
 

• Those with physical or mental disabilities 

• Children that are internally displaced or refugees/migrants 

• Those that are separated from their families and caregivers 

• Children who live on the streets, in a residential care centre or in abusive households 
 

In Malawi, one in five girls and one in seven boys are estimated to be sexually abused during childhood.96 

What about Boys?  

Boys are abused at a lower rate than girls, but it is still very significant. Most abuse occurs within the family 
circle, but pornography and prostitution rings exploit boys. Some missing children or children on the streets 
are vulnerable. The majority are abused by male adults, but some are abused by male children/adolescents 
and female adults. 

Sexual abuse does NOT cause a boy to become homosexual. The opposite is commonly believed, and 
this adds to the stigma of boys being sexually abused. Other barriers to boys receiving help include 
social stigma (including the fear of being labelled homosexual) and issues related to the social definition 
of masculinity and the lack of services offered to male victims. Male survivors have the same needs as 
female child survivors—they need to feel safe, cared for, believed, encouraged and assured that seeking 
help is the right thing. 

Boy survivors don’t always prefer to talk to male service providers. It should never be assumed that a boy 
or girl will feel more comfortable speaking with a service provider of his or her gender. Rather, children 
should ideally be offered a choice of male or female service provider. 

Child on Child Sexual Abuse 

Child-on-child sexual abuse is a form of child sexual abuse in which a prepubescent child is sexually abused 
by one or more other children or adolescents. No adult is directly involved. It is different from normative 
sexual curiosity or play in that the victim seldom understands the sexual motivation of the perpetrator. 
Unfortunately, the prevalence of this form of sexual abuse is not well known, but some studies have shed 
light on some dynamics.97 Some children, especially younger children, may not understand that their 
forceful sexual actions toward another child are harmful. Some children who commit sexual abuse have 
been abused in some way themselves. Their behaviour is often described as ‘sexually reactive’ rather than 
sexually abusive, as they act out as a result of their personal experiences. It is important for children who 
are perpetrators of sexual abuse also to be offered psychosocial support and rehabilitation services. While 
most children who have been sexually abused never sexually harm another child, without treatment, they 
may be more vulnerable to and confused about what is considered inappropriate behaviour. 
 

95  Kaliray, P. & Drife, J. (2014). The Obstetrician and Gynaecologist, 6: 209-214.

96 UNICEF Malawi (n.d.). retrieved Oct 14, 2020 from https://www.unicef.org/malawi/protecting-children-violence-
everyones-responsibility.

97 See, e.g. Shaw, J.A., et al. (2000). Child on child sexual abuse: Psychological perspectives. Child Abuse & Neglect 24 
(12), 1591-1600.
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e. Disclosure Time Lag 

Most sexual abuse victims do not tell right away after the abuse has occurred. There are many reasons for 
this, and they are important to understand in child protection work. These include: 
 

• Fear of physical harm: Often, perpetrators threaten harm to the victim or victim’s family if they tell 
 

• Fear of being taken away 

• Fear of shaming their family, or involving outside authorities 

• Fear of being blamed (victims often feel guilty) 

• Fear of not being believed by family, religious/community leaders. The perpetrator often instills 
this fear in the victim 

• Manipulation by the Perpetrator: The abuser may trick or bribe the child in exchange for non-
disclosure. The perpetrator may convince the child that she seduced him, or that she is to blame  

• Self-blame. Child may feel she should have stopped it. In no case is a child ever responsible for 
the sexual abuse they experience! 

• Protection of the perpetrator, especially is the child or her family is close to him 

• Age: very young children may not realise they have experienced abuse, especially if the 
abuser is someone they know and trust. Some are too young or developmentally limited to 
disclose the abuse 

• Physical or mental disability: Children may be unable to disclose the abuse if they are unable to 
speak to or otherwise reach out to a service provider 
 

The reluctance to tell is so great that it is estimated that only a small portion of victims come forward. It is 
also not surprising for them to recant or change the report due to these dynamics. In the Malawian context, 
some of these have a powerful influence on the victim, delaying disclosure or avoiding it altogether. 

f. Impact of Sexual Abuse 

The severity of the impact depends on many factors, such as who the perpetrator is, the degree of 
violence involved, the duration of the abuse, the disclosure experience, and what happens after the abuse. 
Generally, the effects are worse if the perpetrator is a parent, step-parent or trusted adult rather than a 
stranger. Their trust in adults will suffer. If serious violence is involved, the more serious the emotional 
and health consequences. The longer the abuse goes on, the more serious the emotional and health 
consequences, often lasting a lifetime. The response at the time of disclosure is critical. Doubting, ignoring, 
blaming and shaming responses can be extremely damaging–in some cases, even more than the abuse 
itself. If a child receives care and help, they will suffer less. Suppose a child is blamed and shamed by the 
community or family or does not receive help. In that case, this will impact a child’s ability to heal, feel safe, 
and experience normal developmental patterns. 
 

g. Common Signs and Symptoms, by Age Group 

The common signs and symptoms of sexual abuse need to be examined by developmental stages. 
However, it should be noted that these signs alone do not confirm that abuse has occurred. A child 
suspected of having been abused should be medically examined and interviewed by specially trained child 
psychologists or clinical social workers.   
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For children 0-5 years of age, the signs and symptoms include:  
 

• Crying, whimpering, screaming more 
than usual 

• Clinging or unusually attaching themselves 
to caregivers, and refusing to leave 
safe places 

• Difficulty sleeping or sleeping constantly 

• Losing the ability to converse, losing 
bladder control, and other developmental 
regression 

• Displaying knowledge or interest in sexual 
acts that are inappropriate to their age 
 
 

For children 6-9 years of age, the symptoms are likely to include:  
 

• Similar reactions to children ages 0-5. 
They may also display one or more of the 
following:  

• Fear of particular people, places or 
activities, or of being attacked 

• Behaving like a baby (wetting the bed or 
wanting parents to dress them) 

• Suddenly refusing to go to school 

• Touching their private parts excessively, or 
sexual acting out  

• Having sexual knowledge that is 
inappropriate for their age 

• Avoiding family and friends or generally 
keeping to themselves  

• Refusing to eat or wanting to eat 
all the time 
 

For children 10 and older, the signs may include:  
 

• Depression (chronic sadness), crying or 
emotional numbness  

• Nightmares (bad dreams) or sleep disorders  

• Problems in school or avoidance of school  

• Displaying anger or expressing difficulties 
with peer relationships, fighting with 
people, disobeying or disrespecting 
authority  

• Displaying avoidance behaviour, including 
withdrawal from family and friends  

• Self-destructive behaviour (drugs, alcohol, 
self-inflicted injuries), and changes in school 
performance  

• Exhibiting eating problems, such as eating 
all the time or not wanting to eat  

• Suicidal thoughts or tendencies  

• Talking about abuse, experiencing 
flashbacks of abuse 

h. Assisting Child Survivors of Sexual Abuse: Using SNAP 

Child survivors of sexual abuse have both emergency intervention needs and on-going needs. The SNAP 
formula is helpful in thinking through their needs and establishing a course of action. 

Safety and Health: On the emergency end, the survivor needs immediate assistance with physical and 
emotional safety and access to medical and health care. They need to be in a place that is both physically 
and emotionally safe, such as VSU. Also, at the time of their initial visit to the doctor, medico-legal evidence 
may be gathered for use in a criminal case against the perpetrator. This should be done by trained medical 
personnel who also understand the care with which they need to conduct the exams and can work closely 
with the social service personnel to protect the child’s best interest.  
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Nurturing Relationship: The child needs the support of their attachment figures and other supportive 
adults who understand their feelings about the abuse and help them cope with post-traumatic stress 
symptoms that surface.  

Age-appropriate Activities and Routines: The survivor needs to return to normal activities as a child, as 
part of their recovery. They will need to attend school, engage in recreation and relaxation, and contribute to 
their household in a balanced way.  

Psychosocial Support and Rehabilitation: The survivor is likely to need both support and psychological 
rehabilitation. The support can come from family members, friends, teachers, and neighbours. Trained 
specialists will provide psychological rehabilitation. The survivor will need psychosocial support for the 
duration of the criminal case against the perpetrator. This will also require working with legal specialists 
while continuing to ensure that she is receiving psychological rehabilitation.  
 

i. Working with Child Survivors of Sexual Abuse at VSUs

VSUs are a haven for child survivors of sexual abuse, where they can expect to receive a multitude of 
services to meet their needs. While VSUs cannot meet all of their ongoing SNAP needs, much can be 
done to serve their most immediate needs. Those who provide social services at VSUs can ensure that 
these services are provided competently and compassionately. Figure 36 is a depiction of the services that 
should be provided at VSUs. 

Figure 36: Working within the VSUs with Child Survivors of Sexual Abuse
 
 

j. The Need to Work with Communities
 
Sexual abuse often results in stigma against the victim. This is very unfair but, unfortunately, very common 
and poses a major barrier to victims accessing help. The victim’s family can feel ashamed and try to hide 
the problem rather than get help for their child. Having a resource that they can have confidence in, helping 
their child, and maintaining their privacy is extremely important. 

Collaborating with community organisations and leadership to creating an enabling environment where 
victims and their families can safely seek assistance is an important responsibility of CPWs. 

At the same time, sensitising and mobilising the community against the threat of child sexual abuse, 
advocating for social norms change, and increasing services for children are all essential work for CPWs.  
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48) Mental Health and Psychosocial Support 
 
a. Introduction
 
The role of parental mental health in child protection is not discussed very often, but it has a heavy 
bearing on the lives of children. This section is designed to sensitise the social service community on the 
connection between parental mental health and child protection, ways to detect (not diagnose) common 
mental disorders for referral purposes, and to understand how to apply the IASC model of mental health 
and psychosocial support to vulnerable families. The connection between mental health in children and 
child development is briefly addressed. 
 
 
b. Definition of Mental Health and Psychosocial Wellbeing
 
The WHO defines mental health as “a state of wellbeing in which every individual realises his or her 
potential, can cope with the normal stresses of life, can work productively and fruitfully, and can contribute 
to her or his community.”98 

 
Psychosocial wellbeing is a related concept that includes mental health and an overall sense of wellbeing 
based on biological, psychological, social, and environmental factors. It includes psychological wellbeing 
such as a subjective sense of wellbeing, self-efficacy (believing in one’s ability to reach goals), autonomy 
(sense of independence), competence (feeling of being able to do something well), and belief one can 
achieve their potential. While most people do not have a diagnosable mental illness, most people need 
psychosocial support to feel less alone and vulnerable in difficult times. Key challenges to psychosocial 
wellbeing include rapid social change, migration, unemployment, poverty, and changes in traditional 
values.99

 

c. Role of CPWs with Mental Health
 
CPWs and others who are not specially trained in mental health should recognise the limitations of their 
knowledge and skills in working with people with mental illness. The role of CPWs regarding mental 
illness is to have enough training to detect mental health issues in caregivers, in children and adolescents, 
recognise and document some of the most pronounced symptoms to relay to specialists, and provide 
basic psychosocial services to help connect them to greater support mechanisms. The CPW can also 
begin the case management process, make home visits engage in active listening and problem solving, 
stabilising crises, and always refer to specialists. 
 
 
d. Common Determinants of Mental Health 
 
Mental health is influenced by many factors, and risk factors can compromise mental health. These risk 
factors include social/ecological risk factors, biological/individual risk factors, and psychological risk factors. 

Social/Ecological Risk Factors include: 

98 WHO (2014). https://www.who.int/features/factfiles/mental_health/en/

99 Overseas Development Institute & UNICEF Viet Nam, 2011.

• Violence, conflict 

• Sexual abuse –most prominent factor 

• Domestic violence  

• Emergencies, disasters 

• Persistent socio-economic pressures 
(chronic poverty) 

• Rapid social change (e.g. migration) 

• Stressful work conditions 

• Gender-based discrimination 

• Social Exclusion/minority status 

• Other human rights violations
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Biological/Individual Risk Factors 
 

100  Wachs, T.D., Black, M.M. & Engle, P.L. (2009). Maternal depression: A global threat to children’s health, development,  
and behaviour and to human rights. Child Development 3 (1), 51-59; Nguyen, D.T. et al. (2013). Depression, anxiety, and suicidal 
ideation among Vietnamese secondary school students and proposed solutions: A cross-sectional study. BMC Public health, 17 
December, 2013. https://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-13-1195?optIn=false

101 Kauye, F. & Mafuta, C. (2007). Management of mental health services in  
Malawi. https://www.google.com/search?q=Malawi+national+mental+health+policy&rlz=1C1CHBH_enUS829US829&oq 
=Malawi+national+mental+health+policy&aqs=chrome..69i57j33i22i29i30l7.6871j0j15&sourceid=chrome&ie=UTF-8 

102 Crabb, J., et al. (2012). Attitudes towards mental illness in Malawi: A cross sectional survey. BMC Public Health,  
23 July 2012. https://link.springer.com/article/10.1186/1471-2458-12-541

• Genetic predisposition (e.g. schizophrenia) 

• Unhealthy lifestyle 

• Physical illness (HIV/AIDS, others) 

• Substance abuse 
 

Psychological Risk Factors 
 

• Personality style (Internalising/externalising) 

• Abuse/neglect history 

• Attachment history 

• History of exposure to ACEs
 

e. Most Common Forms of Mental Disorders 
 
The most common forms of mental disorders globally include unipolar depressive disorder, generalised 
anxiety disorder, and PTSD. Among women, post-partum depression (after giving birth) and internalising 
stress, anxiety, anger, and grief are very common. These contribute to greater health risks, with a greater 
impact on children. Domestic violence and other forms of GBV are major contributing factors to women’s 
mental health. Mental disorders are more prevalent in low-income countries than in higher-income 
countries, and mothers’ mental health plays a large role in children’s wellbeing.100 These have relevance to 
the quality of care children receive in Malawi.
 

e-1. Mental Health in Malawi
 
There is limited research on mental health in Malawi, but a study by Kauye and Mafuta (2007)101 found 
that the most common reasons for being admitted to the Zomba Hospital included schizophrenia, bipolar 
disorders, intellectual disability, epilepsy, substance-related episodes, and HIV/AIDS-related conditions. 
These findings suggest that mental health knowledge and treatment are at nascent stages in Malawi, as 
people with medical and developmental disabilities are being lumped with mental disorders. There are also 
many misconceptions and stigma attached to mental illness in Malawi, as research by Crabb et al. (2012)102 
found, 96% believed that alcohol misuse caused mental illness, 83% believed that being possessed by 
an evil spirit caused mental illness, 22% believed that God was punishing them, and 93% believed that 
the mentally ill had a brain disease. This information is a narrow glimpse of Malawi’s overall belief that the 
mentally ill bring it upon themselves and almost total lack of recognition that social structural issues, such 
as GBV and lack of preventative services as contributors, leading to severe stigmatisation of mental illness. 
 
 
f. The Impact of Parental Mental Health on Children
 
Parent’s mental health can have a major impact on the wellbeing of children, as explained below and as 
shown in Figure 36. Ensuring that parents and other caregivers to children are provided with psychosocial 
services and mental health treatment where needed is good practice.
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103 Nguyen, D.T. et al. (2013). Depression, anxiety, and suicidal ideation among Vietnamese secondary school students and 
proposed solutions: A cross-sectional study. BMC Public Health, 17 December, 2013. https://bmcpublichealth.biomedcentral.
com/articles/10.1186/1471-2458-13-1195?optIn=false

104 Huang, K.Y., Abura, G, & Nakigudde, J. Parental depression and associations with parenting and children’s physical and mental 
health in a sub-Saharan African setting. Child Psychiatry & Human Development. 48(4), 517-527.

105 Lovejoy, M.C., Graczyk, P.A., O’Hare, E., Neuman, G. (2000). Maternal depression and parenting behaviour: A meta-analytic 
review. Clinical Psychology Review 20 (5), 561-592.

106 Huang, K.Y., Abura, G, & Nakigudde, J. Parental depression and associations with parenting and children’s physical and mental 
health in a sub-Saharan African setting. Child Psychiatry & Human Development. 48(4), 517-527.

107 Wachs, T.D., Black, M.M. & Engle, P.L. (2009). Maternal depression: A global threat to children’s health, development, and 
behaviour and to human rights. Child Development 3 (1), 51-59.

108 Radke-Yarrow, M., Cummings, M., Kuczynski, L, & Chapman, M. (1985). Patterns of attachment in two-and three- year-olds in 
normal families and families with parental depression. Child Development 56 (4), 884-893.

109 Metsapelto et al, (2015). Developmental dynamics between children’s externalizing problems, task-avoidant behaviour, and 
academic performance in early school years: A 4-year follow up. Journal of Educational Psychology 107 (1), 246-257.

 
Health: poorer health outcomes for children, such as increased malnutrition, stunting, respiratory disease, 
accidents, lack of proper medical care.103  

Behavior: Greater mental health and behavioural problems, conduct problems, peer problems, poor 
emotional regulation and less prosocial behaviours, communication problems, higher school absenteeism, 
dropout, and educational attainment.104, 105 

Attachment: Poor care-giving106 by mothers who suffer from depression is strongly linked with insecure 
attachment in children.107 The insecure attachment is more pronounced when mothers are single.108  

Anxiety and Depression: Paternal mental illness is also linked with children’s behavioural problems, 
anxiety and depression in adolescence and adulthood.109 

Poor Health  
(stunting, more diseases)

Mental Health Issues 
(dispersion, anxiety)

Behavioral and Academic problems

Attachment and 
Relationship Difficulties

Parental  
Mental Health  

on Children
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110 American Psychiatric Association (n.d.) What Is Depression? (psychiatry.org)

111 American Psychiatric Association, DSM 5.

 

g. Detecting the Most common Forms of Mental Disorders
 
Due to the limited role of CPWs in dealing with mental health, this sub-section will focus only on detecting 
Depressive Disorder, Generalized Anxiety Disorder, and PTSD, which are the most common forms of 
mental disorders globally, and are particularly found at higher rates among women. Again, the CPW 
is cautioned that the knowledge here is not enough to diagnose any mental illness, but it may help in 
detecting these mental disorders and referring them to specialists.  
 

g-1: Detecting Depressive Disorder110 

At least five of the following ten symptoms for the past two weeks: 
 

1. Feeling sad or having a depressed mood 

2. Loss of interest or pleasure in 
activities once enjoyed 

3. Changes in appetite — weight loss or gain 
unrelated to dieting 

4. Trouble sleeping or sleeping too much 

5. Loss of energy or increased fatigue 

6. Increase in purposeless physical activity 
(e.g. inability to sit still, pacing, hand-
wringing) or slowed movements or speech 
(these actions must be severe enough to 
be observable by others) 

7. Feeling worthless or guilty 

8. Difficulty thinking, concentrating or 
making decisions 

9. Thoughts of death or suicide 
 

g-2: Detecting Generalized Anxiety Disorder111 
 

1. Excessive worrying—severe, intrusive, difficult to concentrate, occurring on more days than not 
during the past six months.  

2. Person finds it hard to control the worrying.  

3. Anxiety and worry are associated with three or more of the following symptoms on more days 
than not for the past six months (only one required in children): 

• Restlessness, feeling keyed up or on edge 

• Being easily fatigued 

• Difficulty concentrating or mind going blank 

• Irritability 

• Muscle tension 

• Sleep disturbance (difficulty falling asleep or staying asleep, restless/unsatisfying sleep)  

4. The anxiety, worry, or physical symptoms cause clinically significant distress or impairment in 
social, occupational, or other important areas of functioning. 

5. The problems are not due to the physical effects of medication, drug, or other medical condition.  
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g-3. Detecting Post-Traumatic Stress Disorder: 

 
1. Person has been exposed to actual or threatened death, serious injury, or sexual violence in one 

(or more) of the following ways: 
 

• Directly experiencing traumatic event(s) 

• Witnessing event occur to others 

• Learning of traumatic/violent event occurring to close family member or friend 

• Experiencing repeated or extreme exposure to details of traumatic event (e.g. child abuse, 
traumatic separation)—but not through electronic media 
 

2. One or more of intrusion symptoms related to the event (more than 1 month). 
 

• Recurrent, involuntary, intrusive distressing memories of the event 

• Recurrent dreams (nightmares) 

• Flashbacks—as if experiencing the event now (mild to severe) 

• Intense distress as exposure to cues that symbolize or resemble parts of event 

• Marked physiological reactions to cues that resemble parts of event 
 

3. Avoiding memories, thoughts, or feelings about the event. Avoiding people, places, 
conversations, activities, objects, situations that remind them of the event (1 month or more). 

4. Negative alterations in remembering facts and feelings about the event, evidenced by two (or 
more) of the following (for more than one month): 
 

• Loss of memory about important aspects of the event 

• Persistent and exaggerated negative beliefs or expectations about oneself, others, or the world 

• Persistent, distorted beliefs about the cause or consequences of the event, that lead to self- or 
other-blame for the event 

• Persistent negative emotional state (fear, horror, anger, guilt, or shame) 

• Diminished interest or participation in significant activities 

• Feelings of detachment or estrangement from others 

• Persistent inability to experience positive emotions (happiness, satisfaction, or love) 
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5. Two or more of the following (for more than one month): 
 

• Irritable behaviour and angry outbursts (with little or no provocation) 

• Reckless or self-destructive behaviour 

• Hypervigilance (on the look-out) 

• Exaggerated startle response 

• Problems with concentration 

• Sleep disturbances 
 

6. Significant impairment in social, occupational, or other important area of functioning. 

7. Symptoms are not due to substance or medical condition.
 

h. Psychosocial Support: the IASC model
 
Recognising the widespread need for psychosocial support, the Inter-Agency Standing Committee on 
Mental Health established the Pyramid of Multi-Layered Services and Supported as a guiding framework. 
Those working with people facing mental health crises, such as during crises such as violence, a natural 
disaster, conflict, or pandemic, are to use the framework to guide their work. Similar to Maslow’s Hierarchy 
of Needs and the SNAP model, the pyramid starts with ensuring basic services and security and then looks 
at community and family supports, then non-specialised services, and finally, specialised mental health 
services where it may be needed. This is consistent with what has been introduced thus far in this unit. 
Each level is explained in more detail below the figure.
 

Figure 37: IASC Model of Psychosocial Support 

Specialised Services 

Focused non-specialised services 

Community and family supports 

Basic Services and Security

h-1:  Providing Security and Basic Services 
 
Security (physical and psychological) is a major issue for victims and survivors of sexual or physical abuse, 
victims and survivors of domestic violence, refugees and unaccompanied children, children on the streets 
and in hazardous forms of child labour, child victims of crime, child witnesses, and minority groups subject 
to violence and displacement. Collaboration is often necessary to provide security and safety and may 
involve victim shelters, rescue centres, police, neighbourhood watch groups, and advocacy groups. Basic 
Services include access to food, shelter, water, basic health care, and education, based on individual 
assessment of needs as part of the Case Management process or upon community assessment of need. 
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h-2.  Linking to Community and Family Supports 

At this level, psychosocial service may include:  
 

112 The Sphere Handbook (2018). The Sphere Handbook 2018 | Sphere (spherestandards.org)

113 Rebar, A.L. & Taylor, A. (2017). Physical activity and mental health; It is more than just a prescription. Mental Health and 
Physical Activity 13, 77-82.

114 The term “psychological first aid” is used here in the IASC framework, and is widely understood to mean non-specialized, 
emergency assistance provided by non-specialists. Because of the potential to confuse and even contribute to over-stepping by 
non-specialists, this manual uses the term “psychosocial first aid”. The list of functions certainly reflect psychosocial support, 
not any level of psychological treatment. 

• Seeking extended family support –financial, 
childcare, housing, emotional support 

• Creating safe places within the 
community112  

• Physical activity and sports can enhance 
mental health, for both adults and children/
youth.113 Link with organisations providing 
such activities  

• Shared group activity builds social 
support. Social isolation is a major risk 
factor in psychosocial wellbeing in adults 
and children  

• Group talk sessions to share experiences 
and feelings may help people who share 
common challenges—e.g. parents with 
children who have disabilities, adolescents 
who are being bullied, etc. But these need 
to be kept fairly casual without a trained 
professional.  

• Connecting to one’s faith community  

• For separated children, reunification or 
reintegration with family when feasible and 
in the child’s best interest 

 

h-3. Focused, Non-specialized Supports 

This level of service can be provided by trained staff, such as CPWs.  
 

• Psychological first aid114  

• Case management and referral services 

• Basic counselling, problem-solving skills 

• Parenting skills coaching, role modeling and advice, also in group settings 

• Group interpersonal psychotherapy (not appropriate for CPWs)  

• NOT appropriate for serious, chronic mental disorders and psychiatric illnesses that need to be 
referred to specialists (see next slide) 

 

• Contact, engagement—listening 
carefully, building trust 

• Safety and comfort—physical and 
emotional  

• Stabilisation (if needed)—to calm and 
orient emotionally overwhelmed survivor 

• Information gathering on current needs 
and concerns

• Practical assistance to address 
immediate needs and concerns 

• Connection with social supports—family, 
friends, community resources 

• Information on coping—how to deal with 
stress, promote adaptive functioning 

• Linkages with services—for now or in 
the future 
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h-4: Specialised Services (only for highly trained mental health experts) 
 

• Refer to them for serious forms of mental illness for which psychosocial supports are not enough.  

• Maybe available for a small number of people, but access to psychiatric or psychological 
service very limited. Psychiatric nurses, clinical social workers may be able to do assessments 
and treatment, but only medical doctors and psychiatric nurses can prescribe psychotropic 
medications. 
  

• People with serious mental illness can pose a danger to themselves or others. In severe cases 
they may need to be hospitalized. Ensure that there is a system in your district for this process 
and SOPs. Know your role and how to collaborate.  

 
 
i. Mental Health and Child Development115 

An estimated 10-20% of children and adolescents have mental, emotional or behavioural disorders 
worldwide. Depression and anxiety are common (29% boys, 54% girls) (Eyre & Thapar, 2014). Suicide is 
the second most common cause of death among young people globally. Half of all mental illnesses begin 
by the age of 14 and ¾ by the mid-’20s—60% continuation rate into adulthood (Eyre & Thapar, 2014). 
Prevention and early treatment are critical. Developmental disabilities appear by age 22. These include 
Down’s Syndrome, autism spectrum disorder (ASD), and intellectual developmental disability. 

No specific mental health information on children and adolescents in Malawi was found. However, due to 
the high rates of child maltreatment, including bullying, and lack of preventative or responsive services, the 
prevalence may be high for various forms of mental disorders. If left untreated, poor mental health severely 
influences children’s development, educational attainments, occupational capacity, and lifelong health. 
They can experience stigma, isolation and discrimination, lack of access to health care and educational 
facilities—all in violation of their rights. 

The WHOs 2013-2020 Comprehensive Mental Health Action Plan116 focuses on developmental aspects 
of mental health, such as building a positive sense of identity, managing thoughts and emotions, building 
social relationships, and learning and acquiring an education. Based on this global strategy, community-
level actors in Malawi may be able to focus on the following approaches to building good mental health in 
children and youth:  
 

1. Helping to build positive sense of identity 

• Keep them in the family and community - support families  

• Allow participation in beneficial cultural activities 

• Appreciate their individuality - encourage participation 

2. Ability to manage thoughts and emotions 

• Protect them from abuse, neglect, violence and trauma by separation 

• Promote positive parenting skills, positive discipline methods 

115 Most information is from WHO website.

116 World Health Organization (2013). Draft Comprehensive Mental Health Action Plan 2013-2020. Microsoft Word - A66_10Rev1-
en.docx (who.int). See also Saxena, S., Funk, M., & Chisholm, D. (June 08, 2013). World Health Assembly adopts 
Comprehensive Mental Health Action Plan 2013-2020. The Lancet, 381 (9882), 1970-1971. 



Reference Manual For 
Child Protection Workers185

117 Karram, 2015 as quoted in Malawi Interfaith AIDS Association (MIAA) and Church of Central African Presbyterian (CCAP) 
Nkhoma Synod, 2018. Mapping of marriages officiated in Nkhoma Synod Congregations.

118 UNICEF and GoM (2019). Budget Scoping on Interventions to End Child Marriage.

3. Build social relationships 

• Help build good peer relationships 

• Prevent or deal with bullying in 
the community 

• Create safe spaces where children and 
youth can engage in social activities 

4. Aptitude to learn and acquire an education 

• Keep them in ECD, and in school 

5. Support them with academic work, provide 
tutoring, encourage learning

 
 
 

Though not yet a topic of mainstream discussion in Malawi, mental health is a huge force behind child 
wellbeing and child protection. Parents with good mental health are more nurturing, more resourceful, and 
benefit from intervention efforts such as case management and parenting skills courses. Children’s mental 
health also needs to be promoted and protected for their own future and the future of society. 

49) Child Marriages: Case Management and Community Collaboration
 
 
a. Introduction  

Child Marriage is the formal or informal union or partnership between a child ((below the age of 18) and an 
adult or another child. Child marriage has been well recognised as a child protection issue in Malawi. It is 
also illegal, with serious criminal consequences under the Constitution of Malawi. Many governments and 
civil society organisations have denounced this practice and have recognised the negative impact on the 
child and society. For example, a consortium of faith-based organisation has pointed out: “Marrying girls 
under 18 years old is rooted in gender discrimination, encouraging early and continuous child bearing and 
giving preference to boys’ education. Child marriage is also a strategy for economic survival as families 
marry off their daughters at an early age to reduce their economic burden.”117

This section examines this threat of child marriage, from risk factors to application of the knowledge in 
case management.
  

b. Prevalence in Malawi 

According to UNICEF (2019),118 42% of girls were married before age 18, with 12% marrying below age 15, 
while 7% of boys married before age 18;  and 29% of girls aged 15-19 were already mothers or pregnant 
with their first child. Rural girls are 1.6 times more likely to marry early than urban girls, and Southern region 
has higher rates than other regions.  
 

c. Driving Forces Behind Child Marriage 

There are many driving forces behind child marriage, the most prominent of which are: 
 

1. Poverty: Children from impoverished families are twice as likely to marry. Three of the five 
poorest Districts (Phalombe, Mulanje and Machinga) have highest child marriage rates (68 %, 
62%, 60% respectively). 
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2. Gender Inequalities: Girl with secondary education is three times less likely to marry, while 
women with no education marry 7.2 years earlier than women with secondary education or more. 
Child pregnancy is a major contributing factor.  

3. Humanitarian Crises: During such crises, girls marry in exchange for aid, protection and, 
security. Often, families caught up in such crises have no means of accessing basic necessities.  

4. Harmful social norms, cultural and religious beliefs: These play a large role in child 
marriage, including:  

• Intergenerational patterns 

• Traditional initiation practices leading to 
early sexual debut and pregnancy 

• Gender-based norms about the 
development and social roles of children 
 

• Perception of girls as a either a burden or 
an asset to be used in trade and bargain 

• Attitudes that girls and women are 
subordinate to men in the family 

• Disrespect for the wishes and 
developmental needs of the girl 

1. Are less likely to complete primary and 
secondary school. 

2. Are more like to experience 
unwanted pregnancies.  

3. Five times more likely to die in childbirth 
than grown women. 

•  Childbirth is a leading cause of death for 
girls aged 15-19 in developing countries 

4. Have more children, higher chance of 
infant mortality and malnutrition among 
their children. 

119 African Union (2015), UNICEF Malawi (2018).

5. Peer and social pressure: Parents often push girls into marriage, and in some cultures there is 
social status associated with marriage. 

6. Weak enforcement of laws.
  

d. Consequences of Child Marriage119 

Girls who marry before age 18 can experience devastating consequences, including:  
 

5. Are more likely to remain poor. 

6. Very likely to face serious and life-
threatening health problems including 
obstetric fistula, HIV/AIDS and other STDs. 

7. At greater risk of death or injury in childbirth 
with complications from pregnancy 
and childbirth.  

8. 82.8% of married girls reported husbands 
as perpetrators of physical abuse. 

9. Poor decision making, self-esteem, social 
marginalisation.

 

At the macro societal level, child marriage can add 27% more burden on the gross domestic product, less 
educated citizenry leads to reduced productivity, while high fertility rates lead to rapid population growth 
with all the demands to support them. For all of the above reasons, child marriage violates girls’ human 
rights and negatively impacts the wellbeing at both individual and national levels. It is well established that 
when a girl delays marriage, all of the society benefits. 
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e. Malawi’s National Strategy to End Child Marriage 

Malawi has developed a national strategy to end child marriage, as shown in Table 14, and identified 
primary secondary participants in implementing the strategy.  

e-1. Objectives of the Strategy 
 

Table 14: Main Objectives of the National Strategy to End Child Marriage

 

Objective 1 • To facilitate a positive change in the cultural norms, attitudes, behaviour, 
beliefs and practices that support and promote child marriage

Objective 2 • To increase access to quality, equitable and relevant education

Objective 3 • To increase access to comprehensive sexuality education and SRH 
information and services for adolescent girls and boys

Objective 4 • To facilitate a positive change in the cultural norms, attitudes, behaviour, 
beliefs and practices that support and promote child marriage

Objective 5
• To increase access to quality, equitable and relevant education
• To increase access to comprehensive sexuality education and SRH 

information and services for adolescent girls and boys

Objective 6
• To strengthen multi-sectoral implementation and coordination 

mechanisms and monitoring and evaluation structures for 
ending child marriage

e-2. Implementing the Strategy: Primary and Secondary Participants

Primary participants are recognised as vulnerable girls (including those already married, withdrawn 
from marriage, or at risk of getting married), parents, guardians, and relatives, men and boys who help 
perpetuate and are affected by child marriage, and child peer groups. 

Secondary Participants are identified as religious, community, traditional and cultural leaders, policymakers, 
school administrators and teachers. Also included in this group are local government officers, police/law 
enforcement, social workers, CPW, health workers, and the judiciary. 
 
 
f. Working with Child Marriage Cases 

Working with children involved in child marriages takes a well-developed set of knowledge and skills. 
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f-1: Emergency Cases

At the onset, who are the children at greatest child protection risk due to child marriage?120  These are:  
 

120 Adapted from Kurdistan Region of Iraq (KRI). 2015. Interagency Guidance Note: Prevention and Response to Child Marriage.

• Child is below 15 years of age 

• Child who is married and experiencing 
abuse, violence, exploitation, neglect 

• Child at risk of committing suicide or 
engaging in substance abuse because of 
forced marriage 

• Child who became pregnant as a 
result of rape 

• Unaccompanied or separated child  

• Child engaged to be married 
within 48 hours 
 

These cases should be considered emergencies, and responded to within 24 hours of receiving the report 
of threat. 
 

f-2. Case Management with Children Anticipating Marriage

Overall Approach: Priority at this stage is to DELAY the marriage. Remember that being engaged is not 
against the law, so it is not reportable yet. However, since child marriage is a child protection issue, the 
child is at RISK of a child protection violation (child marriage), so she is entitled to CPCM services. 

The child’s physical and emotional safety must be upheld throughout the process. It must be remembered 
that unwanted intervention can lead to harm to the child and needs to be managed with care. DO NO 
HARM. For one thing, the consent of the child is necessary to be involved in case management services. 
Parents’ or guardians’ consent is also necessary. However, no consent is necessary when the caregiver is 
the perpetrator, is complicit in the abuse, or cannot be identified (e.g. unaccompanied minors). The Best 
Interest of the Child is the rule. It would be best if you weighed the positive and negative consequences of 
intervention. 

Your first step is to explain your legal responsibility to inform the child, proposed spouse, and families of 
the law and the consequences of violating that law, whether the marriage is formal or informal. Explain that 
you want to work with them and protect them all from the legal sanctions. They should understand that 
the reporting requirement will be triggered if they go ahead with the marriage. They must also understand 
that you are not the police or court, and your role is to assist the child in making an informed choice and 
providing her with support. 

Background Information to Collect: Pre-assessment background information to know include: 

1. How the child feels about the marriage and 
what kind of support s/he needs.  

2. Age and maturity of the child to form an 
opinion about the proposed marriage.  

3. Age difference between the child 
and the fiancé.  

4. Signs of abuse, neglect, exploitation or 
violence, and any signs of false promise or 
deceit; or threats of such. 

5. Duration of the relationship and 
circumstances surrounding the 
proposed marriage. 

6. People who have power and influence 
about the marriage, even those who don’t 
live with the child or intended spouse. 
Their power can be used to protect the 
child, or the child must be protected from 
their power depending on if they are 
willing to serve the child’s best interest 
under the law.   
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7. Possible pregnancy, related stigma, health care needs. 

8. Whether the marriage will be formal or informal, or if the girl will be the only wife (e.g. 
entitlement to certain benefits, etc.).  

9. Possible risks and consequences for the child if the marriage is delayed or cancelled.  

10. National legislation relating to the age of marriage and separation/divorce (in country of origin, 
asylum and potential country of resettlement).  

11. Existing support for the child. Must be people who can stand up to those with the power in the 
family system or community.   
 

Formal Assessment of Child: The SNAP formula is well adapted to conducting an assessment of a child 
anticipating marriage.   
 

1. Safety, Health and Survival 

• Is child marrying to escape child 
protection issues at current home? 

• Is the child in danger of abuse or 
exploitation if she refuses to marry? 

• Does the child have the ability and 
mental health to understand the 
short and long term consequences of 
this marriage? 

• Has she been provided with all the 
medical and health evidence concerning 
child marriage?  
 

• Is the child choosing or agreeing to 
marry simply for her own survival or that 
of her family?  

• If she already has a child or children, is 
she marrying for their survival? 

• Is she a suicide risk?   

2. Nurturing Relationships 

• Who are the decision makers in the 
child’s life? Must identify and use their 
power for the child, or protect the child 
from it through the courts. 

• Does the child have at least one reliable 
adult to trust and depend on?  

• Is the child marrying to fulfill an unmet 
need for adult caring? 

• Will the child be able to continue in the 
relationships with her family of origin?  

3. Age-appropriate Activities 
 

• Will the child be able to continue her education after marriage? 

• Will the child be able to manage all of the responsibilities of her marriage, possible 
parenthood, and extended household duties? 

• Will the child be able to continue her peer relationships and activities?  
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4. Psychosocial Support and Rehabilitation  

• What does she need in this area?  

• Has she had treatment for any history of victimization (rape, sexual abuse, etc)? 

• Is she in need of mental health support and treatment?   

• Are there peer support groups that could help?
 

f-3. Case Management with Children who are Already Married

The 2017 Amendment to the Constitution changing the marriage age to 18 is not retroactively applied. In 
other words, it DOES NOT criminalise marriage that took place before that date. Therefore, children married 
before 2017 are not able to be ‘withdrawn’ legally. BUT, if the child is still under 18, it is still a violation of a 
child’s right, and case management is appropriate. 

You must carefully apply and balance the self-determination, child participation, and the best interest of 
the child principles. Self-determination and child participation principles are closely related and refer to the 
child’s opinion regarding what should be done. This will take time, information, expertise, and patience. 
(Refer back to Assessment of Capacity in child participation section). If the married child has children, that 
will compound the situation even more. 

Background Information to Collect: As the backdrop to formal assessment, you will want to gauge:  
 

1. Child’s age and maturity, the community 
and environment she is living in. 

2. Did child give informed consent before 
marriage, or was she forced or deceived?   

3. How old is the child’s spouse?  

4. What are the child’s feelings towards the 
marriage/husband? 

5. Does the child’s appearance and manner 
seem normal and healthy? 

6. Does the child receive any support from 
family members (child’s and spouse’s)? 

7. Does the child attend school?  

8. How does the child spend his/her day? 
What activities are they involved in?  

9. Is she showing signs of 
sadness or distress?  

10. Are there children from this marriage? If so, 
is she able to care for the child? 

 

Formal Assessment - Using the SNAP formula: 
 

1. Safety, Health and Survival 

• Is married child suffering any form of 
abuse, neglect, exploitation or violence? 

• Is the child in danger of abuse or 
exploitation if she leaves the marriage? 

• Does the child have access to productive 
health? Prenatal care when needed? 

• Has she been provided with information 
concerning contraception, teen 
pregnancy and child birth?  

• Is the child choosing or agreeing to 
stay in the marriage simply for her own 
survival or that of her family?  

• If she already has a child or children, is 
she staying in the marriage solely for 
their survival needs?  

• Is she a suicide risk?  
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2. Nurturing Relationships 
 

• Who are the decision makers? Must tap into their power or protect child from it.  

• Does the child have at least one reliable adult to trust and depend on? People in the 
community? 

• Is the child feel her relationship with her spouse is nurturing to her? 

• Has the child been able to continue in the relationships with her family of origin?  
 

3. Age-appropriate Activities 
 

• Has the child been able to continue her education after marriage? 

• Can the child manage all of the responsibilities of her marriage, possible parenthood, and 
extended household duties? 

• Has the child been able to continue her peer relationships and activities?  
 

4. Psychosocial Support and Rehabilitation  
 

• What PSR does she need?  

• Has she had treatment for any history of victimisation before or after marriage (rape, sexual 
abuse, etc.)? 

• Is she in need of mental health support and treatment? 

• Are there peer support groups to connect with?
    

g. Referral to Legal Services on Child Marriages 

Child marriage is a serious crime, as well as a CP issue. The child protection workforce is ideally situated 
to ensure that these laws are enforced through reporting, advocacy, case management referrals, and 
multisectoral collaboration. In addition, the CPW should immediately verify and assist with obtaining 
birth registration, marriage certification, and other legal documents (such as citizenship status in case 
of immigrants). The CCPJA provides the Child Justice Courts to hear cases of child protection and child 
custody. It may be possible to obtain an annulment of the marriage under circumstances of force or divorce 
- refer to legal services. They should be advised on the pros and cons of various legal options. While CPWs 
are not required to get involved in the court process directly, they may be requested to provide reports and 
recommendations.  
 

h. Collaboration with Communities   

CPWs are well-situated to work with the community, especially with schools, community leadership, and 
FBOs, all of which have powerful influences on impacting child marriages. 
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h-1. Collaboration with Schools 

CPWs can:  
 

• Ensure girls’ access to education 

• One year of secondary education boosts 
girls’ earning power by 15-25% 

• Can change gender dynamics in the 
household, communities, society 

• Ensure a protective, supportive and safe 
school environment for girls 

• Ensure reintegration of married girls back to 
school, some may be mothers 

• Receive referrals from teachers on children 
at risk of child marriage, or already married, 
collaborate throughout case 

• Use school as forum for educating children 
about child rights and child protection, 
including child marriages 

h-1.1. Example of Collaboration with Schools121  

In Ethiopia, child protection collaborates with schools to prevent child marriages and other forms of gender 
discrimination. They have formed Girls’ Advisory Committees linked to the parent-teacher association and 
include male and female teachers, a community member and a female teacher as an adviser. The student 
members act as links between the community and the school, reporting on upcoming child marriages, 
abduction, teasing, harassment and the extended absence of girls from school. When an impending 
marriage is announced, the committee visits the parents to attempt to dissuade them. If the parents 
refuse to listen, they are invited to the school, where the teachers encourage them to cancel the marriage, 
explaining that it is illegal. Mothers are reported to have said they were glad their daughters were not 
forced into marriage as they were but that they would have been unable to protest without the support of 
the school.

h-2. Collaboration with Community and Community Leadership
 
Since Social norms and practices are key drivers of child marriages, communities are the main source of 
attitudes and norms about girls’ education, gender roles, safety, religious practice, sexual relationships and 
place in society. All of these determine the timing and nature of marriages. Respected community leaders 
close to the child’s family can help delay or stop the marriage by speaking with family members with 
decision making power. They can also speak with authority based on the law or make referrals directly to 
the police. 
 
Goals and Interventions for the child protection workforce include: 

• Providing knowledge about the negative 
impact of child marriage 

• Advocacy for transformation of harmful 
norms and practices at all levels 

• Behaviour change regarding child marriage 

• Capacity building, empowerment and 
engagement of communities 

• Mobilising and educating parents, in-laws, 
religious and traditional leaders, and other 
community members

 

121 https://www.unicef.org/gender/files/Protection_Layout_Web.pdf, p. 26
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1. Verification of age before marriage is 
officiated, including ‘informal’ marriages 
that churches recognise. 

2. Incorporate child protection information in 
Sunday School Catechumen. 
 

3. Congregation should identify and utilise 
skills, expertise and position of influence to 
enhance awareness in the community. 

4. Regular refresher course of 
marriage counsellors. 

5. Working with child protection structures.  

Other Points of Collaborations with FBOs: 
 

h-3. Collaboration with Faith-Based Organisations 
 
FBOs play a pivotal role in child marriage. There is already a strong movement among the FBOs to be 
involved in ending child marriages. The Malawi Interfaith AIDS Association (MIAA), in concert with the 
government, has produced a Religious Leaders’ Manual on child protection,122 in which child marriage is 
strongly featured. Its Child Marriage Mapping Study recommended:  
 

1. Religious leaders should be ‘recruited’ 
and trained as a key person impacting 
child marriages. 

2. Religious organisations should partner with 
academia to develop training curriculum on 
child marriage. 

3. Religious counselors should be educated in 
child marriage and methods of counselling 
caregivers and girls. 

4. Request that they refuse to officiate or give 
blessing to child marriages (the CCPJA)—
and  penalties strictly attach to the 
individual leader and the associate church. 

5. In some cases, religious leaders and 
traditional elders will need to join 
efforts with CPWs. 

 

50) Child Protection in Humanitarian Crises and Pandemics
 

a. Introduction 

Part 1 of this section focuses on child protection in humanitarian crises, while Part 2 focuses on child 
protection work during pandemics. There are similarities between the two situations but also enough 
differences to separate them out. 

Part 1: Child Protection in Humanitarian Crises
 

b. What is a Humanitarian Crisis? 
 
The definition of a humanitarian crisis (HC) is: 
 
“A singular event or a series of events that represents a critical threat to the health, safety, security, or 
wellbeing of a community or other large group of people, usually over a wide area.” 

Humanitarian crises refer to human-caused events such as conflict, civil unrest, and natural disasters such 
as floods, earthquakes, hurricanes, cyclones, fires, tropical storms, etc. Pandemics are also humanitarian 
crises but quite a distinct category of their own.  

122 Government of Malawi and MIAA (2015). Religious Leaders’ Manual. Online at https://jliflc.com/wp-content/uploads/2020/04/
Child-Protection-RL-Manual.pdf.
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123 UNICEF (2019). Malawi Floods Situation Report.

c. Major Child Protection Risks During a Humanitarian Crises include: 
 

1. Dangers and injuries, even death. 

2. Physical and emotional maltreatment. 

3. Sexual and GBV. 

4. Family separation. 

5. Mental health and psychosocial distress. 

6. Recruitment into armed forces or groups. 

7. Human trafficking (sexual or 
labour exploitation). 

8. Kidnapping.
 

d. Malawi’s Recent Natural Disasters123

 
Malawi is quite prone to natural disasters. The recent history of disasters include: 
 

• 2003: Tropical Storm Delphina killed people 
and displaced 30,000 people 

• 2009: A 6.0 Earthquake killed 4 people and 
more than 1,000 houses collapsed. Before 
that, 1989 earthquake killed 7 and left 
50,000 homeless 

• 2015: Cyclone Bansi and Tropical Storm 
Chedza killed at least 176 people and 
displaced more than 100,000 people in the 
Chikwawa and Nsanje districts 

• 2019: Tropical Cyclone Idai killed at least 56 
people and displaced 83,000 people in the 
southern part of the country 

• 2020: Flash floods killed several people and 
affected 400 households in Lilongwe 
 

The interagency responses for children included child protection (including psychosocial support and 
socialisation), education, health, nutrition and WASH. CPWs are ideally situated to work directly with 
affected children and families during these disasters and need the training to respond. 
 
 
e. Categories of Children at Risk during Humanitarian Crises
 
The children at greatest risk during humanitarian crises are: 
 

• Internally Displaced Children 

• Refugees and Asylum Seekers 

• Are outside of their country of nationality 

• Have a well-founded fear of 
persecution, and 

• Cannot or do not wish to return 
 

• Refugees have received legal ‘refugee’ 
status, asylum seekers are under 
political persecution and are in process 
of seeking status 

•  Unaccompanied and Separated 
children (UASC) 

• Separated before, during, or after their 
journey to country 

• Some are newly arrived, and others are 
in transit to another country 

• Some are on the streets 

• Stateless children: No legal status with 
any country 

• Trafficked children: Into labour or sex trade 
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f. Fundamental Principles for Child Protection during Humanitarian Crises
 
The Alliance for Child Protection in Humanitarian Action developed a set of ten principles in addressing child 
protection during humanitarian crises. These are shown in Table 15. 
 

Table 15: Fundamental Principles in Child Protection During Humanitarian Crises 

Principle 1 Ensure survival and development

Principle 2 Non-discrimination

Principle 3 Child participation

Principle 4 Child’s best interest

Principle 5 Enhance people’s safety, dignity and rights, avoid exposing them 
to further harm

Principle 6 Ensure people’s access to impartial assistance according to need and 
without discrimination

Principle 7 Assist people to recover from the physical and psychological effects of 
threatened or actual violence, coercion or deliberate deprivation

Principle 8 Help people claim their rights

Principle 9 Strengthen child protection systems

Principle 10 Strengthen children’s resilience in humanitarian action

 
g. Goals of Child Protection System during Pandemic: SNAP 
 

The SNAP formula seems to fit well in child protection work in humanitarian crises. Applying SNAP in that 
context should take the following considerations:
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Table 16: Applying SNAP Formula to Children in Humanitarian Crises 

 
 

Child Protection Risks Practice Guidance

Survival, Safety and Health

Basic survival may be at risk in conflict 
zones, natural disasters 

• Access to adequate food and nutrition  

• Water, Sanitation and Hygiene 
(WASH) needs 

• Safety from injuries, diseases, even death 

• Physical and sexual abuse can be 
exacerbated during HC due to: 

 • Confusion and chaos 

 • Caregiver missing or preoccupied with 
urgent needs 

 • Children left unattended for 
long periods 

 • Poor mental health of caregivers 

 • Family separation  

 • Scant resources 

• Work within the overall plan of coordination  

 • If this is absent or weak, may need to 
advocate for immediate action from 
government and international organisations 

• Must refer heavily to health services, food 
assistance, housing shelters, etc as needed 

• For child protection concerns, keep in mind: 

• Caregivers are generally less able to care for 
their children during HC or are separated from 
the children, but empower them and seek their 
input in cases 

• Ensure non-discrimination  

• Ensure child participation



Reference Manual For 
Child Protection Workers197

Child Protection Risks Practice Guidance

Nurturing Relationships

• Family separation is a major risk 
during HC. 

 • Due to emergency situation. 

 • If family members are living 
separately already. 

 • If there is no way of communicating. 
 

 • Separation of children from adults by 
governments or aid agencies. 

 • Lack of tracing services. 

 • Desperate families trying to stay alive, 
sometimes separate children. 

 • Limited resources by extended 
families, communities.  

• Desperate families may admit children 
into care facilities 

 • Intended short term placements may 
turn into long term stays if family is 
not able to find their own footing to 
support the child. 

 • Families may need to move further to 
find employment, etc. 

 • Families may feel the child is ‘better 
off’ in a care facility than with them. 

• Some children may run away, become 
exploited, join a militia, or trafficked; 
or used as ‘bargaining chips’ for more 
benefits or favored treatment. 
 

• Loss of nurturing relationships and the 
resulting trauma must be prevented 
through very active child protection 
outreach, case management, and family 
strengthening efforts. 

• Ensure birth registration for every child, and any 
other legal documentation. 

• Encourage communities to have a response plan 
in the event of HC. 

• Have a system of harmonized child protection 
services for vulnerable families, and a 
comprehensive plan to step-up during HC. 
 

• Prevent separation, and identify, care for, 
communicate with, reintegrate and monitor 
children in HC. 

• If available, receive training on: 

1. Methods for preventing separation. 

2. How to identify children affected by HC. 

3. Specific risks children face in HC context. 

4. Appropriate response actions—e.g. 
immediate care and support. 

5. Well-established multi-sectoral referral 
mechanisms. 

6. If HC is anticipated, distribute child friendly 
messaging to families, children and 
stakeholders on what to do, whom to contact, 
where to find shelters, etc.  

• Ensure there are adequate alternative care 
placements as necessary. 

• Ensure reintegration services can be expanded 
very quickly.



Reference Manual For 
Child Protection Workers 198

Child Protection Risks Practice Guidance

Age-appropriate Activities and Daily Routines 

• Children in HC situations can suffer from 
less than normal development unless 
assisted.  

• Schools may be closed, and other 
activities may not be safe.  

• Peer relationships may be restricted. 

• Daily routines may be difficult to keep 
if living in a shelter, refugee camp, or 
homeless. 

• Ensure children have access to: 

 • Education 

 • Early Childhood Development 

 • Peer groups for play or socialisation (e.g. CCs) 

• Part of this component of child protection is to 
work with families to ensure that children get 
enjoy the daily routines they were accustomed to 
(as much as possible), such as: 

 • Time to get up and go to sleep 

 • Eating meals together 

 • Attending school/activities 

 • Having family time 

 • Night-time routines 

• Age-appropriate activities are built in as part of 
the assessment and case planning.
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Child Protection Risks Practice Guidance

Psychosocial Support and Rehabilitation  

During HC, children can be traumatised by: 

• The force of the event itself (destruction 
of homes, big storm, conflict, injuries to 
themselves or loved ones) 

• Separation from family/caregivers or 
friends (even temporarily) 

• Separation from familiar community 
people, geography, and sense 
of belonging 

• Hazards of relocating, dangers on the way 

• Abuse, neglect, exploitation or violence   
experienced  

• Discrimination or undignified treatment by 
aid staff (including CPWs) 

• Lack of secure and predictable daily 
activities and routines 

• Hunger, diseases, acute illness, etc. 

• Emergency psychosocial aid 

• Strengthening caregivers’ capacity to respond 
to the emotional needs of the child (positive 
parenting skills) 

 • Spending more time together 

 • Listening/reassuring 

 • Showing care and love 

 • Having predictable daily routines  

• Collaborating with the community structures 
to include support for children and families 
impacted by HC 

• Making referrals for severe cases of PTSD, 
suicidality, and aggression
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h. Child Participation during Humanitarian Crises 
 
In emergency situations, children may be harmed in the process of participating. These concerns must be 
weighed carefully against their right of participation. The essential principles of ‘best interest’ and ‘do no 
harm’ may balance against the child’s right to participation. 

Concerns about child participation should lead to consideration of the following questions:124 
 

124 Summarised from The Alliance for Child Protection in Humanitarian Action (2020). A reflective field guide: Community-level 
approaches to child protection in humanitarian action. NY; Author.

125 Ibid.

• For high-risk cases where the child is in 
immediate and life-threatening risk, meet 
in open spaces. 

• Be sure you talk to individual children 
privately to assess their safety and 
wellbeing. 

• Otherwise, make phone contact 
regularly, visit when you can and 
as needed. 

• Consider having a back-up worker in 
case primary worker becomes sick. 
 

• What are the benefits to children’s 
participation in this activity? 

• What are the potential risks/threats for their 
participation, and how severe is the risk?  

• Are you involving the most accessible 
children, thereby further stigmatising 
or marginalising the most vulnerable 
children—such as those with disabilities?  

• What is the likelihood that these risks 
will occur? 

• How will you prevent or mitigate them?  

• What further action could you take to 
ensure you do no harm to children? 
 
 
 

The Alliance for Child Protection in Humanitarian Action suggests125 that whenever there are risks that 
cannot be properly mitigated, children should not participate.  

Part 2: Child Protection During Epidemics and Pandemics

i. General Child Protection Considerations Regarding Epidemics and Pandemics 

Epidemics (localised) and pandemics (crosses national lines) are infectious diseases that spread quickly 
and have a serious impact all in their path. Some require quarantine, and others do not, as a method of 
transmission differs. The method of transmission can have a large impact on child protection issues. The 
most common epidemics/pandemics in Malawi have included Cholera, Ebola HIV, TB, and now Covid-19 
that arrived in 2020. Malaria is the sixth leading cause of death in Malawi but is not transmitted person-to-
person. This section is geared for all pandemics but with a special focus on the Covid-19 pandemic. 

j. General Child Protection Guidance

During a pandemic, the following general guidelines should be adhered to: 
 

• Work in close collaboration with other stakeholders such as healthcare workers and volunteers, 
community child protection committees, food assistance programmes, and schools.  

• Using protective gear and social distancing, make home visits only when no member of the 
household is experiencing Covid-19 or has been exposed.  
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• Keep updated on services available, as these can change frequently. 

• Ensure parents can access any available resources—soap and water, means of sanitisation, 
healthcare, food, mental health assistance, substance abuse treatment. 

• Make appropriate referrals for any signs of SNAP issues, and follow up meticulously.
 

For more detailed guidance tailored specifically for Malawi, please refer to the Handout in the 
Annex section. 
 

k. Working with Children during Pandemics: SNAP 

SNAP formula can assist the CPW working with individual children and families during an infectious 
pandemic like Covid-19. The application the formula is shown in Table 17.  

Table 17: Applying SNAP Formula to Case Management during a Pandemic 
 

Child Protection Risks Practice Guidance

Survival, Safety and Health

• Increased threat of physical and sexual 
abuse due to: 
 
 • Parents who have lost jobs, frustrated, and/

or depressed 

 • Closed-in spaces 

 • Increased threat of child marriages, 
exploitation, conscription as child soldiers  
and human trafficking 

 • Domestic violence, increases chance of 
child abuse, threat to child’s mental health 

• Risk of infection and death of 
caregivers, children. 

• Threat of food shortage, malnutrition lead to 
greater risk of infection. 

• Be especially mindful of children or caregivers 
with disabilities and/or chronic illnesses, child 
headed households, households with elderly 
caregivers and children.  

• Breastfeeding infants: Mother-child 
transmission is not known, precautions urged 
during active infection stage (Some experts 
suggest switching to formula during this short 
time (app. 2 weeks).  

• Be mindful of health/safety issues for newly 
arrived migrant children, UASC, and children on 
the streets who don’t live with their caregivers. 

• Ensure that children and caregivers access 
the necessary information and healthcare, 
medications and PPE. 

 • This requires multi-sectoral collaboration  

 • Advocate for communications and awareness 
raising materials to be distributed widely 

 • Mobilise community in reaching every vulnerable 
household, and refer affected ones 

 • Advocate for quarantine facilities that are close to 
the child’s home, and child-friendly 
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Child Protection Risks Practice Guidance

Nurturing Relationships

• Loss of nurturing relationships is an increased 
threat of pandemics. 

• Children or caregivers who have been exposed 
to, or are symptomatic, may need temporary 
isolation and provided treatment. The goal is 
reunification as soon as it is safe.  

• Children currently in family-based alternative 
care who may be at risk of their placement 
breaking down due to Covid-19.  

• Migrant and displaced children, 
unaccompanied children, children detained at 
border crossing, children on the streets. 

• Children who are leaving residential care 
either due to family reunification or placement, 
or the closing of a facility, and returning to 
unprepared families.  

• Children who are being placed in existing or 
new residential care centres in the context of 
the pandemic, including quarantine or other 
types of facilities used to isolate children.

• Preserve and strengthen families to prevent 
separation: 

• Education on testing, early detection and treatment. 

• Ensure access to cash transfers, social protection, 
case management and other services. 

• Pre-emptive back-up plan of carers with families. 

• Establish a plan of communication in case a family 
member has to be hospitalised. 

• Work with families to prepare them for the possible 
return of their children from institutions, streets, etc.  

• Prepare alternative care placements within the 
community. 
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Child Protection Risks Practice Guidance

Age-Appropriate Activities and Daily Routines

• Depending on the pandemic, movement may 
be restricted. 

 • Children’s physical, social, and educational 
developments are compromised.  

 • Physical activity may be limited. 

 • Schools and ECD centres may close. 

 • Children may not have access to teachers, 
other caring adults. 

 • This includes extended family members 
and others in the community—people in 
the child’s circle of support.  

 • Peer interaction may be severely limited. 

• Interruption in daily activities and routines. 

 • Physically if movement is limited e.g. 
walking to school or playing with friends. 

 • Children in detention, quarantine centres, 
holding facilities.  

 • Interruption in school activities. 

 • If school is online, it disadvantages 
children without electronic equipment or 
the internet. 

 • Without the structure of school, there is an 
increased risk of delinquency or pregnancy.

• Monitor the situation of the pandemic very closely 
and follow the public guidance. 

• When it is deemed safe by public officials, ensure 
that families are returning children to schools, ECDs, 
and other activities that they were attending prior 
to pandemic. 

 • Or, if the child was not enrolled, encourage them 
and support them. 

• Ensure that the recommended care is adhered to.  

 • e.g. PPEs and social distancing while engaged in 
activities 

• Encourage parents and caregivers to maintain a 
predictable daily routine such as wake up time, meal 
time, bed time, family time, etc. These routines 
create a sense of normalcy and security. 
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Child Protection Risks Practice Guidance

Psychosocial Support and Rehabilitation

• As adults feel increased levels of stress, 
anxiety, and depression, violence escalates 
and mental health plummets.  

• Children feel anxiety, a sense of uncertainty.  

• Children notice and absorb adults’ stress.  

• Some may feel it is their fault that their parents 
are sick or unhappy.  

• Some may withdraw, or become hyperactive. 

• Violence or abuse in the home elevate risks. 

• Noticing people getting sick, dying in hospitals 
or community can create great fear. 

• Children living with elderly specially fearful. 

• UASC feel multiple times of anxiety, and fear.  

• Attend to the psychosocial needs of caregivers. 

 • Provide information. 

 • Especially watch for anxiety, hopelessness, 
depression. 

 • If needed, provide emergency psychosocial aid 
then refer to mental health specialist. 

 • Provide a number for emergency mental 
health help. 

• Encourage caregivers to reassure children: 

 • It is not the child’s fault parents are worried or 
upset, or sick. 

 • Parents are going to try very hard to take care of 
the children, and if needed, they will get help. 

 • There are people in the extended family and 
community to help. 

 • Things will get back to normal quite soon, 
although we don’t know exactly when. 

 • Even if one of them gets sick and has to go to 
hospital, it will be a short time. 

• Encourage caregivers to keep regular routines and 
activities as much as possible.

 
l. Working with the Community during Pandemics 

CPWs can play an essential role in building a community consensus around the child protection priorities to 
meet the most urgent needs. These may be done through meetings with key community groups (including 
children) and discussing priority areas of child protection needs through focus groups including children and 
key informant interviews.  

In partnership with other stakeholders the CPWs can:  
 

• Strengthens the existing child welfare system through referrals and follow up with vulnerable 
children and families.  

• Supplements formal service provision by monitoring children’s care and safety and wellbeing and 
referring to formal services when appropriate.  

• Delivers basic child protection services through local mechanisms like Community-Based Child 
Protection Mechanisms (CBCPM) and in coordination with local government.  

• Identifies potential foster care providers.  

• Supports government and civil society actors.  
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• Strengthens existing positive endogenous practices supportive of safe and nurturing family 
care such as placement with a trusted family member or family friend when alternative care is 
needed, as well as raising awareness within a community on societal issues like discrimination 
that may lead to the abandonment or maltreatment of children.  

• Advocates for community foster carers and appropriate care options, and holding government 
accountable for the provision of services. 
 

m. Child Participation during Pandemics  

The participation of children during pandemics should be carefully weighed against the risks. The nine basic 
requirements to consider for this question are:126 
 

1. Transparent and informative 

2. Voluntary 

3. Respectful 

4. Relevant  

5. Child-friendly 

6. Inclusive 

7. Supported by training (adults and children) 

8. Safe and sensitive to risk 

9. Accountable 
 
 

Again, the principles of do no harm and child’s best interest should be balanced against their rights of 
participation. 

51)  Working with Street-Connected Children 

 
a. Introduction 
 
Street connected children have, in the past, been seen as a public nuisance and often not included as 
a target group of the child protection system. Fortunately, this is changing in many African countries, 
including in Malawi. This section will discuss the push/pull factors that bring children into the street, the 
findings of an enumeration study of street children in Malawi, and the role of the CPWs in working with 
them as a vulnerable group. 
 

b. Children working and living in the Streets
 
Not all street children are alike. Some are working on the streets and go home to their families at night, 
others are returning to a relative’s home, while still others actually sleep on the streets. There are both boys 
and girls of different ages. Street Children is the terminology used to refer to all of these children. 
 

c. Push and Pull Factors
 
In Malawi, at least one million children have lost at least one parent, and almost half (45%) of them 
became orphaned due to HIV/AIDS. This provides a stark background that may explain the burgeoning 
street children population in the larger cities, combined with other factors. In other countries, it has been 
studied that factors push children away from their families into the streets and those that pull them into 
the streets. Evidence in other countries shows that they are generally pushed by poverty, hunger, lack of 
educational opportunities, and escape from abuse or exploitation. The ‘pull’ factors include the hope of 
earning money, the hope of education, and intention to stay with relatives (only to be unwelcome or not 
find them at all). 

126 Save the Children (n.d.). 9 Basic Requirements For Child Participation During Covid-19. https://resourcecentre.savethechildren.
net/node/17555/pdf/9_basic_requirements_for_child_participation_covid-19_v1.0_pdf.pdf.
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d.  Policies and Services on Street Children
 
The CCPJA has several provisions that relate to this group of children: 
 

• Section 23 is directly linked to street-connected children, and they are children in need of care 
and protection under this law.  

• Section 24 allows a CPW or DSWO to take the child to a place of safety if deemed necessary. 

• Sections 25-27 describe the procedures that a DSWO need to follow—he/she may ask for your 
assistance. 

 
 
Under Malawi’s National Plan of Action, children living and working on the streets are considered to have a 
high degree of vulnerability. In addition, if street children have disabilities or HIV, they are at a critical level of 
vulnerability. One of the NPA goals is to eradicate the number of street children and get them reintegrated 
by 2018. This goal is still being worked on. Finally, Malawi developed the Draft National Strategy for 
Children Living and Working in the Streets in 2015 to facilitate effective coordination and implementation of 
interventions aimed at providing a safe and supportive environment. 

Currently, services to street children are available through VSUs, CVSUs, OSCs, CCs, with community 
stakeholders implementing most of them. Some NGOs are engaged in outreach, reception centres, 
shelters, and integrating these children with the national case management model. Some NGOs provide 
limited services, only available in Lilongwe and Blantyre, that include training and education, employment 
support for older youth, civil registration, reintegration and street-level facilities for washing, health, 
medicine, food, and shelter.  
 

e. Enumeration Study of Street Children 

In late 2014, Retrak, Chisomo and the Department of Social Welfare conducted an enumeration study of 
street children in Lilongwe and Blantyre. The study’s purpose was to count on the estimated numbers of 
children on the streets and learn some characteristics about them. They studied children between the ages 
of 7 to 15, as at that time, 16 years and older were considered adults. 

The key findings of the study were: 
 

1. 2,389 children were found to be on the streets in Lilongwe, while 1,776 were found in Blantyre.  

2. 80% of the children were male; 20% were female.  

3. Over 50% of them were in the 10-13 year range. 

4. Over 60% lived with parents; 15% lived with relatives. In both cities, about 10% of the children 
slept in the streets overnight (street-living children). 
 

5. Children who lived in the streets were more likely to be male (85% boys, 10% girls), have no 
contact with family (30% Lilongwe, over 50% Blantyre), and never attend school (70%).  

6. Children who worked in the streets were more likely to be female, see family every day (more 
than 75%), and attend school every day (more than 40%).  

7. The gender differences were notable: 1 in 5 are girls; they are less likely to sleep on the streets 
but more likely to be living with relatives, more likely to stay in contact with parents. Girls are 
more likely to remain in school than boys (in Blantyre), and boys are further behind in their 
education. Also, both boys and girls are involved in sex work, but girls tend to seek services more 
(possibly due to NGO involvement in Lilongwe).   
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The Implications of the Study for Policy and Practice were:  
 

• Focus on strengthening families in the 
informal urban settlements.  

• Greater community-level awareness raising 
events on child labour, child protection and 
parenting skills, gender norms. 

• More street outreach activities. 

• Coordination of transition centres, focusing 
on children living on the streets, and linked 
to reintegration and alternative care.   

• Specific initiatives to target children in 
commercial sex work, both boys and girls.

 
 

Key Recommendations of the Study included:  
 

1. To develop interventions focusing on 
child labour and family strengthening in 
urban settings. 

2. Improve outreach and avoid unnecessary 
family separation and criminalisation.  

3. Ensure individualised services. 

4. Capacity building for reintegration 
and alternative care with local 
follow-up support.  

5. Increase specific support for children 
involved in sex work and those affected 
by disability.  

6. Stakeholders to ensure national 
coordination and monitoring of services 
to the children. 

7. Advocacy for and alignment of national 
policy and legislation.  

8. Further research on short- and long-term 
impact of being on the streets. 

 
 
f. Vulnerable Children, Not Criminals
 
The study underscored the perspective that street children are vulnerable, and their criminal activities may 
be related to survival and basic needs. Every day they face threats to their safety and wellbeing. They often 
experience abuse, neglect, and separation. All of the SNAP needs are more pronounced in street children 
than in some other populations. For those who have families nearby, their families should be involved in 
working out better solutions for the children. For those living away from their families, safe shelter with 
educational opportunities or vocational training is needed, while reintegration is given careful consideration. 
 
 
g. The Role of the CPW 
 
CPWs have a range of entry points for their work with children on the streets, ranging from prevention to 
community work. 
 

1. PREVENTION
 
Provide family strengthening and family preservation services including: 
 

• Psychosocial services 

• Household economic strengthening 

• Parenting skills 

• Linking families to basic services such as food, school fees, healthcare needs, clothing, etc. 

• Building community connections and widening the circle of support for at-risk families   
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2. CASE MANAGEMENT while still on the streets or upon reintegration
 
The SNAP formula should guide their work: 
 

• Safety and health 

• Nurturing relationships 

• Age-appropriate activities 

• Psychosocial support, and rehabilitation 
 

3. REINTEGRATION 

Working in tandem with organisations working with street children: 
 

• Be the community link to assess and 
support the family for smooth reintegration 

• Ensure that the community will welcome 
the child back 
 

• Ensure that the family is supported upon 
child’s return, with access to basic services 
and other support 

• Monitor for long term safety, protection 
and wellbeing of reintegrated children and 
their families  

 

4. COMMUNITY SENSITISATION 
 

• Work to reduce stigma of children returning from living or working on the streets - especially girls 

• Ensure that there is no discrimination against such children 

•  Creating an enabling environment for return to normal age-appropriate activities (inclusion)

52) Reintegration of Separated Children
 
 
a. Introduction 

As has been discussed extensively throughout this course, children have a right to stay with their families 
and grow up in a family-based alternative care setting when that is not possible. But children get separated 
from their families for many reasons, including poverty, conflict, disasters, and migration. For these 
separated children, reintegration should always be a priority goal, as capacities allow. Reintegration is a 
very complex task, and it requires specialized training to effectuate it well. Thus, this section is simply a 
basic and general introduction to reintegrating children when serving their best interest. 
 
 
b. Children in Need of Reintegration 
 
Article 9 of the CRC states that children should not be separated from their families unless it is in their 
best interest. Article 39 explicitly states that separated children are entitled to be reintegrated. Children in 
need of reintegration are generally those who have been separated from their families for whatever reason. 
Children who are torn during emergencies from their families, those who have been trafficked or migrated 
for work, children living in the streets, children in institutions, and unaccompanied children fall under the 
rubric of children presumed to be in need of reintegration. However, some of them may have had a painful 
history with their families of origin, and reintegration should not be an automatic solution for every child 
until careful assessments have shown that it would be in the child’s best interest.
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c. Reunification and Reintegration  

Reunification refers only to the physical return of the child to the parent’s or guardian’s custody. 
Reintegration, on the other hand, refers to: 
 
 
“The process of a separated child making what is anticipated to be a permanent transition back to his or 
her immediate or extended family and the community (usually of origin), in order to receive protection and 
care and to find a sense of belonging and purpose in all spheres of life.”127

 
 
d. The Process of Reintegration: An Overview
 
Reintegration is effectuated in several stages. Table 18 shows the progression of a reintegration case. 
 
Table 18: The Process of Reintegration

127 Interagency Group (2016). Guidelines on Children’s Reintegration

Reintegration  
Stage

Main Activities

Preparation  
Stage

Prepare the child 

• Determine the child’s identity 

• Create a transitional space if needed  

 • Locate this space as close to home as possible, to put in place 
preliminary visits 

 • Family-based placements are suggested (e.g. kin, or someone 
they know) 

• Provide child with all physical, mental, and psychosocial support 
while waiting 

Prepare the family 

• If family wishes to have child return, assess their ability to care 
for the child 

• Strengthen the household’s economy 

 • Assess and strengthen their ability to provide positive parenting 
 

Prepare the community 

 • Reduce stigma about children who have been away 

 • Work to reduce gender-based biases 

 • Work with the schools to ensure child’s return to school 

 • Inform a range of stakeholders, such as community leaders, child 
clubs, and other peers
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Reintegration  
Stage

Main Activities

Reunification  
Stage

• If the child has been away for a short time, this may be relatively simple. 
Return the child, accompanied by staff, and ensure the family has the 
support it needs 

• If the child has been away for longer, or has been involved in crimes or 
violence, this process should be more gradual  

 • Sometimes the child is fearful of going home, due to past abuse 

 • The youth may choose not to return to avoid family rules 

 • The child may be reluctant to lose the support system they have in 
the institution or in another alternative care placement 

• The child needs time to gradually get accustomed to being a family 
member again. Periodic ‘trial’ visits may be necessary 
 

• The child also needs to say good bye to their current friends or support 
people. Respect their need for time to do this. Some children’s homes do 
“leaving ceremonies” in honor of the child’s return home 
 

• Communities could also organize such ceremonies to welcome the 
child back 

Reintegration  
Stage with  
Support

After reunification, sustained effort is focused on: 

• Economic strengthening for the household 

• Educational and/or vocational support for child 

• Support by peers and mentors—very powerful! 

• Psychosocial support

Post-reintegration  
Evaluation
(Signs of  
Success)128

• Child demonstrates satisfaction with family life  

• Child is treated the same as the other children in the family  

• Child attends formal or non-formal educational services 

• Child participates in community activities  

• At least one member of the family earns income, or provides enough 
resources to adequately sustain the family 
 

• Child eats at least twice a day 
 

• There are no protection concerns

128 DeLay, B. (2003) Family reunification, alternative care and community reintegration of separated children in post-conflict 
Rwanda. Rwanda: IRC Rwanda. 
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53) Domestic Violence and Child Protection 
 
 
a. Introduction 
 
Domestic violence is one of the most serious child protection threats. Research shows that it is equally 
damaging, and in some cases more damaging, for a child to witness violence between their parents or 
adult caregivers than being abused directly. In Malawi, this is especially alarming, and CPWs have much 
work to do both in individual homes and the community. 
 

b. Domestic Violence or Intimate Partner Violence Defined
 
It is a “pattern of assaultive and coercive behaviours including physical, sexual and psychological attacks,  
as well as economic coercion used by adults or adolescents against their current or former intimate 
partners”.129 Similarly, intimate partner violence refers to behaviour by an intimate partner or ex-partner that 
causes physical, sexual or psychological harm, including physical aggression, sexual coercion, psychological 
abuse and controlling behaviours.130 These two terms are used interchangeably in the professional literature 
and in this document as well.  

c. Forms of Domestic Violence
 
Domestic violence has many forms: physical, sexual, psychological, and economical.  
Physical abuse includes slapping, shaking, beating with a fist or object, strangulation, burning, kicking and 
threats with a knife. 
 
Sexual abuse includes coerced sex through threats or intimidation or through physical force, forcing 
unwanted sexual acts, forcing sex in front of others and forcing sex with others. Psychological abuse 
involves isolation from others, excessive jealousy, control of his or her activities, verbal aggression, 
intimidation through destruction of property, harassment or stalking, threats of violence and constant 
belittling and humiliation.
 
Economic abuse includes preventing a victim from earning, spending, or managing money within 
the relationship

 
d. Scope of the Problem
 
Domestic violence is widespread in all regions of the world. Globally, 1 in 3 (35%) of women who have 
been in an intimate relationship have experienced physical and sexual violence by their intimate partner. 
As many as 38% of murders of women are committed by an intimate male partner. In the African region, 
overall, the rate of domestic violence is 36.6%. 
 
In Malawi, 42% of ever-married women have experienced domestic violence: that is nearly half!131 Even 
more alarming is research evidence that 59% of adolescents in Malawi report growing up witnessing 
domestic violence.132

 

129 UNICEF (2006). Behind closed doors: The impact of domestic violence on children.

130 World Health Organization (2017). https://www.who.int/violence_injury_prevention/violence/world_report/factsheets/
ft_intimate.pdf.

131 Chikhungu, L.C., A,ps. </. Lamdala, N 2nd, Palikadavath, S. (2019). Married women’s experience of domestic violence in 
Malawi: New evidence from Cluster and Multinomial regression analysis. Interpersonal Violence. June 2019. Abstract 
available online: https://pubmed.ncbi.nlm.nih.gov/31156016/.

132 Kidman, R., Piccolo, L.R., & Kohler, H-P (2020). American Journal of Preventative Medicine 58(2), 285-293.
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Men are more likely to perpetrate violence if they have low education, a history of child maltreatment, 
exposure to domestic violence against their mothers, harmful use of alcohol, unequal gender norms 
including attitudes accepting violence, and a sense of entitlement over women. Women are more likely 
to experience intimate partner violence if they have low education, exposure to mothers being abused 
by a partner, abuse during childhood, and attitudes accepting violence, male privilege, and women’s 
subordinate status.
 
In Malawi, three major factors were associated with a higher level of abuse: 
 

1. Husband’s alcohol consumption 

2. Wife working outside the home 

3. Polygamous relationships
 

e.   Children Living in Households with Domestic Violence
 
Domestic Violence in the home is one of the ACEs we covered earlier in the course. Children exposed to 
domestic violence are considered the Forgotten Victims of domestic violence…but we cannot ignore this 
problem. Research shows that witnessing domestic violence has the same effect as being directly abused. 
As mentioned, 59% of adolescents in Malawi report growing up witnessing domestic violence.133

 
Children are exposed to the harm of domestic violence by directly witnessing the abuse, suffering harm 
incidental to the abuse (being in the line of harm), being pulled by both sides, or being used by the abuser 
to manipulate the other. 
 
 
f.   Impact of Domestic Violence on Children
 
The child protection risks of children living with domestic violence include:  
 

• Being neglected 

• Physical, psychological abuse 

• Losing their home, being displaced 

• Losing one or both parents 

• Stigma in the community 

• Developmental problems   

• Social, biological, emotional
 
 

Domestic violence impedes children’s biological development in that it can cause children to experience 
Psycho-somatic problems (physical problems based on psychological problems), eating and sleeping 
disruptions, nightmares, gastrointestinal problems, regressive behaviours (bed-wetting, speech regression, 
etc.), and memory problems.  
 
Psychologically, children who witness domestic violence have been found to suffer from a myriad of 
difficulties such as nervousness, depression, severe anxiety, stress (possible PTSD), panic, suicidal 
tendencies, shame irritation, substance abuse, child pregnancy, inability to regulate emotions, and under-
developed front cortex (of the brain). 
 

133 Ibid.



Reference Manual For 
Child Protection Workers213

Living with domestic violence are also associated with cognitive development problems such as poor 
concentration and focus, low academic achievement, poor adaptation to learning environment, poor 
language skills, lack of problem solving/conflict resolution skills, and increased chance of delinquency. 
Finally, children living with domestic violence can have impaired social development such as having 
difficulty making and keeping friends, being bullied or bullying other children, using violence to solve 
problems, lacking negotiation or team working skills. They may also become ‘loners’ and socially isolate 
themselves, or younger children may fear being alone. Finally, the biggest concern is that they are likely to 
incorporate their parents’ pattern as their own. 
 
 
g.   Child Protection Approach 

• Recognise that domestic violence is a 
child protection issue, sufficient to open a 
child protection case and intervene at the 
household level. 

• Work with other stakeholders (health and 
GBV sectors) to ensure access to services.  

• Work with the couple to reduce alcohol 
consumption and to counsel about 
women’s rights and roles. 
 
 

• Educate parents about the impact of their 
conflicts on their children; and provide 
some conflict management skills to 
minimize damage to the children.  
 

• If feasible, refer for counselling, both for the 
children and the couple.  

• CPWs can be part of the effort to enforce 
the domestic violence law. 

• Refer to police 

• Follow up
 
 
h.   Working with Couples 
 
Working with couples engaging in domestic violence requires a great deal of training.  It can also be 
dangerous, especially while the violence is happening, as the perpetrator may unleash their anger on the 
worker or escalate violence against the partner or children. It is not recommended that CPWs jump into the 
fray during violent episodes, but work to create emergency safety plans and longer term plans to assist the 
children and couple. 

h-1. Emergency Protocols 
 
Emergency safety protocols should be worked out in collaboration with community leaders, police, GBV 
victim advocates and representatives of the justice system, to protect victims and children while holding 
the perpetrator accountable. These protocols may include: 

Emergency Removal and Prosecution for the Perpetrator: In cooperation with the police, there should be 
protocols for taking the perpetrator into police custody. The protocol should include a plan to require the 
perpetrator to receive help with substance abuse and/or emotional regulation, and being closely monitored 
in that process. If the perpetrator is released without a plan for rehabilitation, there may be the potential of 
increased danger for the victim and children once they are reunited. 
 
Safety Plan for the Victim and Children: The victim should have a safety plan. This requires a place that is 
safe from the perpetrator. It should not be the home of someone the perpetrator knows, but a secure 
place such as a CSVU. If at all possible, the children should be with the non-abusing parent; however, there 
should be a back-up safety plan in place for them, in case the victim is injured, or otherwise not able to 
protect them or take them into safety. Again, their safety is of the utmost consideration. 

h-2. Longer Term Psychosocial Support and Rehabilitation 
 
In addition to the emergency safety protocols, all parties should be referred to individual and marital 
counselling. It is suggested that CPWs do not engage in this activity but should facilitate referrals. Children 
should receive therapeutic intervention to heal from trauma, preferably from a child psychologist or 
clinical social worker trained in play therapy. The focus should be on building their resilience and teaching 
coping skills. 
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The marital counselling should focus on conflict resolution, communication, and problem solving 
skills. If both parties are willing to commit, and a skilled counselor is involved, a modicum of success 
can be expected through marital counselling. For example, they may commit to different patterns of 
communication or conflict resolution. If applicable, the perpetrator may seek help in overcoming substance 
abuse problems, etc. However, it is  also recognised that many perpetrators resist change, and some 
victims find separation and divorce necessary in order to protect the children. Because of the complexity of 
the problems, the counselor should be extremely skilled. 

It should also be kept in mind that marital counselling with two individuals with significant power 
differentials is seldom effective. If one has always dominated over the other one, they are already in a 
pattern where a mutually respectful interactions will be difficult. However, there is not always a clear role 
division between the perpetrator and victim, and there may be mutual violence. Someone who is trained 
in these dynamics will need to assess and devise a treatment plan, perhaps involving them in individual 
therapy as well as couple’s counselling. One thing is certain: This is a complex area of counselling and not 
suitable for CPWs to take on.  

54) Substance Abuse and Child Protection 
 
 
a. Introduction 
 
Growing up with substance abusing caregivers is among the most relevant factors in a child being abuse 
or neglected in the home as well as experiencing psychological and social impacts throughout life. You may 
recall that parental substance abuse is one of ACEs, with lifelong physiological and psychosocial problems 
in the child. It is a problem throughout the world and in the southeastern region of Africa. This section 
reviews the prevalence of substance abuse in Malawi, the child protection threats when parents misuse 
substances, and managing cases where parental substance abuse is involved. It will then cover how to 
work with adolescents who misuse substances. 
 

b. Research on Substance Abuse in Malawi
 
The research on parental substance abuse in Malawi is limited and new, but there is enough data to be 
concerned. In a study published in 2020,134 22.4% of adolescents reported growing up with a substance 
abuser in the household. Keep in mind this reported ‘abuser’ not an occasional user of drug or alcohol. 
Not surprisingly, this result was found among other ACEs examined by the study. The study’s average 
participant’s age was 13, which means that if they asked older adolescents they would likely have had 
a higher percentage reported. Growing with a substance abuser also increases the chance that the 
adolescent will start using as well. 

There is a also a growing trend of substance abuse in the 15-40 age group, characterized as “a time bomb 
through a silent substance abuse epidemic, which if left unchecked, is likely to hit very critical levels.”135 
Journalistic investigations in 2018 showed an increase of 30.5% increase in drug and alcohol cases in 
2018, up from 2017.136 The investigation found that Codeine use was growing among this group, and that 
cocaine and heroin were being smuggled in from west Africa. Locals were found to deal in Chamba and 
other drugs. The investigation concluded that while the problem was growing serious, the lack of a clear 
government policy made monitoring and prevention difficult. 
 

134 Kidman, R., Piccolo, L.R., & Kohler, H-P (2020). American Journal of Preventative Medicine 58 (2), 285-293.

135 Sangala, T., Substance Abuse on the Rise, The Times Group, May 12, 2018.

136 Nyasa Times, January 14, 2019.
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c. Parental Substance Abuse and Child Protection Threats137

 
Child protection risks related to parental substance abuse arise at the child’s individual, family, and social 
levels. At the individual level, the child has a greater risk of: 
 

• Abuse (physical, emotional, sexual) 

• Neglect (physical, emotional) 

• Exploitation (labor, due to parental 
unemployment, financial abuse)  

• Violence (witnessing)   

• Being bullied by peers 

• Experiencing fear, anxiety  

• Insecure/anxious attachment 

• Starting to abuse substances early
 
 

At the family level, parents who misuse substances are more likely to experience disharmony and/or 
aggression, unhealthy problem solving methods, increased levels of mental illness or disorders (such 
as depression and anxiety), domestic violence, separation and divorce. Addition, substance abuse often 
results in unemployment, financial difficulties or poverty, poor extended family relationships, and stigma 
and social exclusion in the community. 
 

d. Working with Children and Families in Substance Abuse Cases
 
Treating a person with a substance addiction is a complex problem requiring expertise beyond the scope 
of work for CPWs. However, CPWs can do much to protect the children and to help them heal. If the 
substance abuse is accompanied by violence against the non-abusing parent or children, a safety protocol 
should be in places—such as sending them to a CVSU or some other safe place that the substance-
abusing person is not likely to reach them. If violence is not a factor, referrals to a substance abuse clinic or 
mental health clinic may be appropriate. The CPW’s priority goal is to focus on the children’s SNAP needs. 
 
Case management should focus on:  
 
 

• Safety, survival and health: Ensure their 
safety, address any medical/health needs. 
Connecting the family to basic resources 
can also help.  

• Nurturing Relationships: Prevent 
separation from the non-using caregiver. 
Ensure that children have access to at least 
one nurturing adult, possibly a relative, 
neighbour, or teacher. Children can benefit 
from parenting skills tips provided to their 
parents to shore up their nurturing capacity.  

• Age-appropriate activities and 
routines: Ensure they are attending ECD 
or school; and maintain a predicable, 
stable routine at home; strike a good 
balance of responsibilities and leisure as 
appropriate for age. 

• Psychosocial Support: Ensure. 

• The child understands it is not their fault. 

• The child can separate the abuser’s 
problem from their own strengths 
and needs. 

• The child is helped to value themselves 
despite years of emotional abuse. 

• The child begins to map out a successful 
life plan that does not include 
alcohol or drugs.

  
 
 
 
 

137 Numerous studies have consistently demonstrated a strong association between parental substance use disorders and 
child maltreatment. See, e.g., Wells, K. (2009). Substance abuse and child maltreatment. Child Abuse and Neglect, 56 
(2), p. 345-362.
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e. Adolescents Who Misuse Substances

Adolescents who misuse substances may not be viewed as being abused or neglected. However, they 
may still fall under the CCPJA’s umbrella of children in need of care and protection, under the category of 
“The child cannot be controlled by his/her parents or guardian or the person in custody of the child” (see 
Table 5). Substance abuse is indeed a threat to their safety and wellbeing. 

Adolescent substance abuse has been associated with many factors related to the family. These include 
1) parental monitoring of their child’s activities, associations and whereabouts; 2) parental warmth shown 
through showing interest in the child’s activities and friends, expressions of enthusiasm for and pride in the 
child’s accomplishments, and demonstrations of affection; and 3) Negative factors in the parent such as 
mental health problems, poor communication skills and inadequate coping mechanisms for personal stress 
(such as domestic violence), and parent’s substance abuse. 

e-1. Understanding Substance Use History
 
It is helpful understand how and why the adolescent developed the substance problem. For example:  
 

• Is the use of substance a learned 
behaviour?  

• Is the use of substance a means of coping 
with challenges or problems? If so, what 
are they? Explore: 

• Being bullied?  

• Low academic achievement? 

• Disappointment in relationship?  

• Depression, anxiety?  

• Boredom? (This is actually a big problem 
where youth are not supported in organised 
activities) 

• Is the use of substance a means of being 
accepted by a peer group?

 
 
In addition, access to the substance should be explored and curtailed. If the adolescent is severely 
addicted, hospitalization may be required to deal with the withdrawal process. Psychiatric treatment may 
be necessary in some cases. After this, the SNAP model can be applied for case management. 

e-2. Parents are the Key
 
Based on the above research findings, it is apparent that parents’ capacities and relationship with their 
children are the key to prevention. However, these same methods have been shown to positively reduce 
adolescents’ use of substances. Parents often think of adolescent substance abuse as an act of rebellion 
or defiance against the parents, often not realizing that they have contributed a great deal to the problem. 
Parents’ ideas of solving the problem may also focus only on the behavioural changes to be made by the 
adolescent, without consideration of how they must be the catalysts who change their parenting and their 
relationship with their children. 

Since there are very few treatment programmes for adolescent substance problems, the CPW can work 
with parents to:  
 

1. Understand that their positive relationship 
with the child is key to behaviour change. 

2. Help them develop methods of showing 
interest in, and warmth to the child. 
 
 

3. Help parents and teens reach agreements 
on monitoring their children in a friendly 
way they both agree on.  

4. Help them with positive parenting 
skills, including the use of natural and 
logical consequences.  
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f. Substance Abuse Work with the Community
 
Much work can be done at the community level to raise awareness of the child protection threat posed by 
parents’ substance abuse. There could also be a number of activities done at the community level, such as 
conducting a community appraisal and advocating for resources. Working with the schools, the community 
could develop a learning module on substance abuse for children and youth. Importantly, adolescents need 
the community’s involvement in organized sports and other activities (art, music, drama, etc.). For this, 
collaborating with traditional leadership, the private sector, and the faith community would be essential. 
 

55) Working with Children with Disabilities
 
 
a. Introduction
 
At the outset, it is important to remember that CPWs are NOT disability workers. In other words, they 
don’t get involved in ‘fixing’ the disabilities. HOWEVER, as CPWs, they NEED to get involved with abuse or 
neglect. Such as when a family is struggling to provide adequate care or are having trouble accessing the 
necessary services, CWD are at a much higher risk of being abused, neglected, exploited, or experiencing 
violence. CPWs can provide services to prevent such risks from turning into actual abuse or neglect by 
widening the child and their caregiver’s circle of support. In addition, if a child has already been subjected 
to abuse, neglect, exploitation or violence, CPW involvement is needed as early as possible to keep it 
from escalating. Family strengthening is also a key part of the work to prevent separation and keep their 
attachment intact. This section will cover types of disabilities, the rights of CWD, the child protection 
risk factors, prevention measures, case management with children and parents with disabilities, and 
community-level efforts. 
 
 
b. Common Causes of Childhood Disabilities 
 
Developmental disabilities, that is, disabilities that is related to the child’s genetics, gestation, or birth 
processes include: 
 

• Chromosomal abnormalities such as 
Down’s Syndrome 

• Parental health and behaviours during 
pregnancy (malnutrition, smoking, drinking) 

• Complications during birth such as lack of 
oxygen, brain damage 

• Infections of mother or baby during 
pregnancy, birth, or early life of the baby 

• Exposure of the mother or the infant to 
high levels of environment toxins (e.g. lead)

 
 
 
 

Other common causes of disabilities include: 
 

• Poverty and malnutrition 

• Accidents 

• Violence and physical injury 

• Diseases, and lack of healthcare 

• War, conflict, chemical and 
biological weapons 

• Natural disasters 

• Dangerous child labour, risks at school and 
the community 

• Poisons and pesticides
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c. Increased Child Protection Risks for Children with Disabilities
 
While having a form of disability alone is not a child protection issue, CWD are at a much greater risk of 
child protection violations. According to a massive WHO study:138

 
 

• CWD are 3.7 times more likely than non-
disabled children to be victims of all types 
of violence 

• 3.6 times more likely to be victims of 
physical violence 

• 2.9 times more likely to be victims of 
sexual violence 

• Children with mental illness or 
intellectual impairments are 4.6 times 
more likely to be sexually abused 
 

Under the CRC, CWD are to enjoy equal rights accorded to all children regardless of disability, but their 
other rights, such as education, leisure, participation, etc., are often violated. 

The specific child protection risk factors for CWD include lack of access to goods and services such as 
transportation, education, medical care, housing, technology, information, and later, jobs. They face a major 
risk of discrimination, stigma and social support. For CPWs, preventing their separation from their families 
is a major challenge, and once they are sent to an institution, there may be neglect or abuse there, and 
some children may not see their families or communicate any problems they are having. 
 
 
c. Roles and Competencies of CPWs139

 
The main roles of community-based paraprofessionals, such as the CPWs, are to:

1. Identify the CWD.
2. Provide assistance and information to parents and CWD.
3. To assess the support needs and to connect them to community resources.

To carry out these duties, their training competencies should include: 

• Demonstrates knowledge of different 
disabilities and how the environment can 
have an impact on them 
 

• Demonstrates basic understanding of the 
particular needs for support of CWD in 
terms of access to social services, support 
for caregivers, etc.  

• Demonstrates empathy and understanding 
when communicating about disability-
related needs with clients and families  

• Demonstrates understanding of the 
challenges faced by CWD 

• Can provide locally relevant resources 
for referral  

• Demonstrates knowledge of different 
disabilities and how the environment can 
have an impact on them 

 

138 World Health Organization (2012). Children with disabilities more likely to experience violence. Retrieved 1 December, 2020 
from https://www.who.int/mediacentre/news/notes/2012/child_disabilities_violence_20120712/en/#:~:text=Findings%20
from%20the%20review%20indicate,be%20victims%20of%20sexual%20violence.

139 Global Social Service Workforce Alliance, 2nd Ed. (2017). Para professionals in the workforce: Guiding principles, functions 
and competencies.
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d. Definition and Types of Disabilities 
 
The Convention on the Rights of People with Disabilities define disabilities as:
“Persons with disabilities include those who have long-term physical, mental, intellectual or sensory 
impairments which in interaction with various barriers may hinder their full and effective participation in 
society on an equal basis with others.” (Article 1)  
 
These disabilities may impact: 
 
Physical Impairment: Upper and lower limbs, using fingers, coordination with different organs of the body. 

Mental Impairment: Mental illness such as schizophrenia, severe depression, etc., that affect a 
person’s functioning.
 
Intellectual Impairment: Learning disability, dyslexia, speech disorders.
 
Sensory Impairments: Vision, hearing. 
 
Invisible Impairments: Nerve disorders, chronic fatigue, sleep deprivation, etc.
 

The WHO provides the International Classification of Functioning, Disability and Health. The classification 
framework identifies six areas where a person’s ability is reduced: 
 

1. Learning and applying knowledge. 

2. Completing general tasks and demands. 

3. Communication. 

4. Physical mobility, self-care (daily living). 

5. Interpersonal interactions and relationships. 

6. Community, social and civic life 
including employment.

 

e. Rights and Principles in Working with People with Disabilities
 
Under the CRC Article 23, CWD: 
 

1. Have the right to enjoy ‘‘a full and decent life” in conditions which ensure dignity, promote self-
reliance and facilitate the child’s active participation in the community. 

2. Should be provided with disability- and age-appropriate assistance to realise that right. 

3. Are receive special care, to assist those who care for the child. 

4. Should receive assistance free of charge whenever possible.  

5. Have access to education, training, health care services, rehabilitation services, preparation for 
employment, recreational opportunities to fullest degree possible, to promote social, cultural, 
spiritual development. 

6. Have the right of participation.
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The Convention on the Rights of People with Disabilities promotes States and other service providers to be 
guided by the principle of: 
 

1. Respect for inherent dignity, individual 
autonomy including the freedom 
to make one’s own choices, and 
independence of persons. 

2. Non-discrimination.  

3. Full and effective participation and 
inclusion in society.  

4. Respect for difference and acceptance of 
persons with disabilities as part of human 
diversity and humanity.  

5. Equality of opportunity.  

6. Accessibility.  

7. Equality between men and women.  

8. Respect for the evolving capacities of 
CWD, and respect for the right of CWD to 
preserve their identities.

 
 

 

f. The Risk of Family Separation140 

Families who struggle with poverty and lack resources often find institutions to solve the problem of caring 
for their children. Research evidence shows that parents of CWD send them to institutions due to many 
reasons. These include poverty, inadequate stress management skills, lack of social support system, the 
availability of alternative care placements, lack of medical or educational resources in the community for 
a child with disabilities, the parent’s inability to manage the child’s behaviours (such as aggression) and 
the need to protect other family members. They also want to maintain household routines and tend to the 
needs of other family members. Parents’ lower educational attainment and physical or mental capacity 
can also contribute. Many are overwhelmed with running a household, taking care of other children, and 
making a living. 

 CPWs should keep in mind that children have the right to grow up within their own families and that the 
State (of which they are an extension) have a responsibility to fulfil this right. Unfortunately, discriminatory 
practices often relegate CWD into institutions, and this needs to be seriously reviewed by each community 
and CPW. A strong community-based family preservation programme such as those shared in Section 22: 
Preventing Family Separation should be considered. On an individual level, some best practices to support 
family preservation include: 
 

• Training to improve parenting skills 
(including self-care) 

• Psychosocial support for caregivers 
including respite care 

• Ensuring access to necessary medical 
treatment, equipment, and social services 

• Home-health visiting programmes to 
monitor child’s and family’s wellbeing 
and progress 

• Child participation and peer support in the 
community and school 

• For children in institutional care as a last 
resort, ensuring there is staff education, 
child safeguarding policies, and monitoring 
of care staff 
 
 
 
 

140 Much of this information is based on a publication by Lakliha, M., Babic, M.M., & Cheatham, L.P. (2020). Institutionalization 
of Children with Disabilities in Croatia: Social Workers’ Perspectives. Child and Youth Services, April 2020. 
DOI: 10.1080/0145935X.2020.1752170. Downloaded from https://www.researchgate.net/publication/340792478_
Institutionalization_of_Children_with_Disabilities_in_Croatia_Social_Workers’_Perspectives
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g. Case Management with Children with Disabilities
 
Case management with a CWD is not primarily focused on the disability but an actual or imminent threat to 
child protection that arise due to the disability.  

 Using the SNAP Approach, Assessment and Case Planning should focus on the following points. 
Safety, Health and Survival should focus on whether the child is receiving the necessary medical care. 
Whether there is actual or potential for abuse, neglect, exploitation or violence, whether impairments that 
pose an immediate threat to the child’s safety or wellbeing are being addressed, and if there are basic 
needs that are not being met. 

 Nurturing Relationships should focus on whether there is an attachment between the child and the 
caregiver. Does the caregiver resent the child and communicates it to the child? Focus on the caregiver’s 
support to relieve some of the stress, the child’s relationship with other adults in the household and at 
school/ECD, the child’s relationships with siblings and peers. Focused discussions should be had with 
the caregiver about the threat of separation and the type of support needed to prevent it, and the harm 
of separation. 

 Age- (and ability-appropriate) Activities should focus on how the child can participate in ability-appropriate 
activities to help them develop, such as special education or accommodations for school access. Time for 
family and friends should also be included. 

 Psychosocial Support and Rehabilitation are great needs for CWD and their families. Ensuring non-
discrimination and peer support at school, including them in community projects, and ensuring 
that they receive the rehabilitation therapies, as well as any needed counselling, would be target 
considerations for them. 
 
 
h. Parents with Disabilities 
 
It is important NOT to negatively stereotype parents with disabilities. Like most parents, people 
with disabilities love their children and try their best. Some impairments MAY impact parenting 
ability. For example: 
 

• Serious physical impairment--day to day care of children 

• Chronic and untreated mental illness --violence or neglect if not treated 

• Cognitive impairment--Limited understanding and use of information, etc. 

• Important to conduct individualized assessment of CP threats
 
 
The important question for CPWs is: Is the disability resulting in abuse, neglect, violence against the 
child? If so, what support does the parent need, in order to provide adequate support to the child, to meet 
protection challenges? 
 
When the impairment poses child protection threats, you must apply the Necessity and Suitability tests 
before recommending alternative care placement. 
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i. Community Level Efforts
 
There are many children in any community with visible and invisible disabilities. They are at higher levels 
of child protection risks, and CPWs are ideally situated to sensitise and mobilise the community and 
advocate for increased social acceptance and resources. Depending on the specific characteristics of the 
community, some of the following should be considered as a part of an action plan.  
 

• Identify CWD in the community and link them to organisations that could provide 
assistance to them. 

• Promote awareness education programmes to educate parents of some of the causes of 
disabilities and how they can be prevented. 

• Equally important is information of the support services available for the CWD and how they can 
access the support.  

• Need for collaboration with organisations and institutions that can provide adequate support to 
the CWD and link them up with the children and families requiring support.  

• Sensitise institutions especially educational and health institutions to provide adequate 
infrastructure as well as services for CWD. 

• Creating a safe environment including:  

• Safety planning including the specific needs of a child with disability, this will allow every child 
to be as independent as possible.   

• Extending assistance and assurance to the child’s parents, who might be struggling to cope 
with their child.   

• Entrench issues of CWD into existing community structures so that they can be handled 
alongside all other community issues.   

• Sensitise the community, particularly the community structures such as committees and other 
institutions as schools, churches etc to support CWD and ensue that they include them in their 
programmes.  

• Be particularly aware of the needs of parents and caregivers, to provide them with respite and 
psychosocial support as needed.
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An important area of competence for a CPW is to work with the community regarding child protection 
issues. This involves assessing community needs, providing child protection information, raising awareness 
and mobilising communities to establish service points for children. Ensuring community ownership and 
promoting effective collaboration amongst the stakeholders is also an important piece of the CPW’s focus 
on the community.  

56) Participatory Rural Appraisal and Community Action Planning
 
 
a.  Introduction 
 
What is PRA? It is an approach used to partner with a community to identify and solve a problem. Although 
originally developed for use in rural areas, PRA has been employed successfully in various settings. An 
example of PRA is a project from the Republic of Congo, where the community worked with students, 
teachers, parents and the local community to analyse local risks and vulnerabilities to keeping schools 
safe from attacks and developed a risk reduction plan (GCPEA, 2014).141 The goal of PRA is to incorporate 
the knowledge and opinions of local people gained in the process in the planning and management of 
development projects and programs. And although it says “participatory community appraisal”, it is not just 
for collecting information. It covers three steps: 1) appraisal, 2) analysis and 3) planning.  

 
b. Principles Underlying PRA
 
PRA follows principles related to the community’s right to assess and solve its own problems. They are:  
 

1. Each community has unique needs, and the one-size fits-all approach doesn’t work. 

2. Communities have the right to self-determination within the law. As long as they protect the 
rights of its members including children, women, the elderly, people with disabilities, and other 
vulnerable populations.  

3. Community members have a lot of knowledge, skills, and experiences that can contribute to 
solving problems. 

4. Communities are mostly likely to own the solutions to which they have had input in appraising 
and analysing.  

5. This empowers communities and increases the chance of success in implementation. 

6. Experts from outside the community can partner, not control, the way in which communities 
come together to solve problems. 

 

 

SECTION 10 
COMMUNITY APPRAISAL, 
MOBILISATION AND 
COLLABORATION

141 Global Coalition to Protect Education from Attack (2014). The role of communities in protection education from attack: 
Lessons learned. https://protectingeducation.org/wp-content/uploads/documents/documents_the_role_of_communities_in_
protecting_education_from_attack.pdf



Reference Manual For 
Child Protection Workers 224

c. Advantages of PRA
 
PRA offers advantages in comparison to the traditional assessment and planning that experts from 
outside of the community do. It taps into the concerns and voices of a wide cross-section of community 
members on issues, especially as less vocal groups are invited to participate. It is done in an atmosphere 
of openness and respect. Thus, it helps to build partnerships between different actors in the community, 
establishes consensus amongst groups that normally don’t interact together, and helps to overcome 
barriers to desired change. It also empowers community members to become pro-active problem-solvers 
rather than passive recipients and generates or strengthens potential community leaders that may not 
have been visible before. Changes are likely to occur more quickly due to participation and ensuring 
collaboration. Finally, the government is more likely to trust an approach to problem-solving that community 
members have participated in. 
 
PRA is an ideal approach to involve child participation (See Section 6). 
 
 
d. Steps Involved in PRA
 
PRA is used to enable local people to make their own appraisal, analysis, and plans. The steps are: 
 

1. Appraisal: What are the facts and opinions of local people regarding a problem that the 
community wants to solve? 

2. Analysis: What do the facts and opinions suggest in terms of solutions? 

3. Planning: What plans should be made to achieve these solutions?
 

Figure 38: Steps Involved in Participatory Rural Appraisal
 

 
d-1: Appraisal Phase
 
During this phase, the community identifies priority community needs. Sometimes the need has 
been identified and discussed for some time. However, the appraisal process ensures that it is truly a 
community-driven issue, not one driven by an outside agenda. Often, the community identifies many 
competing issues, but the availability and amount of resources may influence which issues will get priority. 
Even in this situation, PRA can ensure maximum community input. 

Collecting community input is done by two major sets of data: Quantitative and qualitative. 
 

Appraise Analyse Plan
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Figure 39: Types of data needed for Holistic Information Gathering

 
 
d-1.1. Quantitative Data
 
d-1.1.1. What it consists of: This type of data consists of information that can be counted or analysed in 
numbers. For example, 51% of people in Malawi live under the poverty line. It usually includes data on 
who, what, when, where, how much/often it is prevalent. The information is typically portrayed in numbers, 
percentages, statistical analyses, tables, etc. It offers hard data that can be analysed and relied upon, such 
as: how many people were displaced during a flood or how many teenagers became pregnant during the 
past year. This type of data allows for comparisons between communities, districts, regions, etc. However, 
quantitative data alone are seldom enough to tell the whole story and can mislead about the real situation 
on the ground. For example, if poverty is measured only in household income, it doesn’t always consider 
the household’s ability to be resourceful or resilient. 
 
d-1.1.2. Quantitative Data Collection Methods: The primary method of collecting quantitative data are 
through community mapping, surveys, records from service points, government or NGO offices, and 
community infrastructure review, as explained further below.   
 

1. Community mapping. This can include 
relevant questions regarding the services 
and households in the community, e.g.: 
 

a. Location of service resources. 

b. Covid-19 impact mapping. 

c. Birth registration. 

d. Flood zones and loss of housing. 

e. Households with children living away 
from home. 

f. Households with elderly or chronically ill 
caregivers. 

g. Child headed households.   
 
 
 

 

2. Surveys such as: 
 

a. Age at first marriage. 

b. Number of meals eaten per day. 

c. Types and prevalence of disabilities.  
 

3. Records collected at service 
points, e.g.: Schools 

a. Hospitals. 

b. Community health clinics. 

c. SVUs, ECD centres, CCs, etc. 

d. Reproductive health facilities. 
 
 

Quantitative 
Data 

Qualitative
Data

Holistic  
Information
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4. Data collected by government and NGO 
offices such as: 
 

a. Border processing. 

b. Child Helpline. 

c. Red Cross.  

d. District Social Welfare Office. 
 

5. Community infrastructure overview, e.g.: 
 

a. Access to schools and other 
critical services. 

b. Disability-friendly access. 

c. Number of CPWs and ratio to children.
 
 
 
 

d-1.2: Qualitative Data 
 
d-1.2.1. What It Consists of: Qualitative data consist of information that explores things that may not be 
expressed in numbers, such as:  
 

1. Observations: 

a. Can people with disabilities easily navigate the roads?  

b. Are children with mental disabilities being excluded by their peers? 
 

2. Questionnaires asking about opinions on specific topics: 

a. In your opinion, what are the top three most serious problems in our community?  Why? 

b. How do you think we can reduce the stigma of mental illness?  

c. For illiterate people need to use personal interviews. 
 

3. Community meetings: 

a. These can be probing meetings—to explore what the community would like to focus on. 

b. On a specific topic. 

c. There are usually patterns of authority and interaction in the community, so it is important to 
agree on ground rules of participation and invite less vocal members to express their opinions.  
 

• Participant’s attitude toward an issue, such 
as child abuse or child labour 

• Participants opinions about problems such 
as GBV, mental health, traditional practices, 
etc. What is their hope and vision regarding 
these issues?  

• What is the history of this problem in this 
community? How has the problem changed 
over time? What has already been tried, 
and why didn’t it work?  

• What impacts have the participants felt 
because of this problem? 

 
 
When collecting qualitative data, it is important to engage a wide cross-section of participants. For 
example, if the topic is domestic violence, it is important to include survivors, family members, service 
providers, community members, and even perpetrators. Many of them will need to be interviewed 
personally, but some may participate in focus groups.  
 
d-1.2.2. Qualitative Methods: Many methods are employed in collecting qualitative data, such as 
observations, opinion surveys, community meetings, focus groups and personal interviews.  
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4. Personal interviews 

a. Face to face, by phone or online. 

b. This is good method for those who won’t 
speak up at community meetings. 

c. Useful with people who are illiterate and 
cannot fill out surveys or other written 
materials. 

d. Confidentiality assurance needed. 

e. Good communication skills necessary. 
 
 

5. Focus groups  

a. Composition of focus groups is key to 
collecting the most relevant information.  

b. Consider gender and social status 
issues. Some people are uncomfortable 
in mixed groups. 

c. Must create a demographic process, 
and ground rule of respect and 
sharing openly.  

d. Watch for leadership dynamics in the 
group. Some people are very influential 
and can sway the opinion of others or 
intimidate them.  

 
 
i. Best to use personal interview with strong personalities

d-2. Analysis Phase
 
During this phase, all information is brought together and bundled into clear findings. 
 
d-2.1. Performing triangulation: This is the process of ensuring that quantitative data from different 
sources match (within reason). During this phase, the analysis includes examining the qualitative data to 
determine whether the data collection included a cross-section of community members, including the 
most vulnerable ones who may be living the issues being discussed, to ensure that dominant ones did not 
monopolise or intimate the group process. This is also the time to check on the timeline and quality of child 
participation on relevant issues.  
 
d.2.2. Identifying gaps in information: This process asks what more needs to be known in order to move 
ahead with accurate data, and to plan and carry out additional data collection as needed. 
 
d-2.3. Creating a report and presentation. This should include:  
 

• The issue studied (including how the issue 
was decided upon) 

• The methods used, including source of 
information, number of participants, effort 
to include participation of children and 
vulnerable groups 

• Findings from each method (survey, 
mapping, questionnaire, etc.) 

• Overall summary 

• Development of a presentation 

 

d-2.4. Sharing the information with the community, being mindful of those with literacy or 
comprehension problems. This can be done by a community-wide presentation but additional meetings 
may be needed to reach all participants. 
 
d-2.5. Collecting preliminary ideas on recommended solutions to address the problem. 
 
 
e. Planning Phase
 
In this phase, the community is brought together to discuss ways to solve the problem in focus. Those 
who have not been informed of the appraisal findings will need to be updated.
 
e-1. Facilitating Community Discussion: Facilitation skills will be crucially important in ensuring that 
diverse voices will be heard, especially those affected by the issue. For this reason, you might want to 
include a panel of affected people to deepen understanding and increase motivation.  
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Brain storming is helpful at beginning stage of facilitation, to allow for all ideas to be considered. The 
facilitator may influence the group’s opinion by the attention given to an idea. Following the POMES 
method of problem solving may be helpful as an overall approach.  
 

• Problem identification (This has already 
been done through appraisal and analysis) 

• Objectives (What are some solutions?) 
(Brainstorm, then narrow down) 

• Methods (How will we reach these 
solutions?) 

• Evaluation (How effective will each solution 
be?) Then decide on one or two priority 
solution(s) 

• Strengths and Challenges (What do we 
already know/have, and what are the 
challenges? How will we use our strengths 
and deal with challenges?) 

e-2. Creating an Action Plan. Finally: An ACTION PLAN must be set in place to move the project forward. 
The action plan should address at minimum: 
 

• If funding is needed, how will that be 
obtained, and for what?  

• How will funds be distributed and 
accounted for?  

• Who will provide the oversight and 
leadership? (Can be a committee) 
 

• Various roles of stakeholders and 
implementing entities 

• What is the timeline and major goals for 
each time frame?  

• How implementation data will be collected 

• If/how an evaluation will be conducted 
following implementation 

 

57) Community Sensitisation and Mobilisation 
 
 
a. Introduction 
 
Community sensitisation is the process of informing and motivating community members to participate 
in positive change. It is also called Awareness Raising. It recognises the ability of communities to become 
motivated and mobilise once they have the right information. Some of the information may have been 
collected through the PRA method discussed earlier, or it may use other information. The information is 
informative for the whole community, but it may be empowering to people who are dealing with personal 
difficulties or friends and neighbours who are concerned about them. Ultimately the goal is to mobilise the 
community around the issues. 
 
Figure 40: Role of Sensitisation 
 

Inform victims 
and non-victims

Motivate victims 
to seek help, 
with others 
to get involved

Mobilise the 
community to 
address the issue
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b. Formula for Success 
 
The formula for success in community sensitisation includes several essential ingredients:  
 

1. A clear message. 

2. A clearly identified target group (or groups). 

3. Resources. 

4. Commitment. 

5. Participation. 

6. Method. 

7. Skills in design and implementation. 

 

Below, each of these are laid out in more detail. 

b-1: A Clear Message:  
 

• What is the child protection concern that you want to raise sensitise the community about?  

• What is the clear message you want to send? 
 
 
b-2. Target Group 
 

• Who are you targeting with the message?  

• Is it everyone in the community, or a select group of people? In any case avoid pointing fingers. 
 

b-3. Resources 
 

• What resources do you already have, to work with? This can include funding, natural resources, 
social or cultural resources, technical resources, human resources, the availability of electronic 
communication, etc.  

• What particular talents and abilities will you need? This can be musical or acting talents, writing 
and presenting talents, ability to run equipment, etc. 

 
 
b-4. Commitment 
 

• What type of commitment do you need, from whom? It is important to have commitment from 
community leaders and the main role holders.  

• How long will the commitment be necessary?  

• How will you cope when the commitment is no longer there? 
 
 
b-5. Participation 
 

• Who will participate in designing and implementing the project?  

• Lay out the roles for all participants 

• Don’t forget about women, children, and victims and other vulnerable people
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b-6. Methods  
 

• What method or methods will you use?  

• What common methods are used in your 
community to inform about child protection 
issues? (Discussion) 

• Common forms include: 

• Public meetings 

• Dramas 

• Leaflets (flyers, handouts, brochures) 

• Posters, murals 

• Radio/TV/publications 

• Loud-speakers (horns) 

• Social media 

• Marches/parades 

• Presentations to groups 

• School-based activity

 
b-7. Skill in designing and implementation  
 

• Who will design the material, or pull it 
together?  
 

• Who will facilitate/oversee? 

c.  Examples of Successful Sensitisation leading to Mobilisation 
 
c-1. Nigeria:  ActionAids’ Transforming Education for Girls in Nigeria (TEGIN) used weekly Community 
Circles to conduct awareness-raising activities, including planning marches and high-profile events around 
violence against women and girls to mark international days of celebration. Some of these circles involved 
traditional leaders and elders, leading to ‘considerable (and unexpected) change in the community’s attitude 
and behaviour’ (Leach et al., 2013, p. 42).

C-2. India:  The activist group Must Bol launched an online campaign Got Started At to encourage young 
people to speak about sexual harassment and gender issues. The campaign includes violence awareness 
workshops with students and children in education settings. The workshops offer a safe space for male 
and female students to discuss different types of violence and their own experiences. The campaign led to 
improved understanding between peers. (UNESCO, 2014)
 
c-3. Ghana:  ActionAid and Songtaba (a community- based partner) established a community networking 
initiative to stop violence against girls in schools in an area far from the capital. Child protection services 
did not have the financial or human resources to follow up reported cases of school-related GBV. By linking 
community structures to decentralised agencies, the networking initiative resulted in an increased number 
of reported cases of GBV and most of them were addressed. 
 
c-4. Sierra Leon: Child protection officers worked with community groups to establish informal networks 
of eyes and ears to access their help on cases when needed, similar to South Africa’s experience 
told earlier. These groups include School Clubs, Mother’s Clubs, Child Welfare Committees, and other 
active groups and play a formal or informal protection role. There is an emphasis on including vulnerable 
individuals such as teenage mothers, children, HIV-positive groups and people with disabilities.
 
 
d. Community Mobilisation
 
Community mobilisation engages the community to address health, social, or environmental issue. 
Community mobilisation empowers individuals and groups to take some action to facilitate change. 
This process usually results from good information gathered through PRA and successful community 
sensitisation. In other words, people who have information about a problem and have understood its 
impact are then motivated to make changes in their community. With proper facilitation and leadership, 
community members will participate in making those changes. 
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A successful sensitisation often leads to community mobilisation around the issue, but this is not 
automatic. Communities may be highly motivated but lack the resources or the know-how. 

 A few projects can be initiated implemented without funding support. For example, the Eye on the Child 
project in South Africa* initially started with no funding. Neighbours decided to watch out for children in 
their neighbourhoods and report abuse to authorities. They organised a schedule and collaborated closely 
with the authorities. The people-watching were called Spotters. It is now a programme with trained 
volunteers who respond right away,142 much like the CPWs of Malawi. 
 
 
 e.  Steps Involved in Community Mobilisation 
 
 

1. Defining the Problem (if not already done through PRA). This is based on the best information 
available. See module on PRA. 

2. Establishing a Community Mobilisation Group (this may vary depending on the issue). 
People with influence and resources. Usually consists of development partners, community and 
religious leaders.  

3. Designing strategies, setting objectives, and selecting target groups. Some of this may have 
been done already through PRA. Resources need to be mobilised from the community and other 
external partners. After obtaining resources, the community mobilisation group should design 
strategies to address the identified problem with objectives that are SMART.  

4. Establishing an Action Plan (if not already done through PRA). Establish timelines for the 
actual implementation of the planned activities, and the deadlines set for goals to be achieved. 
This enables the progress of activities to be monitored against the targets set during the 
planning phase. 

5. Building Capacity. Identifying existing capacity resources and assessing the gaps that exist to 
implement the community mobilisation. The gaps should be supplemented by capacity building 
of the community groups and other relevant stakeholders. 

6. Identifying Partners. Identify relevant partners through a simple mapping exercise. With respect 
to prevention and control of HIV/AIDS, for instance, the following partners may be relevant: 
religious institutions, local non-governmental organisations, etc.   

7. Implementing the Plan of Activities. Based on the action plans developed with all of the 
relevant community-level partners, implementation of the mobilisation activities. In the 
implementation process, a clear role for any partners that are involved should be put in place and 
communicated with all of them. 

8. Monitoring and Evaluation. This is the final but essential element of community mobilisation. It 
enables you to check whether the action plan has been implemented effectively and the specific 
objectives are met with respect to the issue the community is mobilised to achieve.  

58) Strengthening Community Ownership in Collaboration 
 
 
a. Introduction
 
Community ownership is essential in making any sustainable changes. For one thing, the community has 
strengths that it should recognise and use in caring for vulnerable members. For example, the strong value 
system of caring for children is a strength in many communities. The more the community is involved in 
identifying and solving its problems, the more likely it will gain ownership and sustainability. This bottom-up 
approach to strengthen child protection is considered the best model for children.  
 

142  Western Cape Government of South Africa (2018). Eye on the Child rolled out to mark start of Child Protection week.
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b. Levels of Community Ownership143

 
There is an inverse relationship between community ownership and the degree of involvement by external 
organisations. In other words, the more the project is driven by the community, the more likely it is to feel 
a sense of ownership, and this contributes to real and sustainable changes. 
 
 
Table 19: Levels of Community Ownership
 

Ownership level
What is done FOR 

the community by an 
external organisation

What the community does

Level 1  

Very little  
ownership

External sources bring in the 
ideas, technical expertise, 
training and service delivery.  
 
The community people are 
viewed as helpless victims 
to be assisted.

A few members of the community 
might be in gauged as volunteers, 
but they are mostly beneficiaries.

Level 2 
 
Low level of  
ownership

External organisation brings 
project idea, expertise, 
training and funding.

Some community members may be 
hired for the project or a volunteer, 
but most are beneficiaries.

Level 3 
  
Moderate level of  
ownership

The external organisation 
engages in dialogue 
with the community, and 
facilitates community 
planning and action.  
 
May provide funding or 
limited training.

The community is actively involved 
in deciding on the project and will 
mobilise already existing structures 
or create new ones such as 
women’s groups, FBOs.

Level 4  
 
High level of  
ownership

No involvement of external 
organisations, although their 
advocacy at broader levels 
may help communities to 
realise and initiate their 
own activities.

Communities initiate and manage 
activities from within, with little or 
no support from an external source. 
They think of project as our project, 
not external organisations.

143 Adapted from Wessells, M. (2015). Bottom-up approaches to strengthen child protection systems: Placing children, families 
and communities at the centre. Child Abuse and Neglect 43, 8-21. 
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As shown in Table 19, the community’s sense of ownership is at the lowest level (Level 1) when sources 
outside of the community bring in the ideas, technical expertise, training and service delivery. A few 
members of the community may be engaged as volunteers, but they are mostly beneficiaries, and the 
rest of the community people are viewed as helpless victims to be assisted. At the next level (Level 2), 
the external organisation brings the project idea, expertise, training and funding, but some communities 
members may be hired for the project, although most are still beneficiaries. At Level 3, the external 
organisation engages in dialogue with the community and facilitates community planning and action. The 
community is actively involved in deciding on the project and mobilising existing structures or creating new 
ones such as women’s groups, FBOs, etc. The community’s ownership level is highest when communities 
initiate and manage activities from within with little or no support from an external source. They think of the 
project as our project, not the external organisation’s. 

In Wessell’s study144 of dozens of community-based projects in Africa, it was found that 75% of them fell 
into Level 2, and the rest in the other levels. This low level of community ownership may be adding to 
the short duration of some of the projects, underscoring the importance of community-led, community-
managed projects in child protection.
 
 
c. Community Child Protection Mechanisms 
 
In Malawi, one of the roles of the CPWs is to work with communities to establish and support CBCPMs. 
The main CBCPMs are: 
 

• Community-Based Childcare Centres (CBCCs): These are early childhood development centres 
where children are provided with learning, stimulation, play, and food. It also serves to prevent 
child maltreatment by giving parents respite from caring for children, and it is an opportunity to 
detect abuse or neglect.  

• Children’s Corners (CCs): These are centres of psychosocial support for children. They ensure 
a safe place to play and a means of detecting those that are experiencing violence and trauma. 
There is also instruction on life skills, HIV, etc. 
 

• Community Victim Support Units (CVSUs): These are havens for victims of GBV. It also 
offers counselling and referral to police, hospital, or other specialised services as needed. The 
case management process is started here, then may need to be transferred when the victim 
returns home.   

• One Stop Centres (OSCs): These are part of a nationwide network of centres to provide a 
comprehensive array of services such as medical, legal, and psychosocial services for survivors 
of child maltreatment and intimate partner violence. 

 

d.  Strengthening Community Ownership
 
One of the challenges with community-initiated and managed programmes is the level of responsibility 
involved for the community members. For example, in 2019, the Minister asked CBCCs to become more 
independent of government and NGOs for support. She would like to see more community ownership, 
such as donation of land to grow their food toward self-sufficient.145 Clearly, greater community ownership 
comes with greater responsibilities. Therefore, balancing community initiative and managing the 
responsibilities is critical in promoting such facilities. 

Development literature points to many ways to strengthen the community’s ownership so that they make 
the contribution of time, resources and skills to make community-driven programmes work. For those 
with the responsibilities of working with communities to develop more community service points (such as 
CPWs), the following ideas may be considered.  

144 Ibid

145 https://malawi24.com/2019/02/13/minister-tells-cbccs-to-be-independent/ 
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• Rather than acting as an expert:  

• Serve as a facilitator who listens to community leaders and members (including those who 
usually have no voice—make home visits if necessary). This can be in large or small groups, or 
one on one.  

• Learn about local power dynamics, facilitate inclusive dialogue. 

• Identify natural helpers.  

• Ensure all activities focus on the interests and wellbeing of children.  

• Consistently cultivate community awareness of vulnerable children. 

• Continue to dialogue and facilitate community consensus on priority CP issue. 

• Facilitate community discussions on how to go about addressing the issue. 

• Facilitate understanding of what would be required of community members under different 
scenarios. 

• If appropriate, share examples of how other communities have managed the same problem. 

• Do not assume, because you are a community member, that your ideas will be readily accepted. 
You can be seen as someone who challenges informal community structures and imposes formal 
processes.  
 

e.  Factors that Reduce Community Ownership 
 
There are several factors known to reduce community ownership. These include: 
 

• Bringing up the issue of money before the community has a thorough understanding of the issue 
of concern, and have developed a collective sense of responsibility for solving it. 

• Having an external agency leading out too much, too fast. 

• Having an external agency that made decisions and claimed the territory as its own, by using 
signs, logos on materials, uniforms, etc. (This could also be district employees.)  

• Failure to listen to, and build on local ideas and resources. 

• Using top-down didactic methods (someone acting as they know it all, and lecture to the 
community members). 

• Using professional terminology that they haven’t explained. 

• Overwhelming community members with responsibilities—these need to be incremental and 
within the capacity of community members.
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