Guidance on Remote GBV Services 
Focusing on Phone-Based Case Management and Hotlines

Handout 2.0 for Facilitators: Case Study - Nigeria
Background
Norwegian Church Aid (NCA) operates in the Borno State of Nigeria and is based in Maiduguri. NCA provides GBV case management (CM) services to women and girls and, during regular face to face operations, ensures the full GBV CM process including follow up visits to check in on referrals and access to services. 
When the COVID-19 pandemic reached Nigeria, NCA was forced to stop providing in-person services. Restrictions in country not only limited movements but also limited the number of people that could safely gather in order to follow social distancing recommendations. 
NCA knew it was critical to ensure the continuity of access to GBV services for survivors therefore realized they had to get creative. NCA decided to set up a Call Center/Remote CM. They partitioned the safe space into booths for women and girls to access phones. The Phone Booths had 2-3 lines available to call caseworkers waiting on the other end to provide GBV CM services. The Phone Booths still needed to be staffed in case women and girls entering needed assistance using the phones and to ensure COVID-19 safety measures. NCA trained community volunteers to run the Phone Booths during opening hours, from 8:00 to 17:00, 7 days a week. During opening hours, caseworkers working from their homes were assigned cell phones to answer incoming calls. 
NCA’s caseworkers are trained in GBV CM but quickly adapted to the reality of providing services to a survivor over the phone. Providing a survivor with the full GBV CM process over the phone was not possible remotely. By phone, survivors do not always have as much time to speak to a caseworker, not to mention phones are often shared by survivors and a partner or other family members and privacy is usually limited if available at all. In addition, caseworkers worked in shifts, so a survivor may not always get the same caseworker when she called back.
Caseworkers focused their calls on assessing safety needs, providing PSS and one-on-one counseling, and referrals. Caseworkers ended every call sharing COVID-19 protocol information including the importance of handwashing, wearing masks, etc. The Phone Booth volunteers facilitate access to the phones and were trained to write referrals. They also provided accompaniment to survivors when needed, and helped distribute dignity kits, delivery kits, and MHM kits. 
NCA noted that during the pandemic and lockdowns, most of the calls that came in through the Phone Booths were cases of IPV as restrictions forced women to be stuck at home with abusers with even more limited options than before the pandemic. Referral services were also limited during the lockdown but there were some health and legal services operating and available in Borno State. 
Case closures rarely happened. They were very few and far between largely due to challenges around follow up. Survivors were not always able to call back and when they did, were not guaranteed to speak to the same caseworker due to work shifts. 
NCA also set up and operated a free hotline during this period. The hotline was operated by volunteers trained to manage crisis calls.  As of July 2021, restrictions have somewhat lifted in Nigeria so NCA has been able to resume in-person services. NCA still operates this Call Centre/tollfree line in collaboration with the Ministry of Women Affairs and Social Development to be able to continue providing remote and confidential services.
Case study
Esther is 35[footnoteRef:1] and married. She came to the phone booth to access a phone and find support. Her husband had been beating her and she believed he was violent because he couldn’t work. A caseworker answered the phone and gave her an abbreviated introduction to GBV case management and the services available. She immediately informed Esther that she can call back anytime but might not get the same caseworker. Esther told the caseworker over the phone that her husband only beats her once in a while and that she doesn’t want to leave because of her children. [1:  Name and age have been adapted to conceal the identity of the survivor. ] 

The caseworker immediately started developing a safety plan. At this point in time, the caseworker didn’t know if she would be able to talk to Esther again so she knew that assessing the frequency and rate of the violence and identifying any mitigation strategies would be the priority. Esther shared that sometimes when he gets violent, she calls for her neighbor. The caseworker and Esther agreed that if he becomes abusive, Esther will use this tactic and shout for her neighbor to come help. 
Once the safety planning was complete, the caseworker asked Esther about any needs while quickly sharing options for services in the area. The caseworker prioritized health needs. Referral pathways were extremely limited during the COVID-19 lockdown. Esther did not want any legal services. She was clear about not wanting to leave her husband because of their children and not trusting the legal system to be involved. The caseworker closed the call by reminding Esther of COVID-19 safety protocols and ensuring she knew she could call back anytime. Esther never did call back.
Key messages
Remote GBV CM is LIMITED. Caseworkers need to give the survivor all the necessary info on the one call. A survivor might not call again and even if she does, she might not reach the same caseworker again, making follow up challenging. This means packing 2-3 GBV CM sessions into 1 phone call to ensure the survivor has as much information as possible to be empowered to make decisions for her life.
