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Preface 
This is an assessment and implementation manual about óMaternal and Child Focused Healthcareô (MCFH) 
written for health workers who plan, organise, provide or care for women, babies, children and their families.  

The manual defines MCFH by translating the articles of the United Nations Convention on the Rights of the 

Child (UNCRC) and a proposed new Clinical Convention on the Rights of pregnant women and girls into 

óStandardsô that are applicable to everyday healthcare practices. It provides a method for assessing these and a 
structure for making any improvements so women, babies, children and their families everywhere can receive 

the óbest possibleô healthcare, regardless of circumstances.  

 
The Maternal and Child Healthcare Initiative (MCHI), a maternal and child health quality improvement 

programme was developed by Maternal and Childhealth Advocacy International (MCAI), Charity No: 1071486 

and the Advanced Life Support Group (ALSG) Charity No: 4580873.   
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How to use this book  
 
This book is intended to help any health planner or health worker assess the level of healthcare received by 

women and girls who are pregnant, babies, children and their families and make improvements working towards 

the óbest possibleô care.  

 
The manual can be read as a whole, but is divided into 4 sections to assist in gaining quicker understanding of 

specific topics.  

 

¶ Section 1 explains why a Maternal and Child Healthcare Initiative (MCHI) is needed, discusses the 

principles involved and its relationship with the United Nations Convention on the Rights of the Child 

(UNCRC) and a proposed clinical human rights convention for pregnant women and girls and their 

newborn babies. óMaternal and Child Focused Healthcareô (MCFH) is defined. 
 

¶ Section 2 describes and discusses each of the 12 MCFH Standards and their supporting criteria. 

 

¶ Sections 3 and 4 explain how to find out if your facility provides Maternal and Child Focused 

Healthcare and how to use results from an assessment to ómake it betterô by planning, making and 

acknowledging improvements. They also explain how others can help you. The concepts, ideas and 
processes in these chapters are not new, but condensed in this manual. 

 

¶ The Appendix on the website www.mcai.org.uk  contains óThe MCHI Toolkitô. The tools cover the 

assessment of all the aspects of healthcare for pregnant women, girls, babies, children and their families. 
Tool 1 is designed to help identify, prioritise and select MCFH Standards for improvement; Tool 2 

provides a more detailed assessment of the chosen aspect of care including identification of the level of 

care currently provided and, if not suggests the óbest possibleô improvements by planning and 

implementation of realistic, and sustainable development.  
 

 

 

 

 

http://www.mcai.org.uk/
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THE MATERNAL AND CHILD HEALTHCARE INITIATIVE  

 
GLOSSARY OF TERMS  

 
ADVOCACY  in this context means speaking on behalf of pregnant women and girls, their babies and 

children and/or their families who are either unable or unwilling to speak about their needs, situations, or 

people who make them feel unsafe or abuse their rights. It is acting as a óvoiceô for someone who has no 
óvoiceô or is unable to use it. 

 

ASSESSMENT /SELF-ASSESSMENT is the process of measuring the quality of an activity, service or 
organisation. It is a method of: 

¶ Identifying evidence to validate judgements 

¶ Finding a base-line so improvement can be measured  

¶ Arriving at an objective view of current performance  

¶ Highlighting areas that show where performance is satisfactory or good 

¶ Highlighting areas that require further improvements 

¶ Identifying ways to achieve continual improvement 

 

ATTITUDES are complex mental processes that motivate behaviour and are thought to influence the 
way we process information. 

 

A CARE PATHWAY  (patient pathway) is the exact story of a mother or childôs healthcare from the 

time of arrival at a health facility to the time of discharge or death. 
 

A CARE PLAN is a written document that is developed with the woman or girl who is pregnant, 

parent/carer of a child, and if old enough the child. It details the needs of the patient and roles and 
responsibilities of everyone involved in health care and when this requires reviewing.  

 

A CARER is a person nominated by a parent/s or the state to provide care for a child or adult in place of 

a parent/s. 
 

A CHILD  is a person up to their 18
th
 birthday/the age of 18 years (UN) 

An older child is a child around the age of seven and older. Common sense is needed in interpreting óan 
older childô as children will vary in their maturity and ability to understand and answer questions.  

A young child is usually less than seven years of age, although sometimes a younger child will be able to 

answer questions designed for the parents and older children 

An adolescent is a person in the 10 ï 19 years age group (WHO) 

A vulnerable child is a child whose right to survival, development, protection or participation is not 

being met or is compromised 
 

COLLABOR ATIVE  means working together. 

 

CONSULTATION is a discussion during which the opinions of everyone involved are sought before a 

decision is made. 
 

CRITERIA provide the more detailed and practical information on how to achieve each MCFH standard. 

They can be described as structure, process or outcome criteria. They illustrate the standard and provide a 
way of measuring it.  (Criteria describe activities to be performed, whereas standards state the level at 

which they are to be performed.  An essential criterion is one that must be met) 
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¶ Structure criteria are the resources required in order to carry out the process stage of a standard 

eg policies, procedures, documents, personnel, training, equipment 

¶ Process criteria are the actions undertaken by staff in order to achieve certain results.  For 

examples, assessment techniques and procedures or patient education 

¶ Outcome criteria are the desired effect of care in terms of patient responses, behaviour, clinical 

condition, level of knowledge, satisfaction with care 

                                                                

DISABILITY is a lack or impairment of a particular capability or skill  

 
ETHNICITY concerns nations or races; it is about the customs, dress, language and food of a particular 

racial group. 

 
EMOTIONAL MATURITY  is reached when a person acts and behaves responsibly, is able to 

contribute to the well-being of their community, and understands and is able to meet and support their 

own or their childôs emotional needs.  

 

FOOD SECURITY (GLOBAL) is a state of affairs where all people at all times have access to safe and 

nutritious food to maintain a healthy and active life, and where there is no risk of households losing 

physical and economic access to adequate food (The State of Food Insecurity in the World 2003   Monitoring 

progress towards the World Food Summit and Millennium Development Goals.  Food and Agriculture Organisation 

of the United Nations  ISBN  92-5-104986-6). 
 

GLOBALISATION is the process of increasing economic, political and social inter-dependence and 
global integration that takes place as capital, traded goods, persons, concepts, images, ideas and values 

diffuse across state boundaries (WHO definition) 

 

A HANDICAP is any condition that prevents or hinders the pursuit or achievement of desired goals. 
(Sheridan M 1969) 

HEALTH  is a state of complete physical, mental and social well-being and not merely the absence of 
disease or infirmity.  (Preamble to the Constitution of the World Health Organization as adopted by the 

International Health Conference, New York, 19-22 June, 1946; signed on 22 July 1946 by the 
representatives of 61 States (Official Records of the World Health Organization, no. 2, p. 100) and 

entered into force on 7 April 1948.   The Definition has not been amended since 1948. 

HEALTHCARE  is informed advice, assessment, monitoring, assistance or treatment given for health 

reasons. It includes preventive, investigative, curative, palliative and supportive care.  

Appropriate healthcare is the óbest possibleô healthcare given without compromising the care given to 
other mothers or children sharing the same health worker, health facility or health service.  

Effective health care is healthcare that achieves its objectives. 

Evidence-based healthcare is based on a process of using contemporaneous research findings to support 
the healthcare given. 

A healthcare related policy is a written principle that must be followed by all health workers (a must 

do), for example an evacuation policy, a drug safety policy, a hand washing policy and others.  

A system of care is a clear detailed method for dealing with a situation, event or problem. 
 

A HEALTHCARE ENVIRONMENT is any situation where a patient is given informed advice, 

assessment, monitoring, assistance or treatment.  
  

A HEAL TH FACILITY  (HF) is a place designated and funded for providing health care.  



 

 9 

An óIn-patientô HF is a hospital or other institution where users stay overnight for health reasons (that is 

are resident) 
 

A HEALTHCARE PROVIDER  is any organisation or individual that is in any way responsible for 

planning, organising and/or providing health care. 

 
A HEALTHCARE ORGANISATION  is any authority that is responsible for providing healthcare 

services. 

Primary or community services are usually located near the mother or childôs home and give basic 
health care to a mother or child living at home whose health problem is not serious enough to require 

admission to a health facility or an opinion from another more skilled health worker.  

Secondary/referral level/specialist services are those provided and given by maternal and child health 
workers who see a child referred from primary care for a second opinion, or a specialist opinion, about 

their health problem. They are usually able to admit a mother or child for overnight healthcare and 

include all types of hospital care. 
 

A HEALTH WORKER is any person employed to give any form of health care, or who is working as a 
volunteer.  

A professional health worker is any person with a health or health related qualification who is employed 

to give any form of health care, or who is working as a volunteer.  
A skilled health worker has experience and special training to equip them for the job they are doing. 

They may or may not have a professional qualification relating to healthcare. 

A key health worker is an identified individual with special responsibility, for example for a 

woman/child/family or a project/program such as infection control 
 

HYGIENE  is principles and practices relating to cleanliness 
 
An INDUCTION TRAINING/PROGRAM is a program of learning activities designed to introduce 

new health workers to a clinical area, type of health care or employment to function effectively in their 

new job. 
 

An INFECTION is the state or condition in which the body, or part of it, is invaded by a pathogen that, 

under favourable conditions, multiplies and causes a health problem.  
Infection control is a program of activities that investigate, prevent and control the spread of infections 

and the micro-organisms which cause them.  

A healthcare acquired/related infection is an infection acquired while receiving any type of healthcare 

or related to receiving healthcare. A hospital acquired/related infection is an infection acquired while 
attending or resident in a health facility.  A pathogen is a bacteria, virus, fungus or parasite that can 

cause disease.  

 
The INTEGRATED MANAGEMENT of CHILDHOOD ILLNESS (IMCI)  is a World Health 

Organisation Program for delivering healthcare to children. It has very clear management, treatment and 

referral pathways and an associated training program for the health workers who implement it. 
(www.who.int/child-adolescent-health/integr.htm) 

 

MONITORING is the process of collecting information about performance. Monitoring may be 

intermittent or continuous.  
 

OUTCOME  is a measure of the effects, beneficial or adverse, which a person experiences as a result of 

care, treatments or services they have received. 
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PEER REVIEW is a review of a service by those with expertise and experience in that service, either as 

a provider, user or carer. 

 

A POLI CY is a set of instructions about how to do something that must be followed by all health 

workers, for example, a hand washing policy. It is usually written. 

 
A PROGRAMME  is a planned series of events for a purpose 

 

A PROTOCOL is a written recommendation, rule or standard to be followed in a situation   For 
example, a plan of action, an antibiotic protocol for a certain condition/s, assessment and treatment of 

shock 

 

PSYCHO-MOTOR DEVELOPMENT  is a combination of motor and psychological (mental, 

social, behavioural and emotional) development 
 

RISK ASSESSMENT and MANAGEMENT is a systematic approach to assessing and managing risk. 

Its aim is to reduce loss of life and financial loss and maximise health worker availability, health worker, 
maternal and child and carer safety and maintain buildings, equipment and reputation. 

 

A SAFE MOTHERHOOD PROGRAMME includes healthcare during pregnancy, delivery and 
immediately after and advice given about sexual health, breastfeeding and family spacing. 

 

SANITATION  means the infrastructures and equipment for preserving public health and protecting 

people from harmful contamination; for example keeping the water supply and waste disposal safe and 
secure. 

 

SKILL MIX  is a term given to the mix of posts, grades or occupations in an organisation or 
combinations of activities or skills needed for a job (WHO). 

 

SOCIAL WORK is the provision of advice and practical help for problems resulting from social 
circumstances. A social worker supports vulnerable people.  

 

A STANDARD is an agreed level of performance, appropriate to the population addressed. It is 

observable, achievable, measurable and desirable 
 

Generic STANDARDS are standards that apply to most, if not all clinical services 

 
A SYSTEM is a clear detailed way of dealing with a healthcare situation, event or problem. 

 

A TOOL  assesses performance against a standard. Tools include interviews (open, semi-structured or 

structured), questionnaires, structured observations, checklists and benchmarking.  
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Section 1 

 

Why a óMaternal and Child Healthcare Initiative (MCHI)?   

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Why is Maternal and Child Focused Healthcare important? 

 
The aims and objectives of the MCHI are to improve the quality of health care given to women and girls, 

particularly those who are pregnant, children and families across the world and to reduce unnecessary 

fear, anxiety and suffering during and because of a healthcare experience. It does this by promoting the 
MCHI standards that define óMaternal and Child Focused Healthcareô and through an assessment and 

improvement programme, with designated Gold, Silver and Bronze standards, supporting health workers  

providing the best possible healthcare for women, children and their families. 

 
Despite the huge efforts of many health workers in a large number of health improvement programmes at 

local, national or international level, women and children are still: 

 

¶ Dying, or becoming disabled, from the complications of pregnancy, treatable diseases and 

accidents  

¶ Suffering unnecessary pain 

¶ Experiencing unnecessary fear, anxiety and suffering during and after a health care experience, 

because their mental and emotional health needs are being overlooked. 

 

Such healthcare contravenes the articles of the United Nations Convention on the Rights of the Child 
(UNCRC) and a new proposed Convention on the Rights of pregnant women and girls and their newborn 

infants.  These bad practices continue in every country in the world.  During a pilot project for this 

initiative based only on child healthcare (the Child Friendly Healthcare Initiative), over six hundred health 
workers, parents, carers and children in hospitals in eight countries were interviewed between May 1999 

and December 2002.  Even in the most disadvantaged health facilities, there were many examples of 

excellent care, but everywhere there was care described as very óchild unfriendlyô.  

 

An ill newborn baby in a public 

hospital in Afghanistan 
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The first duty of a nurse is óto the patient do no harmô    Florence Nightingale 1889                                                                                                                                    
 

Worldwide, most health workers work hard to provide the óbest possibleô health care for each patient and 

their family. However many feel overwhelmed, undervalued and uncared for and do not know what the 
óbest possibleô care could be leading to a lack of incentive to make the efforts required for change. Allied 

to this is the belief that many resources are needed for change, leading to a sense of helplessness when 

these are absent or hard to come by. 
 

 

 

 
 

 

 
 

 

 
 

 

 

 
 

 

 
 

 

 
Others feel that they do not need to change, failing to recognise that good care can always be better. It is 

necessary to constantly review provision of care as the needs of any society and its women and children 

change in response to new threats to health, such as changes in the economy or population movements. 

 
The quality of healthcare varies enormously between countries, different healthcare environments in the 

same country and within different clinical areas in the same health facility. It is usually more dependent 

on the health workers responsible than on the other resources available.  Many improvements can be 
made without an increase in existing resources by changing behaviours and attitudes, creating more 

opportunities for sharing knowledge and skills, better leadership and team working and understanding and 

practicing the articles of the UNCRC and proposed CRWG. 

 
During the pilot study, there were many interpretations of óChild Friendly Healthcareô. There was a lack 

of awareness about the UNCRC and many misconceptions about the contents of its articles. Senior health 

workers in positions of authority believed that childrenôs rights and óChild Friendly Healthcareô (which 
they often thought was only about play and communication) were not important priorities as they were 

much too busy looking after ill children.  These health workers when questioned more closely knew little 

about the articles of the UNCRC. In many of the countries visited, the UNCRC was not in the nursing and 
medical school curricula, nor was it a topic usually covered by further education/training opportunities.  

 

Every health worker in every country, from the Government Minister to the health worker that cleans the 

toilets, has an essential contribution to make to the provision of healthcare.  Virtually all the worldôs 
countries have ratified the UNCRC, so health workers have a responsibility to follow its philosophies 

during their daily work. The CFHI has developed simple óChild Friendly Healthcareô Standards that 

 

Care of critically ill 

children in Africa.  

More than one child 

sharing an oxygen 

cylinder 
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translate its articles into every day health practices.  This new initiative (the MCHI) recommends similar 

practices with respect to women and girls who are or may become pregnant.   
 

Promoting, assessing and supporting these óMCFH Standardsô will contribute to sustainable 

improvements in the quality of healthcare received by women, children and families across the world. 

 

A reminder about the United Nations Convention on the Rights of the Child  

The UNCRC adopted by the United Nations assembly on 22
nd

 November 1989, is a legal international 

document of unprecedented scope. The convention with its 54 articles is the most widely accepted 
international convention in the world with all but one country ratifying it (the USA). It is about a childôs 

right to 

 

¶ Survival ,  

¶ Protection (from all forms of abuse, exploitation or neglect),  

¶ Development( to their fullest potential physically, mentally and socially), 

¶ Participation (to be informed, able to express their opinions freely and to have their views taken 

into account).  

 

óIn the middle of difficulty lies opportunityô Albert Einstein) 

 
 

 

 
 

 

 
 

 

 

 
 

 

 
 

 

 
 

 

 

The articles of the Convention, which were developed following global consultation and research, apply 
to every child from birth to 18 years of age without discrimination and thus to include girls who are 

pregnant. They focus on a childôs best interests and, although they reinforce the role of the family as the 

main carers and protectors, they also re-affirm the Stateôs responsibility to provide legal and other 
protection. The Convention is different from other human rights laws as it recognises that, because of the 

special vulnerability of children, they need special laws and care to support their nurture and protection. It 

respects cultural values but also highlights the importance of international cooperation. 

 
By ratifying the Conventionôs 54 articles, 192 governments of the worldôs 193 countries have pledged to 

review their national laws and practices to comply with these. A democratically elected International 

Committee monitors compliance via mandatory five-year progress reports from these countries.   
 

A reminder about the UNCRC 

found in a ward in a hospital in 

Pakistan 
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The Convention is divided into three parts.   

¶ Part 1 (the main part) contains the 41 articles that relate to childrenôs rights.  

¶ Part 2 has four articles that are concerned with a countryôs implementation and monitoring of the 

convention; in particular a countryôs obligations to actively inform their citizens about the 
convention and to contribute to the monitoring committee.  

¶ Part 3 contains nine articles about its administration.  

 

The articles that relate directly to childrenôs health care are: 

Article 2: Equal rights to care with no discrimination for any reason 
Article 3: Whenever an adult makes any decision about a child or takes any action that affects the child 

this should be what is best for the child 

Article 6: The right to live 
Article 7: The right to a name and nationality, and to be cared for by parents 

Article 9:  The right to remain with parents, or in contact with parents, unless this is contrary to the childôs 

óbest interestsô 
Article 12 and 13: The right to receive information and express views and ideas freely 

Article 19: The right to be protected from any form of harm including violence, neglect, and all types of 

abuse 

Article 23: The right of those with a disability (physical or mental) to lead a full and decent life within 
their community 

Article 24: The right to the highest standard of health and medical care attainable (the best possible 

healthcare). In this article óStatesô are advised to place special emphasis on the provision of primary and 
preventive health care, public health education, and the reduction of infant mortality, to encourage 

international cooperation in this regard and to strive to ensure that no child is deprived of access to 

effective health services 
Article 27: The right to a standard of living adequate for physical, mental, spiritual, moral and social 

developmentô 

Article 28: The right to education (school-type learning) 

Article 30: The right of a child belonging to an ethnic, religious or linguistic minority to enjoy their 
culture practice their religion and use their language 

Article 31: The right to rest and play 

Article 38: The right to be protected from and during armed conflicts, and not to be recruited to take part 
in hostilities, especially before 15 years of age 

Article 42: Is about the duty of the state to ensure that childrenôs rights relating to health are made known 

 

In countries that have ratified the UNCRC, all health workers at all levels have a duty to ensure that its 
principles are followed during their day to day delivery of healthcare to children and families. The MCFH 

óStandardsô enable them to do this by translating the articles into everyday healthcare practices 

 

A summary of the proposed draft convention on the rights of pregnant women and girls and their 

newborn infants (published in Archives of Disease in Childhood 2012). 

 
Mortality and major morbidity rates for pregnant women and girls and their newborn infants in poorly 

resourced countries remain extremely and unacceptably high.  Their rights are incompletely covered in 

existing UN human rights conventions and often not implemented. This proposed convention combines a 

new human rights convention with evidence-based guidelines to create a right to health based 

convention. The proposed convention is easier to monitor and objectively and specifically evaluate, and 

also encourages national ownership and accountability.  It is designed to be relevant to local situations 

and to be incorporated into clinical governance systems.  It may be of particular value to those countries 
not on target to meet the Millennium Development Goals (MDGs).  To provide more effective support, 

the proposed convention suggests ñtwinningò of whole or regions of countries that are on track to meet 
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the MDGs with those countries or regions that would benefit from assistance with respect to maternal and 

neonatal health.  Finally, the convention draws attention to how some rich and powerful countries can 
damage mothers and babies, for example, through exploitation of government trained health workers and 

arms trading.  

 
In 2005, more than 500,000 women died due to complications of pregnancy in the pre/peri/postnatal 

period. This totals approximately one death per minute.  Seventy four percent of these deaths were 

preventable and 95% occurred in Africa and Asia. A pregnant woman/girl in Sub-Saharan Africa has a 
risk of dying from preventable and/or treatable conditions of 1/22. In well resourced nations this risk is 

1/7,300.
 
  For every woman that dies as a result of childbirth, 30 more suffer injury, infections and 

disabilities, often leading to discrimination.  
 

óHundreds of pregnant women alive at sunset last night never saw the sunrise this morning. Some 

of them died in labour, some died of haemorrhage in a hospital lacking blood, some died in the 

painful convulsions of eclampsia, and some died on the table of an unskilled abortionist, trying to 

terminate an unwanted pregnancyô. 

ñWomen are not dying because of a disease we cannot treat.  They are dying because societies have 

yet to make the decision that their lives are worth savingò.  ï Mamoud Fathalla, President of the 

International Federation of Gynecology and Obstetrics (FIGO), World Congress, Copenhagen 

1997. 

 
 

 

 
 

 

 

 
 

 

 
 

 

 

 
 

 

The most striking reductions in maternal mortality rates have occurred in countries that have made it a 
matter of policy to ensure basic and comprehensive EmOC [Emergency Obstetric Care] is universally 

availableô. 

 
The proposed clinical human rights convention comprises 44 articles.  Here are some of those relevant to 

the MCHI: 

 

1. Registration of all maternal and neonatal deaths (Articles 4 and 32)  
2. Later/delayed marriage (Article 7) and the reduction of childhood pregnancies (Article 7). 

3. Healthy Timing and Spacing of Pregnancy-education and counselling to minimise and optimise 

management of high risk pregnancies (Article 7).   
4. Freely available confidential family planning services and advice regarding antenatal, peri-partum 

and postnatal plan (Articles 7 and 8). 

 

Mother and her newborn baby in a 

poorly resourced hospital in a war 

zone 



 

 16 

5. Education to at least secondary level for all girls (Article 9) including teaching on sexual and 

reproductive health and life skills relating to pregnancy and newborn care (Articles 8, 9, 31 and 34).   
6. Routinely available, high quality antenatal care with attention to HIV issues, nutrition, immunisation, 

advice on the avoidance of  activities, including work-related which can be hazardous during pregnancy 

and  when to seek advice from health workers (Articles 10 to 14). 

7. Birth preparation by community health workers, community awareness of finances, birth registration, 
birth plans including management of any emergency that occurs (Article 15). 

8. Skilled care during pregnancy and at delivery with accountable birth attendants taking responsibility 

for the mother and babyôs care including recognition of emergencies, how to undertake basic 
resuscitation, and achieve rapid transfer to higher levels of care when appropriate (Articles 16, 17 and 

26). 

9.  Delivery in health facilities where basic emergency obstetric care is available and transfer to other 
facilities when more advanced care is required   (Articles 18, 19 and 20). 

10. Constructive male engagement in issues relating to pregnancy and delivery (Articles 18, 31, 39) 

11. Protection from abuse (Articles 21, 23, 42 and 43) and exploitation (Articles 32 and 40). 

12. Termination of pregnancy (Article 22), including discouraging the practice of selecting female fetuses 
for abortion (Article 22). 

13. Recognition and treatment of perinatal mental illness (Article 25).  

14. Neonatal care, including resuscitation at birth, birth registration, nutrition and recognition and 
management of neonatal emergencies in the community and health facility (Articles 26, 27, 28 and 29). 

15. Home visits after birth by community health workers to check mothers and screen babies. Early 

referral system for mothers and babies with evidence of serious illness (Articles 17 and 28).  

16. In cases of maternal or neonatal deaths or stillbirths, a review (clinical audit) of the circumstances 

leading to the death, including identification of avoidable factors (Article 30). 

17. Retention of nationally trained health workers in the public health system (Article 17). 

18. Article 31 examines the dangers to the mother and unborn child of smoking during pregnancy and/or 
the taking of illicit drugs and alcohol 

19. Article 42 addresses the need for the special protection of pregnant women, girls and babies during 

armed conflict. 
 

The contents of the remaining articles of the convention are reflected in some form in existing UN treaties 

and address the following issues: 

 
a) In the pregnant woman and girl, the importance of health education, disability and pregnancy, social 

security, social care and support including adequate nutrition, clothing and housing, the care of 

refugees who are pregnant, support for those who are in prison and the prevention of occupational 
(including sexual) exploitation. 

 

b) In the newborn infant issues concerning birth registration, social care, fostering and adoption. 

 
What is different about the MCHI from other programmes? 

¶ It has a global mandate since it derives its principles from the articles of the UNCRC and proposed 
draft convention for pregnant women and girls and their newborn infants. 

¶ It is not prescriptive or dictatorial (imposed by a higher authority) but belongs to all health workers    

¶ The suggested practical approaches of the assessment and improvement programme are relevant and 

applicable to health workers and health planners at all levels, in any healthcare environment and in 

any country, as they have been developed with the help of health workers and families in many 

different countries and health care environments.  

¶ It can be used for self-assessment or can be supported by invited external assessors 
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¶ Its assessment process seeks the ideas and possible solutions to problems from the health workers, 

women, children and their parents/carers thereby giving them a voice in helping to develop their own 

services and healthcare systems 

¶ It enables and empowers local health workers to solve their own problems and find a way forward, 

however small, to improve the care they give to women, children and their families 

¶ Any health care improvements made as a result of the program reflect what health workers want, what 

women, children and families want and what is feasible 

¶ It raises levels of awareness by promoting what is possible and sharing good ideas 

¶ It is a vehicle for other local, country and international programmes, especially those seeking 

standards. It aims to promote all other validated programmes. 

¶ It can be adapted to suit local circumstance 

¶ It is low-cost or cost-neutral 

 

What is the programmeôs guiding principles? 

 

1. Maternal and Child Healthcare at its best possible level of practice 
 

2. All activities  based on the rights of the pregnant woman, pregnant girl and child linked with the 

responsibilities and duties of health workers in partnership with parents/carers, other significant 
family members and friends to meet these rights within the healthcare context. 

 

3. Planned improvements arising from the programme compatible with a countryôs own plans for health 

and acceptable to the countriesô health care providers at organisational level. 
 

4. To be a positive, encouraging and motivating experience for women, children, families and health 

workers. 
 

5. To seek the views and opinions of women, children and their families in the assessment process and 

reflect these in the prioritising, planning, and implementing of improvements.  
 

6. The views and opinions of all involved health care workers (managers, health professionals, other 

types of health worker such as ward cleaners, porters, security staff, engineers etc) to be sought in 

developing and implementing the programme and to be reflected in the prioritising, planning, and 
implementing of improvements.  

 

7. Barriers preventing the best possible MCFH identified by the assessment process and recognition of 
changes needed to be implemented. .  

 

8. The focus for improvement on making the  most appropriate use of existing resources and systems of 
care, facilitating changes of attitude and behaviour, and optimising the skills, approaches and 

knowledge of health workers.  

 

9. Planned improvements in healthcare: 

¶ Facilitated by sharing of good ideas, examples of good practice, skills and knowledge within a 

healthcare environment and from other healthcare environments in the same country and other 

countries 

¶ Facilitated by empowering health workers to identify and prioritise their problems, find their own 

solutions and function better by raising their awareness to the possibilities  

¶ Enabled by promoting team problem solving   
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¶ Acceptable to religious, ethnic and cultural beliefs of the people involved providing these are 

compatible with the articles of the UNCRC and proposed CRWG. 

¶ Appropriate, sustainable and where possible achievable within the available resources  

¶ Implemented in prioritised stages  

¶  Support for improvements to be provided by any existing national and international humanitarian 

aid and other possible in-country support. 
 

10. Advocacy to seek more resources or additional support (new humanitarian aid projects), when 

without such input the healthcare available is significantly compromised.  
 

11. Regular review and evaluation of all activities 

 

12. Incorporation into the existing ñStrengthening Emergency Healthcareò programme of MCAI 
including involvement of the Ministry of Health (MOH) of each country at the earliest possible stage 

and also including the MOH as partners as well as our existing SEC partners, the Advanced Life 

Support Group and WHO in the country.  Ideally, local offices of UNICEF and UNFPA in each 
country would also be partners in the initiative. Please see: http://www.reproductive-health-

journal.com/content/7/1/21 

 
The history of the MCHI  program 

The idea for a global initiative dedicated to improving the healthcare experiences of children and their 

families originated within the medical and nursing professions in the UK in the early 90ôs following the 

adoption by the United Nations General Assembly of the Convention on the Rights of The Child 
(UNCRC) on 22

nd
 November 1989.  

 

The concept of developing óStandardsô of care based on the articles of the UNCRC was influenced by the 

work of a number of other non-medical organisations dedicated to the well being of children.   
 

In 1996 a small delegation presented a proposal for a child friendly healthcare initiative based on such 

óStandardsô to UNICEF New York, who supported the idea. In 1999 a grant was received from the 
Community Fund UK by Child Advocacy International (CAI) to undertake a pilot project for the child 

friendly version of the Initiative in hospitals in the UK (also funded by a small grant from UNICEF UK) 

and in hospitals in four poorly resourced countries. CAI, now MCAI, is a non-governmental organisation 

and now the lead agency for the MCHI   
 

In November 2000, a first draft of these óStandardsô was published in Pediatrics  and later the same year 

the Child and Adolescent Department of Health and Development of the World Health Organisation 
offered technical support to the project followed by help with identifying hospitals in four countries, in 

addition to those in the UK, where the pilot project was acceptable to the regional and country UNICEF 

and WHO representatives. 

 

The number of sites that contributed to the pilot project was limited by the time and resources available.  

Its remit was to research and develop the ñchild friendlyò Standards and their supporting criteria, to 

promote and support child friendly healthcare practices, and with the help of the health workers and 
families in the chosen hospitals to develop processes to assess and improve óChild Friendly Healthcareô. 

The Initiative was guided by an óAdvisory Committeeô. The tools and methods developed have been 

designed to help health workers make progress with óChild Friendly Healthcareô themselves without the 
need for an officially supported program. 

 

http://www.reproductive-health-journal.com/content/7/1/21
http://www.reproductive-health-journal.com/content/7/1/21
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The initiative has been developed in a number of countries since the completion of the Community Fund 

Grant but now has been extended to include the pregnancy related right to health by MCAI which has 
taken over from CAI as it has become more involved in maternal health. 

 

Who will óownô MCHI? 

 

óWisdom, like knowledge and skills, is for sharing not owningô  

 

MCHI does not belong to any organisation or individual, it belongs to every health worker who practices 
it. The initiative to promote MCFH and the program to assess and improve care has no formal accrediting 

body and is therefore owned by the health workers who use it. 
 

What is óMaternal and Child Focused Healthcareô?  

 

The best possibleô integrated health care provided by health workers who minimise suffering of women, 

children and their families by supporting and practising the Maternal and Child Focused Healthcare 
óStandardsô. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Another very special baby is born in 

Liberia by Caesarean section 

 

 

 


