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Preface

Thisisan assessment and i mplementHdeéalonhamamaadl ( @blutwriCt
workers who plan, organise, provide or give care to children and their families. The manual defines CFH by
translating the articles of the United Nations Convention on the Rights of the Child (UNCRC) into simple CFH
0Sandardsod that are applicable to everyday healthca
these and a simple structure for making any wanted or needed improvements so that children and their families
everywhere can srsdddievwe htetad tthlceaste ,pa egardl ess of ci |

The Child Friendly Healthcare Initiative (CFHI), a child health quality improvement program, was developed by
ChildhealthAdvocacy International (CAI), Charity No: 1071486, in collaboration with The Umiietibns
Childrendés Fund (UNICEF), The Child and Adol escent
Health Organisation (WHO), the Royal College of Paediatrics and Child Health (RCPCH), UK and the Royal
College of Nursing (RCN), UK. The Communitund, UK funded its pilot project.

The initial pilot development phase for the Child Friendly Healthcare Initiative finished at the end of 2002 and

the manual was written, edited and abridged in the period that followed. Consideration of differingmaublish
options delayed the manual and tools being put into an easily accessible format until now. During that time
numerous changes and developments have been instigated and moved forward, at local, country and global
levelsi including many that have beerflirenced by the work undertaken and shared by the CFHI project.
However despite the time elapsed, the messages, truths, principles and practical methods promoted by the Child
Friendly Healthcare Initiative remain as valuable and needed as ever.

Dedication

This manual is dedicated to the many hundreds of children and their families and health workers from seven
main countries who participated in the pilot project, and whose thoughts, views and opinions it exfmesses
addition we thanknany other individals from a variety obrganisations who have given their valuable time and
support to help develop the CFHI, and to our own families for their patience and understanding over the last
three years.

Abbreviations

AIDS: Acquired Immunodeficiency Syndrome

BFI: Baby Friendly Initiative

CAI: Child Advocacy International

CFH: Child Friendly Healthcare

CFHI: Child Friendly Healthcare Initiative

DFID: Department for International Development (UK)
EACH: European Association for Children in Hospital

EPI: Expanded ®gram for Immunisation

HIV: Human Immunodeficiency Virus

IMCI: Integrated Management of Childhood Iliness

IMF: International Monetary Fund

IFMS: International Federation Medical Students

ORS: Oral Rehydration Solution

ORT: Oral Rehydration Therapy

PQCG:Paediatric Quality Care Group

WFP: World Food Program

WHO: World Health Organisation

WTO: World Trade Organisation

UNI CEF: United Nations Childrends Fund
UNCRC: United Nations Convention of the Rights of the Child
UNMIK: United Nations Mission in Kosova

RCRCH: Royal College of Paediatrics and Child Health (UK)
RCN: Royal College of Nursing (UK)UK: United Kingdom
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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 the
chidrenand t heir families and make | mpr o vesuftiegncarslts wor K i
contents may also help parents and other carers of children.

The book is directly relevant to the healthcare of all children and its chapters are desigeeof foractical
assistance. It can be read as a whole, but is divided into 5 sections to assist in gaining quicker understanding of
specific topics

Glossary

Section lexplains why a Child Friendly Healthcare Initiative (CFHI) is needed, discusspsrtbiples
involved and its relationship with the United Nations Convention on the Rights of the Child (UNCRC).
0Child Friendly Healthcared (CFH) is defined.

)l
)l

M Secton2descri bes and di scusses each of the 12 6Chi |
supporting criteria.

f Sections3ande xpl ain how to find out if you are 6Chil
assessment to 6make it better 6, t hat is to plan,
how others can help yoilihe concepts, ideas and processes in these chapters are not new, but simplified
in this book.

1 Section5e x pl ains useful activities that support O6be:

collected during visits to the health facilities participatin the development of the program.

1 The Appendix which is to be placedon the websitewww.cfhiuk.org containsff he CFH . Tool ki t
The tools cover the assessment of all the aspects of healthcare for childreeiafadrilies. Tool 1 is
designed to help identify, prioritise and select CFH 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, ifotthe 6 b est p o simpravdmends,by plaonmgaadsirnptementation of
realistic, and sustainabtevelopment

The appendix also contains examples of the following forms and policies:
An evaluation form

A format for writing an assessment report

A policy for preventing anananaging a needle stick injury

Data that can be collected to provide information abou
A toy safety policy

A consent form

Essential equipment, medical supplies and drugs for emergencies

Job aides

Organising ad running a training course

Writing and funding a project proposal

E R ]


http://www.cfhiuk.org/
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Appendix: The CFH Toolkit

Information about the toolkit

Tool 1to help with identifying and prioritising areas of care (CFH Standards) for improving

Tool 2 to assess each different CFH Standard in detail to identify the quality of its practice, and for use as a
framework to make improvements
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CHILD FRIENDLY HEAL THCARE INITIATIVE
GLOSSARY OF TERMS

ADVOCACY in this context means speaking on behalf of children and/or their families who are either
unable or unwilling to speak about their unmet needs, situations, or people that make them unsafe, or
abuse of theirirg ht s . It is acting as a 6voicebdb for someon

ASSESSMENT /SELFASSESSMENT s the process of measuring the quality of an activity, service or
organisation. It is a methdar:

9 Arriving at an objective view of curmg performance

1 Finding a basdine for the measurement of continuous improvement

9 Identifying evidence to validate judgements

1 Highlighting areas that show where performance is satisfactory or good

1 Highlighting areas that require further improvements

1 Seeinghe way forward as part of a cycle of continuous improvement

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

A CARE PATHWAY (patientpathway) s t he exact dthcaverfrpm theftimesof arikal | d 6 s |
at a health facility to the time of discharge or death.

A CARE PLAN is a written document that is developed with the parent/carer and child, if old enough. It
details the roles and responsibilities of everyone involvedine chi | dé6s care and when
reviewing.

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

A CHILD is a person up to their I®irthday/the age of 18 yeafigN)

Anolderchildisach | d around the age of seven and ol der . C
older childé as children will wvary in their matur |
A young child is usually less than seven years of age, although sometimes a yohitdyaiill be able to

answer questions designed for the parents and older children

An adolescents a person in the 1019 years age groufgvVHO)

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

beingmet or is compromised

CHILD FRIENDLY HEALTHCARE i s Ot he best possibled health car
work together to minimise the fear, anxiety and suffering of children and their families by supporting and
practicing the 12 Child Friendlyéda | t h ¢ a r eproinBtédanrthis daok] aného ad/ocate for their

child patients.

COLLABORATIVE means working together.

CONSULTATION is a social interaction during which the opinions of everyone involved are sought
before a decision is made.



CORE DATA SET is a minimum set of information related to a specific healthcare problem. It includes
demographic, treatment and outcome data.

CRITERIA provide the more detailed and practical information on how to achieve each CFH standard.
They can be descrideas structure, process or outcome critéfteey illustrate the standard and provide a
way of measuring it. (@eria describe activities to be performed, whereas standards state the level at
which they are to be performed\n essential criterion is ortbat must be mgt
9 Structure criteria are the resources required in order to carry out the process stage of a standard
eg policies, procedures, documents, personnel, training, equipment
1 Process criteriaare the actions undertaken by staff in order to aehiertain results. For
examples, assessment techniques and procedures or patient education
9 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 skilhé Child with a Handicap by
DMB Hall)

ETHNICITY concerns nations or races, it is about the customs, dress, food of a pauditalagroup or
cult.

EMOTIONAL MATURITY is reachedvhen a person acts and behaves respgonshable to
contributetotheweb ei ng of their community, and under stand:
individual 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 offi@dsdosing

physical and economic access to adequate (fCimelState of Faw 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 92-1049866).

GLOBALISATION is the process of increasing economic, jealtand social intedependence and
global integration that takes place as capital, traded goods, persons, concepts, images, ideas and values
diffuse across state boundari®$HO definitior)

A HANDICAP is any condition that prevents or hinders the ptiuachievement of desired goals.
Sheridan M 1969

HEALTH is a state of complete physical, mental and sociatmedtig 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;28 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 1948The Definition has not beemeended 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 healthcarei s t he 6 b e dthcarpgivenswithout emdpromisiegdhe care given to
other children sharing the same health worker, health facility or health service.

Effective health careis healthcare that achieves its objectives.

Evidencebasedhealthcareis based on a process of ®ynatically finding, appraising and using
contemporaneous research findings to support the healthcare given.

10



A healthcare related policyis a written principle that governs an activity that health workers must
follow, about how to do something that mustfbkowed by all health workers (a must do) for example
an evacuation policy, a drug safety policy, a hand washing policy and.others

A systemof careis a clear detailed method for dealing with a situation, event or problem.

A HEALTHCARE ENVIRONMENT is any place where a patient is given informed advice,
assessment, monitoring, assistance or treatment.

A HEAL TH FACILITY (HF) is an environment designated and funded for providing health care.
Anin-g at i e nstalfosphiaFor other institution whereers stay overnight for health reasons (ie. 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 rpsnsible for providing healthcare

services.

Primary or community servicesare those health services whose health workers usually see the child and
family first. They are wusually |l ocated near the <cl
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 servicear e t hose provided and given by
who se 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 child for overnight healthcare and include all types of hospital

care.

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

A professional health workeris any person with a health or health related qualification whmgoyed

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

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

HYGIENE is theprinciples and practices relating to cleanliness

An INDUCTION TRAINING/PROGRAM is a program of learning activities designed to enable new
health workers to a clinéd area, type of health care or employment to function effectively in their new
job.

An INFECTION is the stat®r condition in which the body, or part of it, is invaded by a pathogen that,
under favourable conditions, multiplies and causes a health prolflepathogen is a microorganism
capable of producing disease.

Infection control is a program of activities that investigate, prevent and control the spread of infections
and the micreorganisms which cause them.

A healthcare acquired/related infectionis 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 pathogenis a micreorganism that can aae disease.
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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 thin eatkers who implement it.
(www.who.int/childadolescenhealth/integr.hth

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

OUTCOME is a measure of the effects, beneficial or advewbich a person experiences as a result of
care, treatments or services they have received.

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 POLICY s a principle aboutdw to do something that must be followed by all health workers, for
example, a hand washing policy. It is usually written.

A PROGRAM is a planned series of events for a purpose
A PROTOCOL is a written recommendation, rule or standard to be followedituation where a

rational procedure can be specifidebr 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 motand psychologicalmental,
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, financial loss, loss of health worker availability, health worker, child and
carer safetyloss of buildings, equipment or reputation.

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

SANITATION means the infrastructures amgu@ment for preserving public health and protecting
peoge from harmful contaminationpf example keeping the water supply and waste disposal safe and
secure.

SKILL MIX is a term given to a general process of reviewing and, if necessary, changingghe wa
which traditional health care is delivered to patients.

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 perfoance, appropriate to the population addressed. It is
observable, achievable, measurable and desirable

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

A SYSTEM is a clear detailed way of dealing with a healthcare sitnagieent or problem.
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A TOOL assesses performance against a standard. Tools include interviews (opestruszared or
structured), questionnaires, structured observations, checklists and benchmarking.
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Section 1

Why a o6Chil d Fr i e ntigtivey©FHIf?e al t h
An introduction

o

child friendly healthcare initiative

Why is Child Friendly Healthcare important?

The aims and objectives of the CFHI are to improve the quality of health care given to children and

families across the world and to reduce unnecessary fear, anxietyféerihg during and because of a

healthcare experience.t does this by promoting the CFHI stand
Healt hcared and through an assessment and i mprove.
Bronze standards support healorkers in providing the best possible healthcare for children and their

families.

Despite the huge efforts of many health workers, a large number of health improvement patdpanais
national or international level, and the humanitarian aid peal/id disadvantaged countries by the
international community, children are still:

1 Needlessly dying, or becoming disabled, from treatable diseases and accidents

9 Suffering unnecessary pain

1 Experiencing unnecessary fear, anxiety and suffering during aardadfealthcare experience,
because their mental and psychosocial health needs are being overlooked.

Such healthcare contravenes the articles of the United Nations Convention on the Rights of the Child
(UNCRC) and continues in every country in the worich and poor. During the pilot project for this

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 facilitie
there were many examples of excellent care, but everywhere there was care that can only be described as
very6 ¢ hunflrdi endl y 6.
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It is not surprising if health workers do not mee:
many childrerin the world do not have even their basic health needs met, but it is even more unforgivable
if these needs are overlooked when resources are such that a high level of healthcare is possible.

Thefirstdutyofanurse i s 6t o t he pat iceNightingdl®1880 har mé FIl or en

Wor |l dwi de most childrenés health wor kerfoseachor Kk har
child and their family. However many feel overwhelmed, undervalued and uncared for and many do not
know what t he e&duldbefThe pesuliis a ldck of ibcentive to make the effaequired

for change. Allied to this is the belief that many resources are needed for,dbadgey to a sense of

helplessness whahese are absent or hard to come by.

Care of critically ill
children in Africa

Others feel that they do not need to change, failing to recognise that good care can always be better. There
is always the need to constantly review provision of care to meet changing needs as the needs of any
society and its children changergsponse to new threats to health, such as changes in the economy or
population movements.

The quality of healthcare varies enormously between countries, between different healthcare
environments in the same country and within different clinical areth®isame health facility. It is
usually more dependant on the health workers responsible than on the reavaitebte. Miny
improvements can be made without an increase in existing resources by changing behaviours and

15



attitudes, creating more opportties for sharing knowledge and skills, better leadership and team
working and understanding and practicing the articles of the UNCRC.

During the pilot study, many of the health worker:
differently. Therewas a lack of awareness about the UNCRC and many misconceptions about the
contents of its articles. Senior health workers i

6 Chi | d Hrerail et nhehicdytheydftef thought was only abolayand communicationyere not
important priorities as they were much too busy looking after ill children. These health workers when
guestioned more closely knew little about the articles of the UNCRC. In many of the countries visited the
UNCRC was notri the nursing or medical school curricula, nor was it a topic usually covered-by life

long education/training opportunities.

Every health worker in evemgountry from the Government Minister to the health worker that cleans the

toilets, often the lowegiaid and least valued health worker yet amongst the impsirtant,has an

essentat ontri buti on to make to the pr owungieshiave of heal 't
ratified the UNCRC, so health workers have a responsibility to follow itssaphies during their daily

wor k. The CFHI has developed simple o0Child Friend)]|
into every day health practices.

Promoting, assessing and wilcoptibotetd sustaigablenipoveraentd CFH St
in the quality of healthcare received by children and families across the world, whatever the
circumstances.

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

UNCRC adopted by the United Nations assembly dfil@8venber 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 butaeeu nt ry rati fying it. It is
1 Survival (to life and healthcare),
1 Protection (from all forms of abuse, exploitation or neglect),
1 Developmentto their fullest potentigbhysically, mentally and socially
9 Participation (to be informed, able to express their opinions freely and to have their vieaws tak

into account).

6ln the middle of difficultv |Iies onnortunity6 Al |
Einstein)

A reminder about the UNCRC
found in a ward in a hospital in
Pakistan
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The articles of the Convention, which were developed following wide global consultation and research,

apply to every child from birthto 18 yearsofagewiout di scri mi nati on. They f ¢
interests and, although they reinforce the role of the family as the main carers and protectors, they also re
affirm the Statebds responsibility to prenbfonde | egal
other hunan rights laws as it recognisimat 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 internatihal cooperation.

By ratifying the Conventionbés 54 articles, 192 go
review their national laws and practices to comply with these. A democratically elected International
Committee monitors compliancéavmandatory fiveyear progress reports from these countries.

The Convention is divided into three parts.

1 Part 1(the main part) containsthe 4lr t i cl es t hat relate to childre
T Part 2 has four arti cl es mglementatioaan@dmoaoitormgodéthen e d wi
convention; in particular a countrybs obligati

convention and to contribute to the monitoring committee.
9 Part 3 contains nine articles about its administration.

Thearticl es that relate directly to childrenés health
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 befor 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
Obest interestso

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 (physicalmental) 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

heal thcare). In this article 6St atisosdfprimarneandadvi s ed
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

devel opment 6

Article 28: The right to education (schetype learning)

Article 30: The right of a child belonging to an ethnic, religious or linguistionitinto enjoy their

culturepractice 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 beforks years of age

Article 42: Il s about the duty of the state to ens|
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In countries that have ratified the UNCRC, all health workers at all levels have a duty to enstge that
principles are followd during their day to day delivery of healthcare to children and families. The CFH
6Standardsd enable them to do this by translating

What is different about the CFHI from other programs?
1 It has a global matate since it derives its principles from the articles of the UNCRC
9 Itis not prescriptive or dictatorial (imposed by a higher authority) but belongs to all health
workers
1 The suggested practical approaches of the assessment and improvement progplavaateand
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 seissessment or can be supported by invited external assessors
Its assessment process seeks the ideas and possible solutions to problems from the health
workers, children and their parents/carers thereby giving them a voice inghelglevelop their
own services and healthcare systems
1 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 children and their families
1 Any health care improvem&nmade as a result of the program reflect what health workers want,
what 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 intational programs, especially those seeking
standards. It aims to promote all other validated programs.
It can easily be modified and adapted to suit local circumstance
It is low-cost or cosheutral

= =4

= =4 = =4

What are the programs guiding principles?
1. Child FriendlyHealthcare at its best possible level of practice

2. All activities to be based on the rights of the child linked with the responsibilities and duties of
health workers in partnership with parents/carers, other significant family members and friends to
meetthese rights within the healthcare context.

3. Panned i mprovements arising from ownganpforogr am t
health and acceptable to the countries6é health

4. To be a positiveencouragig and motivating experience for children, families and health
workers.

5. To seek the views and opinions of children and their families in the assessment process and
reflect these in the prioritising, planning, and implementingngrovements.

6. The views ad opinions of all involved health care workémsanagers, health professionals,
other types of health worker such as ward cleaners, porters, security staff, enginetrdetc)
sought in developing and implementing the program and to be reflectedpindtitsing,
planning, and implementing of improvements.

7. Barriers to providing the best possible CFH and the forces to create changes that achieve this to
be identified by the assessment process.
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8. The focus for improvement to be on making the best amst 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 to be:

9 Facilitated by encouraging tlesharing 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

1 Facilitated by empowering health workers to identify and prioritise grelslems, find their

own solutions to these and to function better by raising their awareness to the possibilities
Enabled by promoting team problem solving approaches

Acceptable to the religious, ethnic and cultural beliefs of the people involveidlipgthese

are compatible with the articles of the UNCRC

Appropriate, sustainable and where possible achievable within the available resources
Implemented in a prioritised staged way

Any support for improvements from outside the healthcare envirortméet provided first

by harnessing and coordinating any existing international humanitarian aid and other possible
in-country support.

=a =4

=A =4 =

10. Advocacy to be encouraged and used at an appropriate level to seek more resources or additional
support (hnew humanitamiaaid projects), when withoguch inputhe healthcare availabls
significantly compromised

11. Regular review and evaluation of all activities

The history of the CFHI program

The idea for a global initiative dedicated to improving the healthcareierpes of children and their
families originated within the medical and nursini
adoption by the United Nations General Assembly of the Convention on the Rights of The Child

(UNCRC) on 22° November 1989

The concept of developing 6Standardsdé of <care bas:
work of a number of other nemedical organisations dedicated to the well being of children.

In 1996 a small delegation presented a proposal®FaHl based on such O6Standard
York, who supported the idea. In 1999 a grant was received from the Community Fund UK by Child

Advocacy International (CAl), a negovernmental organisation and now the lead agency for the CFH,

to undertake ailot project for the Initiative in hospitals in the UK (also funded by a small grant from

UNICEF UK) and in hospitalin five other countries.

In November2000a f i rst draft of t he BediatricS and later the shreelyeawa s p u
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 weseptable to the regional and country UNICEF

and WHO representatives

The remit of the pilot project was to research and consult widely to develop the CFH Standards and their

supporting criteria, to promote and support child friendly healthcare prscticd with the help of the
health workers and families in the chosen hospitals to develop the methodology and processes to assess
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and i mprove O6Chi

Il'd Friendly Healt hcawudedbyal hese ar
O0Advi sory.Committeebd

e

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

More countries and health facilities have request
tools and methods developed have been designediel p heal t h workers make pr
Friendly Healthcareb6 themselves without the need

Who 6owns6 CFH?
OWi sdom, |l i ke knowl edge and skill s, is for sha

Child Friendly Healthcare does not biedpto any organisation or individual, it belongs to every health
worker who practices it. The initiative to promote CFH and the program to assess and improve care has
no formal accrediting body and is therefore currently owned by the health workers who use

What is 6Child Friendly Healthcared6?

The best possiblebd integrated health care provide
suffering of children and their families by supporting and practicing the 12 Child Friendly Healthcare
6&@mndar dso.

Who el se can promote 6Child Friendly Healthcaredo?
Any committed health worker who is familiar with its practices and principles can promote CFH by

sharing information about the CFHI and the UNCRC with others in the same healthcare enviranment, i
other healthcare environments in the same country
Friendly Healthcared belongs to every health work:
are involved in planning, organising, providinggiving care.

What is the O6best possiblebd healthcare?

The practice of CFH Standards at their best possible level of practice.
Thebest possible
M Considers the childobés 6best i nterestso
1 Covers the preventive, investigative, curative and palliativectéspé health care taking into
account themost upto-dateevidencebasefor each care given
Is affordable and effective
Is appropriate, taking into account the resources (human and material) and technology available
and the needs of other children shgrihese
9 Is child centret (see below)

1
)l

Whatareac hi | dés Obest interests?®o

For healthcare to be in@ah i tbhdeéGs i, any actioa ar tesigion taken on behalf of a child must:
- Accommodate the circumstances of the situation

- Considerthechid 6 s n e e digbeparatioust a f et y

Consult the child (whenever possible) and relevant others

Balance this with the wishes and needs of the parents and other carers wherever possible
Incorporate common sense

Look at both present and fuuneeds

Be reviewed regularly and revised if circumstances change (be flexible)
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*What is &hild centredbhealth care?

Health care that:

- Meets the needs of the individual child and their family

- Is given by skilled health workers in partndpstvith parents/carerand children

Is given in areas that are suited to the needs of the individual child and family

-Takes account of a child and familybds nor mal dai
thatthese are disruptd  mi ni mal ly only in the O6best interests
-Supports a child and familyds response to their

The CFH Standards cover all aspects of childrenods

they are of equal importaa. They apply to:

A child of any age

A child of any developmental level, including whether or not the child has a disability
Any type of health care problem

Health workers in any country

All types of health worker

=A =4 =8 =8 =9
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Section 2
Thet aB8dardsdé6 and their suppo
60Child Friendly Healthcareb6 is the best possi

health workers who minimise the fear, anxiety and suffering of children and their
families by supporting and practicing the following 12 standards:

1. Keepng children out of hospitgland other health facilities or institutions)less this is best for the
child: Relates taCRCArticles9, 24, 25, 3

2. Suppoiihgand giingt he GO best p o:Reldteb tdCROArtielesa, 6,123 24337 e
3.Giving healthcare safely i n a RaatestdCR@ArCIe3 ean O6chi
4. Givingé ¢ hi | d healdcare RelatésdtdCRCArticles5, 9, 14, 37

5. Sharing information and keeping parents and childresistemtly and fully informed and involved ir
all decisionsRelates taCRCArticles9, 12, 13, 17

6. Providing equity ottare and treatg the child as an individual with rightRelates taCRCAtrticles 2, 7,
8,9, 16, 23, 27, 29, 37

7. Recognising andetievingpain and discomforRelates taCRCArticle 19

8. Giving appropriateesuscitation, emergency and continuing care for very ill childRetates taCRC
Articles6, 24
9. Enablingplay and learimg: Relates taCRCArticles6, 28, 29, 31

10. Recogising protecing and suppomhg vulnerable or abused chilelt Relates toCRC Articles 3, 11,
19, 21, 20, 25, 32, 33, 34, 35, 36, 37, 39

11. Monitoring and promotindpealth Relates taCRCArticles6, 17, 23, 24, 33

12 Supporingé b e st p o sos: Rdlateg tiCR@Atitlas3, 24 26, 27

There are four O6supporting criteriaé common to al |
beginning of eacbf the descriptions of the 12 standards beliwthe interests of space, their importance

camot be overemphasised.

Each of thesd topics are covered in detail Bection 5

M Mission statements
9 Education and training. Healthcare standards will not be met unless all healthcare workers have
the motivation and the facilities to keep up to daith wurrent practices. They must also receive

training to allow them to work in line with improved standards.

91 Data collection and managementThis a key component of an effectifenctioning health care
system.

22



9 Audit Participation in audit is an esseitprocess for all those involved in provision of
healthcare. It ensures that necessary changes are made to meet with accepted standards, and that
all aspects of healthcare are kept continually under review
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STANDARD 1: 0Keepi ng (antothercheakhrfacilgies or institutiohsp s pi t a

unless this is best for the child

n

6Heal th care providers, organizations and individ
advocate for children and to reduce the fear, anxiety and suffering of chitén and their families by

ensuring that they keep a child in a hospital, or other health faciityponl y when t hi s i's
Obest interestsbo.

A day care unit in Pakistan for children with respiratoiiyiness
Children are observethrough the day and sent home at night if well enough

Supporting criteria

1. Primary (community) and secondary (specialist) health wort@rghildren and pregnant women
work together to provide services that:

1 Are accessible

1 Are free or easily afforable

1 Share policies (such &stegrated Minagemendf Childhood llinesk

1 Use jointly agreed referral pathways

1 Include the views of children and families and consult health workers in primary or secondary

facilities when they plan these services
T Areedré based

2. Health services for pregnant women and children (including the newborn) with any type of health
problem that include
1 Primary (community) health services

T Secondary (refer rpaalt ileenvtedl /sseprevciicaeksiosweyievitopuot! i ¢ i €

see if it is in the childbés best interests o]
discharge (referral back to back to the community services):
1 Secondary irpatient services with admission, daily review (to see ifittsime chi | dés best

interests to remain in the health facility) and discharge policies, day care, and outreach services
that support care in the childdés home:
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3. Programs to prevent illness and injury (preventive services) that include:
1 Systems/policiesotidentify and support vulnerable children and their families:
1 Health monitoring, screening and promotion programs
f Strategies to protect unborn children such as

Discussion

Best practice is to recognise and treat children vilitlesses, disabilities and other physical or mental

health problems in the community sson as possible #sis can prevent children needing a hospital visit

or admission Also to admit children, or place children in institutions, only if appropriaalth care

cannot be given at home. Care at home is always preferable. When care at home is not appropriate, fear
anxiety and suffering can be minimised by making

A child friendly ward entrance (oking from the ward to the hall and lifts)

Good community preventive health programs that include health edudatioelp parents recognise

when their child is ill, health screenirtpemonitoringofc hi | dr ends gr ontnandthe and deve
closemonitoringof pregnant womenséfe notherhoodorograns) can limit the number of children

needing hospital care. Ideally this type of high quality health care is provided by comprehensive primary

health care services that are appropridfectve, affordable and easily accessible to all families

regardless of their financial status

Doctors and nurses are expensive to train and emplsrseasraining programsn rich countriesare
not always appropriate for disadvantagedntiies. Doctors and nursagceiving trainingn rich
countriesmaywant to use the skills they have acquired in the well resourced health sénmeicésve
become accustomed to and be inclined not to return to their own poorly resourced ddmtry.
InternationalCommunity has a responsibility to discourage, not encourage, this migration, and to
advocate for better working conditions for health workers iir then countriesrather than poach
workers to support their own health services

A team comprised of diérent types of health worker with appropriate delegation of tasks can make
health care moraccessible to more people. lountries where doctors and nurses are scarce, or not
affordable, effective early healthcare can be given to children by genettic weakers (ideally from the
local community) trained to provide a lower level of basic care using guidelines for managing the
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common conditions (for example WHOOG6s I ntegrated M
with itds cl| esandearly manageneht/tregtméntseategies)e The few trained doctors and
nurses can then be deployed to support them and provide a higher level of care in the centres. This system

is costeffective and works well in Nepal with its sparse population ambte villages.

Such innovative systems to use skills effectively can also improve the delivery of healthcare in
communities in advantaged countries. For example, a peripheral hospital under threat of closure in
Northern Ireland, UK is now staffed solddy nurses who use guidelines to assess and treat minor
accidents and emergencies, and havedetemunication support from doctors in the nearest large centre.

Telemedicine technology that enables doctors working many miles away to-sagsxand gie advice

to the nurses providing the service locally

[—

In advantaged countries, even when accessible, affordable integrated health services do exist, children are
still admitted to and remain in hospital unnecessarily. Some of these adhsisaiobe prevented by:

T
T
)l
1

=a =

A 6Chil d Friiaudtl y¢

Effective triage when first seen

Rapid same day access to a referral level (specialist) opinion if needed

Appropriate emergency management and treatment

Good communication between all health workers to limit unnecessary delagatment and

discharge

Specialist care supervised by referral level/specialist health workers given at home when possible
O0Referral/ specialist | evel 6 day care facilitie
treatment so that children caleep at home if they live nearby




Many children with complex or chronic illnesses (for example mental health problems, asthma, diabetes,
disability and others) can be successfully managed at home ifatteespecialised referral services with
attached outeach services that can provide the necessary support for parents. Care in the home is of
course only feasible when these resources are available, the children live within easy reach of these
services ad home conditions are satisfactory.

Standardised admission, daily review and discharge policies, and verbal and written discharge plans can
reduce the length of time a child remains apatient. Best practice is to develop these in collaboration

with parents and primary care and/or other relevant community professionals. To be effective they need

to include a diagnosis or reason for the chil dbds
any actions, treatment or folleup necessary thatilwhave implications for carers and health care staff in

the community There are clear advantages to writing this informatiémparentheld child health

records

Arrangements for followup by the hospital, if this is necessary, and/or prescribinglspeénsing drugs

for taking home need to be made well before the child is due to leave so that unnecessary delays for a
family are minimised. Delay in dispensing drugs or a long wait to be discharged for any reason is
unacceptable practice.

Best practie is for the length of stay in an-patient health facilitfo depend on research evidence
integrated with local knowledge, and evidence based treatment reghiotsshould be adopted for the
common childhood conditions. Children should not be kept épital for unethical treatments such as
painful intramuscular injections (when oral drugs would work equally well), for treatments that can be
given at homeor for the convenience of health workers.

In all countries, but particularly in many poorly rasced countries, children are sometinabsndoned in
health facilities. These children often receive inadequate nutrition with minimal stimulation
(developmental and play opportunities) and no normatomae care. An attachment to a single carer is
essat i al f or -team neehtal hedlth and dewelomnent so discharge rapidly to caring foster
families rather than institutions is best practice.

Advocacy by health workers for early fostering and/or adogtomabandoned children and/or those in
need of protection and care is important.

Finally good data management, regular audit leading to evaluated change, and joint education/training
opportunities for all health workers (community health services and the referral level services) will all
contibute to meetinghis Standard thereby keeping childreith their families at home as much as
possible.
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STANDARD 2: Supporting and giving the dest possibléhealthcare

6Health care providers, organisations and individ
advocate for children and to reduce the fear, anxiety and suffering of children and their families by
ensuring that they support the 6ébest possiblebd he:

A board with information for parents/carers about how they can ask question share a concern. It
gives information about who to contact and how, showing photographs of those responsible for the
different aspects of management and healthcare.

Supporting criteria

1. Atransparent (open) management team for a health faciljt who delegate:
1 The management of all the important support services to lead health workers who are accountable
and responsible for the organisation, quality, budget and training for their service
1 Important healthcare tasks (such as immunisation, infectiatrol, breast feeding, resuscitation
child protection, audit, lifelong learning and others) to lead health workers who have
responsibility for the policies, job aides, quality of practice and training

2. Open management of health workers that:

1 Appoints and dismisses health workers, validates qualifications, assesses suitability for
employment, has a health worker identification system, enables safe staffing levels, identifies and
addresses intimidation (bullying) and has system for disciplining hevaltkers

1 Screens health workers for health problems, provides advice about the prevention of work related

medical, psychological and emmnal problems and supports #edan individual health workers
when these occur

3. Provision okffective investigative and therapeutic health support serviceselevant for the level of
care given

4. Provision okffective general support servicegsuch as security, food preparation, laundry, cleaning
and other services) relevant for the level of care given and pieeofyhealth care environment.
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5. Essential material resourcegelevant for the level of care given and the type of health care
environment, including:
9 Health facilities that are suitable for the level of care given and needed
1 Appropriate, effective, $a and sustainable clinical and roimical equipment (essential list of
equipment compatible with WHO recommendations)
1 Afree or affordable, safe, secure supply of essential drugs and disposables with standardised
policies for their use (essential 8stompatible with WHO recommendations)

6. Appropriateevidencebased systems of care, policies, clinical guidelines and other job aidleat
are known about and used by all the health workers working in the same healthcare environment.

7. Lifelong (dumg and after traininglearning (education/training) opportunities (self, internal and

external) about the UNCRC and Child Friendly Healthcare and access to published research and other
healthcare literature.

9. Effective management of written informati@ata) that includes the use and organisation of health

records, coding systems for health problems and the collection and examination of reliable data for

i mportant key indicators about childrends health.
10. Multidisciplinary clinicalaudit linked toevaluated change/s for all health worké@se Section 5)

11. Access tethical adviceonclinical and research issues for all health workers

12.Risk management procedure®wned and run by local health workers linked to wider risk analysis at
hospitaland national levelCovered in Standard 3

Discussion

dn order to give the best possible care to children and farrtilgedth workers need to integrate the

hi ghest quality scientific evidence with clinical
(Moyer VA. ElIliot EJ. Preface in OEvidence Based Pa
Health care of any type that is in a child and f al

possible, and with the needs of other children sharing the same headdr vi@alth facility or health
service.

It is the responsibility of health workers at an organisational level to ensure these services, structures,
resources and activities are in place. It is the responsibility of the health workers who give the care in
partnership with the child and family to access, use and participate in these. If this is not possible because

they either do not exist, or are of low quality, health workers have a responsibility to advocate for these

and to continueattgréryAtdoodmakei stab individual al
by strong, but open and accountable leadership that delegates.

There is evidence to show that support services and generic clinical tasks (such as immunisation,
breastfeeding advg; infection control, child protection and others) are usually of higher quality when
delegated, providing the nominated health workers are also given the authority to effectively coordinate
the task and to develop, monitor and maintain the quality pféistice. When developing their services
best practice for these coordinators is to:
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1 Follow any existing evidenekased recommendations made by WHO and other International and
National Organisations

1 Acquire and regularly update their skills and knowledge

1 Consider the evidendease for their actions and policies

Lifelong | earning opportunities and access to the
essential requirements for health workers if they are to increase their skills. Besepsaitterefore for

all professional health workers to have access during working hours to a library that has up to date

medical and nursing books and journals, to the Internet, and to general and specialist professional

continuing lifelong education/traiing. However it is important to remember that access to evidence and

other learning opportunities does not necessarily lead to a change from poor practice to good practice.

Policies, standardised systems of care, clinical guidelines and other jollhitedribute to supporting
the best possible healthcare. However to be used

recognised.

Job aides in Pakistan showinc
pathways of care to be followes
in emergencies

Danger signs in pregnancy from Bangladesh

Health workers, both professional and foofessional, are valuable. Strivingtoprod e t he Obest
possi bl ed healthcare is challenging and stressful
not surprising that health workers are more likely, than the general population, to develaplatedk

physical and mental healitoblems. Open terms of employment and being mentored and nurtured by

employers helps prevent their loss to the country, health service and health facility. Systems for the
support and care of the O6car e ¢itpossiblesérvicar e essent i

Good data management is also important as reliable and appropriate data are needed to support all aspects
of health care planning and provision, audit and advocacy. This starts with the clinical record, includes

the recording of highwglity information, the effective organisation and management of records, the

reliable coding of disease and the collection and examination of this information to produce reliable
statistics for the key childhood indicators of health. All health workere havital part to play in this

chain.
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Effective manual data management in Moldova reflected by this well organiseddast storage system

The final <criterion for providing tahleindépbneent possi |
advice on the many ethical issues associated with clinical practice and research.

However difficult, best practice is to allow and make time (without compromising patient care) for these
important support activities during normal worgihours. All these support activities are described in
more detail in later sections of this book, especially in Section five which explains the best way to do
these.
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STANDARD 3: Giving healthcare safely in a secure, clead c hi | d dnvironmend | y 6

6Heal th care providers, organisations and individ]
advocate for children and to reduce the fear, anxiety and suffering of children and their families by
ensuring that they give healthcare safely in a secure andcledanc hi | d ($ee Standadlld)y 6

environment 0.

Supporting criteria

1. Effective searity and general safety policies and systems of care to protect children, carers, visitors
and health workers from accidents or other dangers while they are in a health facility.

2. Policies and systems that are used by everyone to keep equipmeealimaddre environments clean
enough to minimize the risk of acquiring a healthcare related infection

3. Other general infection control policies that are used by all health workers to minimize the risk of
acquiring a healthcare related infection

4. Systems and policies that are used by all health workers to minimise work related physical, emotional
and mental health problems in health workers

5. Evidencebased clinical guidelines and other job aides that are followed by all professional health
workers in the healthcare environment. These include ones about hand hygiene, fire safety and
evacuation, no smoking where there are children, the dangers of advertising, safe sharpsatidposal,
managemendf needle stick injuries, lifting patients, food sgfdaundry safety, safe waste disposal and
radiation protection(See also standard 2)

Discussion

Every health worker has a responsibility to give healthcare safely and to make sure that the places where
they give care ar e raise nsdel cyuor ea,s cploesasni baned o6chi |l d f

Clean, safe oO0ChiahapitdfiinWades dl y 6 war d i n
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It is very important to protect themselves and the children and families from dangers, also to protect
possessions from damage, loss or theft. Possible @iamgers for children, parents/carers, visitors
and/or health workers include:

1 Physical harm, for example abduction or a deliberate injury

1 An accidental injury from unsafe equipment, fittings, electrics, furniture, buildings

1 Anunwanted sideffect fran any system of care or treatment program

1 A healthcare related infection

1 A work related injury or illness such as HIV/AIDS, hepatitis, back injury or a stress related

mental health problem.

To prevent all these dangers best practice is for health vgosker families to work together to identify

possible problems and solutions to prevent these. Health workers need to be able to report openly about

any security or safety concerns, without fear of losing their job or harming their career prospectss Familie
need to be able to voice their concerns without f
affected. Best practice is for all health facilities to have an effective system to assess, prioritise and
investigate these concerns properly.

To gve healthcare safely there need to be enough health workers to look after the children that need
healthcare throughout the twerfyur hours. All too often in many of the countries visited during the

pilot project many health workers were present durimg working day but very few during the late
afternoons, evenings and nights. Children are ill throughout the 24 hours, therefore staff need to be
allocated in safe numbers for every time period. Best practice is always to have enough health workers on
dutyt o ensure each individual childés safety. When
to distribute these sensibly

To help limit the number of clinical mistakdsest practice is for everyone to use the same policies and
guidelines for @ying healthcare programs and treatments, and also to use other job aides as reminders. To
develop a sense of ownership these need to be developed and introduced following wide consultation. It is
also important for clinical guidelines and other job a@bé compatible with WHO and/or other

International guidelines, and with anguntry and/or regional guidelines.

Examples include:

91 security, cleaning, waste disposal, hand washing and the control of infection.

9 common investigations and clinigalocedures, blood transfusion.

9 lifting patients

9 the use of drugs and disposables and quality control measures for these that will minimise harm
caused by unnecessary or inappropriate treatment.

9 safe and appropriate use of blood and blood products

A hand washing reminder, but the sink is unsafe as it has a taped
crack
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Responsibility for these and the management and prioritisation of risk can be delegated to named lead
health worker/s who is/are given the authority to develop, monitor and ctieasgeas well as coordinate
related activities.

Safety and security for people and possessions will also be helped by:
1 The use of name badges by health wakard a method for identifyirigpatient children, such

as wrist bands

A security system and/@ecurity health workers at the entrances of health facilities

Lockable storage facilities: but not for emergency equipment as this needs to be immediately

available

9 Having a system for children, families and health workers to report and investigatenes;cide

drug administration errors and infections acquired during qafient stay

Accounting for health facility property

Accountability for, and secure storage of drugs and other disposables

Giving an individual named health worker the responsibilitypimtecting equipment, books and

other items

9 Using a structured system to reduce or eliminate losses due to accident or misadventure (Risk
management). The aim of risk management is to improve the quality of care by identifying and
reducing risks that rght result in damage to a patient, iasior health worker, or resuh a
complaint and/or litigation

1
T

= = =4

To minimise the dangers associated with a fire or other dishstrpractice is for all individual health

workers to:

1 Know about evacuation, fire magement and other general safety measures, and to contribute to any
disaster practices.

Other ways to reduce accidents and harm include

1 Keeping the utilities (electrical circuits and plumbing), buildings, fittings, medical and other
equipment and funiture in a good state of repair by good organisation and management, regular
maintenance, riskrioritised repairs and funding.

9 Protecting children, their carers and health workers from radiation by usingsafenachines, lead
aprons, gonad proteceor and gui del i nes for o6whychntdewht bhpdo

Gonad protectors of different sizes
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i Safety gates to help prevent children leaving a ward and on stairs that children may use.

Safety gates on the
third floor of a building

1 Window safetycatches or locks to prevent children falling from opened windows.
1 Banning possibly harmful advertising from a health facility, for example of formula milks
1 Not allowing smoking in areas where there are children, oxygen cylinders or flammable
liquids/gases
F ™
No smoking sign on a NDALOHET PIRJA
Europe E DUHANIT!

Q

NO SMOKING!

Reducing healthcare acquired infections l j

Healthcare related infections causmecessary deaths and suffering in children and their families and

also incur large costo a health service. They affect at least 10% of all hospitalisedizaiiethe

advantaged countries and probably a higher percentage of patients in the disadvantaged countries. These
infections may be acquired because a child shares the same facilities and equipment with others, from the
environment, especially the workréaces or directly from health workers. Only a very small number are
caused by visitors or by other patients.
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The effectiveness of hand washing and the cleanliness of the washing facilities and toilets in a health care
environment correlate well witthe healthcare acquired infection rate.

The infections are caused by the miorganisms that are always around in a healthcare environment.
They contaminate the hands and uniforms of health workers and colonise the sinks and other equipment.

Why is ckaning so important?

At least half of healthcare related infections can be prevented if health workers keep their hands, their
uniforms, the environment and the equipment scrupulously clean to reduce the number of organisms
around. It is essential thatamindividual health worker examines their own practice, keegs-tate

with infection control policies, especially haméshing and follows such policies themselves as well as
ensuring that other health workers also comply.

Effective hand washing is he most important way a health worker
can prevent a healthcare acquired infection

A bucket used to flush an adjacent nus e
toilet: there are no spare parts to repair the
flush mechanism, which broke a year
previously, no soap and no method of han

drying

What is needed to keep hands clean?

¢

O O 000

Enough clean toilets with nearby sinks for hand washing and a facility for hand drying
Enough clean sinks and showdrattare easy to use

Knowledge about the importance of hand washing

Strict handwashing policies

Hand washing reminders at all sinks (when and how)

A secure and adequate supply of soap

Soap on a string: An effective
way to prevent it from being
stolen
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The only facility for washing
kitchen utensils and hands in a
hospital kitchen in Eastern Europe.

An effective, clean, accessible

. Lesiajlrcg frorehr;ng vsvash\;\r;g 'P ‘3 When there are no resources for buying
; t Keei hands paper towels, cut up material squares use
NO EXCUSE Tor Nt keeping your hand: once only, then laundered are just as
clean if you have this resource effective

A method for drying haats properly

Effective methods for handling and disposing of bodies, specimens, human waste, body fluids

and other waste, including a method for separating the different types of rubbish.

¢ A good example set by senior health workers (the pilot project awedithat they are the worst
offenders) and a culture for hand washing

¢ A water supply that is:

1. Secure (never runs out)

2. Clean and safe to drink (and is regularly tested for dangerous-origanisms)

3. Adequate in amount for drinking and for cleaning

4. Hot for washingand cleaning procedures (For safety ideally hot water should be stored at
65 degrees C, distributed at 60 degrees C and then reduced to 43 degrees C to be used
from the taps)

5. Accessible in all areas wheréildren are given healthcare

O O
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¢ An alcohol based product to use for hand cleaning when it is not possible or practical to wash
hands

¢ Clean clothes always worn by health workers

¢ A 6no touchdé pol i cy .tThisarteans rottduahihg anytierdanybng ever y o
unless essential (the affectionate hugging of children is an essential act that must be allowed) and
only after hand washing.

What else needs to be clean?

Food

Hygienic food preparation, handling and storage (see The World Health Orgasisation en st eps t o
Hygienic food preparation) will reduce the possibility of a fduatn illness. Poor hand washing,

frequency and technique, is strongly linked to food poisoning.

Unhygienic, unsafe
parents/carers kitchen

Laundry

All bedding/curtains/towels/flannels must be regulavhshed with a detergent/disinfectant. Access to
Industrial quality washing machines is preferable. Water temperatures of at ldagré&®s C and

preferably above should be used to destroy the raiganisms on clothes and other materials. The
uniformsof health workers need to be kept clean and used only in the same clinical area to prevent
moving micraorganisms from one clinical area to another. If health workers visit more than one clinical
area they should change uniforms or clothes between eachranear disposable protective clothing

over their own clothes when they move to a different clinical area

Unhygienic personal laundry facilities
at a hospital in Asia
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The equipment and furniture and the whole of the hospital including the groundsnust also be kept
scrupulously clean.

A scrupulously clean environmentttge responsibility of each amdery person in the healthre
environment

Health workers who clean are best supervised by professional health workers and given adequate status
and pay that recognises the importance of the work they are doing. They need access to sufficient
cleaning agents and materials, preferably colouedddr the different areas to be cleaned and induction
training about the health facilityds policies and

Effective and supervised cleaning policies and systems for cleaning the entrances, corridors, wards

(floors, walls, windowsills, light fittings and curtains), toilets and washing facilities, kitchens and alll

other areas in a health facility will contribute to reducing risk of acquired infections and should cover:
1 Cleaning methods used for all these different areas, also fittingis,efsx furniture, bedding and

other nonclinical equipment

Cleaning frequency

Cleaning materials and for whatolour coding of cleaning cloths/materials foeumn different

surfaces can bleelpful.

Use of cleaning agents, including disinfectants in appate dilutions for the task

Effective management of spills of body fluid (blood, urine, vomit, faeces and saliva etc.)

The cleaners or, if cleaners are not always available, others need to be trained and supervised by

the senior health worker for therikal area.

Waste disposal systems and waste separation. Safe waste disposal systems and policies will

prevent body fluids, faeces, drugs and disposables being a danger to others

= =a =9 = =4

=

A budget for cleaningis essential.

Entrances of health facilitiesshld screen visitors' shoes for dirt, corridors need to be cleaned at least
twice a day with a disinfectant and ward areas need to be kept scrupulously clean. The priority is the
adequacy and state of the toilets and washing areas/bathrooms. Best jsrémtitteese to be kept
scrupulously clean throughout the twefityir hours by frequent cleaning and disinfection (See also
Section 5 for more information about how to clean).

All these issues may be seen as costly for a health service butosésevhen balanced again
the cost of the increase in hospital stay due to infection, the additional medications need
the sometimes unnecessary deaths.
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A method for using different coloured
cleaning cloths fordifferent surfaces

What else can be donéo reduce the risk of a healthcare related infection?

Micro-organisms become more difficult to treat if they develop a resistance to antibiotics. This occurs if
antibiotics are used indiscriminately. Best practice is for every health facility to deredogse an

antibiotic policy to control and restrict the use of antibiotics. For this to be effective all prescribing health
workers need to respect and follow the policy.

Other ways of reducing infection include
9 Limiting the number of people who lookier a child The risk of cross contamination is

reduced if a childds parent/ carer does as much
health workers who have contact with the child is limited, particularly in-h#fhareas such as
intensivecare

1 Avoiding crowding. Adequate space between beds will also limit the risk oficriession

Unnecessanpvercrowding of babies in a
ward in Eastern Europe
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9 Having a system to ensure that equipment, surfaces and other objects are cleaned before use by
another child

1 Having a lead health woek and when resources permit an infection control team to develop and
supervise all the infection control practices following wide consultation.

1 Having a wound management policy (including an umbilical cord management policy)

1 Having healthy staff

Best pactice is for all health workers to have regular training about these security and safety issues and
an opportunity to audit compliance with the polic
with the resources available
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STANDARD 4:Gi ving 6child centredd healthcare

O6Heal th <care providers, organi sati ons siilitydo i ndi vi

advocate for children and to reduce the fear, anxiety and suffering of children and families by

ensuring that they provide 6child centredd careb.
A child should not be separated from their par

Article 9 of the UNCRC

Excluding parents can add significantly to therry of both child and carer. In contrast, involving
them has been shown to reduce many potential stress faetpraye coping mechanisms and
compliance, and reduce time spent in hospital

Supporting criteria

l.Heal t hcare that meets each individual chil dbés ne
partnership with children and carers:

2. Healthcare ideally given in areas separate from adult pati€hese areasvill have facilities and
resources that are suitable for children of different developmental ages, their carers, breast feeding
mothers and visitors

3. Supportive care (general and psychosocial) for children and families:

Discussion

In some ountries children are still separated from their parents and families when admitted to a hospital
and in others, although mothers are allowed to stay with their children during the daytime, they are often
unable to sleep near their child at night.nlost, fathers have little if any access to their hospitalised baby

or child, despite a lack of evidence to support the many reasons given for their exclusion given to us
during the pilot project for the CFHI. It costs very little, or nothing, to allowilfamfree access to their
children in hospital and the benefits of this are far greater than any possible disadvantages. In countries
where fathers have free access, concerns have not been realised.

If a young child with limited understanding is sepadati®m a parent they feel abandoned. This feeling

can cause intense suffering, similar to the suffering and grief felt by an adult when a loved person dies,

and may have a permanent impact on future mental health. To avoid this emotional damage ncate give
home and by familiar carers is always best whenev
care is in the Obest interestso of the chil d, e mi
carer familiar to the child chosen Hyetparents) is encouraged to remain with and support the child at all

times, especially during procedures, If a child is asleep, unconscious or anaesthetised it is even more
important that a parent/carer is thevben they wake. Anill child needstheseaur ance of their
love and care even more than they normally do. Best practice is asalite other family members and

close friends to visit frequently and freely, wit
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Child Friendl~»

Heal t h workers need to al ways respect the ©paren
parents/carers to care for their child as they would at home by working in partnership with parents/carers.
This includes enabling the child to followeir familiar routines wherever possible.

Mother using her own mosquito net

Mother contributing to the special
care of her premature baby
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Elements of partnership include

Openness and honesty

Respect and trust on the part of both
Freedom to express oneself

Sensitivity

Commitment to sharing

Understanding

Mutual support

Empowerment

Flexibility

Sharing, including rights and responsibilities
Mutual accountability

Agreeing to sometimes disagree

Being challenging

Accepting of each otheroés| reality
Sharing a vision
Listening to each other
Not being manipulative

E R N I T I I I I I B R

A kind welcoming attitude that shows respect for the individual child and family costs nothing but
can minimise anxiety and fear making healthcare and treatment easier.

Best practice is to centre healthcare for each individual child and family round the néeslstufd, not

round the needs of the health workers or the systems of care and includes giving healthcare that is
appropriate for the childbés age and | evel of und
child, if old enough, anavith their parents/carers. Daily individual care plans made in partnership with

the child and their parents/carers are also more likely to ensure that the care planned really does meet the
childdés needs.

Heal t hcare that meets a cishcaréid given by leealth workers whanonlye | i k
look after children, and by those who are skilled and familiarwithi | dr endés di fferi ng ne
a neonate will need a very different type of care to a child or a young person, as will childrearofgdiff

ages who have a physical or learning disability. Unskilled, unqualified or newly qualified or appointed

health workers, benefit from initial supervision by more experienced and/or skilled staff, as do the
children and familieshey care for.

Lookingaf t er i I | children of differing ages is a cha
behaviours and attitudes are best gained by:
91 Learning about children during initial training

1 Attending specialised education/training programs aboutehitdd s heal t hcar e
T Obtaining a specialist childrends professional
1 Receiving induction training when starting a new appointment or starting work in a different

clinical area

1 Regular education/training that continues after qualification or lb@sitng (continuing
professional developmentCPD)
1 Personal life and family experiences.

The anxiety of children can be further reduced if a child becomes familiar with their main health workers.
This familiarity can be achieved by allocating the s@&@aith worker to a child whenever possible so that
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the number of different health workers each child sees is reduced (a patient allocation system). The use of
this system can also help with the organisation of care and improve information sharing betaléen
workers and families.

A simple reminder given to a child
about their nurse for the day

Note: In some countries i
might be more appropriats
to use Nurse and surnamt

Research shows that a welcoming, stimulating, pleasant environment that provides opportunities to play
and learn contributes to a faster recovery from illnasd faster catch up growth and development after a

dowing or stopping due to illness. The minimum quality for a healthcare environment is one that is
appropriate to the childdéds age and | evel of devel
famil yds home.

Such suitable environments areieasr t o provi de when children are ca
with different specialties going to the children rather than children goireptit areas fospecialist

services. Many irpatient facilities do have separate areas for caring fédrehni of different ages. It is

best if this age separation is flexible and more concerned with developmental age than actual

(chronol ogical) age. I'f it is in the childds bes
ensure that thehddren are cared for in a special area of the ward and that they have access to the same
range of stimulating opportunities, environment a

To minimise fear, anxiety and suffering during investigations and tre¢sigest practice is for treatment

areas, Xray departments and other areas used by childrentatso have O6Chil d Friendl

and be staffed by health workers with oO6Child Fri

waiting areasand treatment rooms can all be especially frightening for children. These can be made

6Child Friendlyd6 at 1little cost by wusing |l ocal ma
and distress.

6Chi |l d Fr iW@Khdspitsld s

Child Friendlydnl

Moldova
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€Child friendlydéd play co €Child Friendlyo tr

It is importantthat healthcare environments for children are easy for familiesdoh. Often luldrents
wards are ofthe high floors of multistorey buildings. fen if there is a lift, it is still difficult for parents

to access these, especially if they are carrying their chjldteer childrerand/or other possessions. It is
difficult to escape down many flights of stairs if the building needs evacuatingiagpe/hen carrying
frightened children. It is important tprovide accessto and supervise outside play areas (especially
beneficial to children recovering from illnesses).

Hospitals need to have suitable and adequate facilities for resident parerdsfoaluding somewhere to

sleep, preferably near the child (particularly if the child is breast fed or very young). For young children
beds that provide enough room for both child and parent to sleep together can be beneficial. Best practice
is to have ahair at the bedside for the parent/carer to sit on during the day, storage for their possessions,
adequate washing and toileting areas, food and drink provision and a suitably furnished area for
relaxation. Best practice is for these to be of the saamelatd as found in the average family home.
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It is also important to have private, suitably furnished areas for giving explanations and other sensitive
information to parents/car® and for mothers to breastfeed, the latter withifeed for expressing breast

milk The support, care and understanding parents/carers and families need if their child dies is best
provided by their familiar health workers in an environment that is as pleasant as pdsitil@ractice

is always toadvise parents/carers about all the facilities, and to provide written or pictorial instructions
about their use

Poverty is repeatedly shown to have a direct I i n
emotional development. When a poor faniils unabl e t o meet their chil dés
intervene by providing financial and other suppdtealth workers are ideally placed through their

intimate knowledge of a family to identify poverty and other adverse psychosocial circuesstand to
support a familybs response to their individual
difficulties or problems for the child and family by asking about these early, ideally in the initial history

taking. Any special difficulties angroblems need to be taken into account when planning care and
supported as much as possible. This support includes referring a child and/or their family to a social
welfare or similar service, if these exist

To prevent additional anxiety, fear and suwiifig it is particularly important to support the emotional
needs o#ll ill childrenand their famikes

Audit can include children and parent Ocaradifarsf act i
in adult wards without access to the fiigis available to children compared with the number cared for in
separate childrenbés areas

Finally health workers also need support if they are to cope with the considerable stresses imposed by
giving this child centred care in partnership with parefiscess to support systems enable health
workers to -aubdbdthhe tmhuwrhead to incapacity and/ o
and experiencéSee also Section 5).
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STANDARD 5: Sharing information and keepingparents and children consistently
and fully informe d and involved in all decisions

6Heal th care providers, organi zations and i nd
to advocate for children and to reduce the fear and suffering of children and their families

by ensuring that they keep parents and children consistently and fullinformed and

involved in al/l deci si onsb©d

Supporting criteria

1. The wearing ohame badges by all health workers who also introduce themselves to children and
families:

2. A system for making children and families aware of their rights to information

3. Policies, systems and/or practices that ensure children and families are given sufficient understandable
information about:
9 Their specific health problem/s
1 Any changes in their condition
1 Investigations and procedures
(thesemake it easier for #m to contribute to decision making, to give fully informed consent and to
share any necessary special care)

4. Giving information to children and families about the ward facilities and routines, and about relevant
general health issues:

5. Interpreers who are available, and used when necessary

6. Systems to investigate and address complaints, positive comments and to seek the opinions, views and
ideas of all health workers, children, their parents and families

7. The sharing of healthcare ra@dtinformation by health workers in a way that enables consistency of
information giving to children and families, confidentiality, and clinical effectiveness

8. Ways of sharing nedlinical (general) information between health workers that are eféecti

9. Having and using communication tools, appropriate for the circumstdanead effective
communication (information sharing), especially for summoning help urgently

Discussion

People who use health services need to know what to expect, hoavtteelservices provided, who to
complain to if something goes wrong and how to do this, and to be fully informed in a way that they
understand about anything that might affect th€hese issues are best covered in a written statement
that is prominently gplayed in the healthcare environment
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Successful organizations are good at sharing
information, ensuring the participation of all their

empl oyees and clients client
individual needs. This culture fanformation

sharing minimizes misunderstandings, mistakes,

disappointments and complainT® provide the

Obest possibled health reds to |

shared effectivelwith parents/carers and children
so that they understand what will happerthiem,
and are able to share in the decisioaking and
fully participate in the healthcare needed.

Ward rules

An example of a missiostatement Early morning meeting in Moldova for all
senior health workers to share
information.

To share information effectively, it is necessary to have:

1 A-culture in the healthcare environment that encourages thieglod information and enables
participation
A chain of responsibility and accountability that prioritises information sharing
A positive attitude to sharing information (the desire to share), and to work together with
colleagues (team working) in partship with children and parents
1 The skills to share information effectively (so that it is fully understood) and consistently

1
T
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1 A system that keeps sensitive information confidential. Protecting confidentiality is vitally
important unless thisisnotihte chi l d 6best interestsé, or you
and/or their parents to break this.

Different methods of information sharing for different circumstances

6Job aidesd for use as reminders, such as O6how
Tools to aid information sharing, such as information boards, telephones, pager systems etc

Privacy, mutual respect, compassion, time, and patience.

=A =4 =4 A

Health workers know the names of their patients and their families. Children and families want and have a
right to know the ames of the health workers looking after them. Best practice is therefore for all health
workers to wear identification (such as name badges) and to introduce themselves to the child and family.

onprocedures

Information for parents about
their chil dos
what will happen after surgery

The information health workers gite parents/carers and children may not be understood for a variety of
different reasons. These include:

The language is not the first language of the child or parent receiving the information

The information content is not understood as knowledge afubject matter is limited

The format and/or words used are not easily understood

The parent/carer or child does not want to hear what is said or is not ready to hear this

The parent/carer or child is partially deaf

Too much information is given at once

The recipient is distressed, anxious or upset
There is not enough privacy

E R N

To avoid these problems, best practice is for health workers to have education/training opportunities for
learning communication dig, about the importance of protecting confidentiality and aboutthdence
based suggestiofiier giving information, particularly fotransmittingbad news.

These O6rulesdé include:

1 Privacy and no interruptions such as a telephone ringing, a knoblk ailoor and other interruptions.

9 Introducing yourself, say who you are and what your role is

9 Making sure the child or parent/carer has a close family member or friend with them if possible
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9 Having a second health worker present (a doctor/nurse combinatdita well)

1 Explaining what information you intend to share and finding out before giving this what the child or
parent/carer already knows

f Giving information honestly and kindly in the <ch

if necessay)
1 When it is appropriate, trying to give any positive or reassuring information first, before giving
information that children and families will find difficult

1 Using words that child or parent/carer is likely to understand without being patronizingt Use o
pictures or mime or sign language may be helpful

1 Getting regular feedback by asking child or parent/carer to tell you what you have said

1 Giving the recipient the opportunity to ask questions

1 Remembering that small amounts given at frequent intervalsetter than too much at a time or
large time gaps without information

1 Backing up with written or pictorial information whenever possible

1 Arranging a time to give more information

1 Asking if there is anyone else in the family the child or parent/carer vii&alglou to share the
information with

1 Showing compassion but remaining in control of your own emotions

9 Getting permission to share with others as necessary

Children and families need to feel confident about the abilities of those
who look after them. Lasof this confidence can cause much anxiety
and distress

Some individual health workers can feel protective about the families they look after. While this is

usually good, it can sometimes create a dependence that causes families to lose confideeaesin th

given by other health care providers. This is made even worse if a competitive atmosphere develops
between different health workers and health care environments, especially when one undermines the care
of the other. Such undermining makes it diffidor families who may need the care that can only be

provided by the denigrated health workers or health facility at some futurdttisitherefore important

for health workers working in different situations to support and communicate well witlo#echto

share and promote consistent good practice and to be positive about all who contribute to providing
healthcare for children and familiemven if mistakes have been made.

A simple way of telling mothers they are welcome
and supported to see their babies, also a hand
washing reminder
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Communication tools vary depending on the technologiadadte and the task. Even basic low cost

tools such as hand bells for summoning help and hand made hospital signing systems will achieve
objectives. The important priority is to identify what needs to be communicated and then to decide what
method or tooto use. It is up to individuals to employ the technologies available in the most appropriate
way. A wellsited communication board for sharing rdimical information may be as effective as

individual more expensive handouts. The important issues drdhéhimformation is put on the board, the
board is easy to see, the information is understandable and in large enough print for people to read, or in
pictorial format for families unable to read.

It is also important for parents/carers to be able &mesmformation about their child with other family
members and friends. The resources for and a system to enable this are of paramount importance,
especially for distant family members.

Alow-cost private 6émanned?d
hospital in Eastern Europe. This enables parents/carer
to contact their friends and relatives. Until the retired
health worker in the picture persuaded the authorities t
allow him to install the telephone, parents/carers had n
secure way of contacting tir relatives.

Finally best practice is to audit compliance witk ffolicies and systems for information sharing and
participation to make sure they are achieving their objectives.
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STANDARD 6: Providing equity of care and treating the child as an individual with
rights

O6Heal th care providers, organisations and individ
advocate for children and to reduce the fear, anxiety and suffering of children and their families by

ensuring that children have equity of health care and by treating them as individuals without

discrimination giving them culturally and developmentally appropriate rights to privacy, dignity,

respect and confidentialityo.

Supporting criteria
1. Policies and systems cdire that ensure equal access to and opportunities for preventive, investigative,
curative and palliative health care that meet the needs of the individual child

2. Policies and systems of care that ensure there is no discrimination concerning agee setnicity,
legitimacy, disability or any other reason

3. Policies and systems of care to ensure individuality (that include birth registration and use of the date
of birth, a clinical record number, use of preferred name and language, provisgansohal space,
knowledge of personal preferences, access to and use of personal possessions and clothes).

4. Policies and systems of care that ensure respect and preservation of dignity from degrading and
unnecessary procedures and treatments.

5. Pdicies and systems of care that ensure cultural and developmentally appropriate visual and sound
privacy (especially when dressing, washing, toileting, when undergoing procedures, being given
treatment and when dying; also provision of privacy for possesgi

6. Policies and systems of care that ensure written emiconfidentiality.

Child recovering fom pneumonia and
receiving additional inspied oxygen
through nasal cannula. He isi¢d to the
bed to prevent him pulling out the
cannula but this is unnecessary.

Discussion

Despite ratification of the UNCRC, ineitpaand discrimination continug occur in most countries

regardl ess of righte suwvivat shaild notbe depeindamt éngheir sex, age, legitimacy,

whet her or not they have a disability, their fami/|
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factor. Health workers are ideally placed to set an example to dheesveloping systems and policies to
ensure there is no discrimination.

Equity of health care for children is dependant on many things. How far the family live from a health

facility, whether there ar e he alwhdtherthereiktensgorttoo pr o
a health facility and/or whether there is a health facility within easy redldhfluence equity. However
the two most i mportant influencing factors in man

wealth andheir knowledge about health.

In many countries there are often good private health services but inadequately resourced public services
that are inaccessible to many families. Even if a child from a poor family does access the services,
inequity remaingf the family cannot find the money for investigations, necessary drugs and treatments or
experience a lower level of nursing and medical care than others.

In well-resourced countries there can still be differing qualities of care given in differegragbacal
areas and by different services in the same health facility. Children who are admitted to separate

childrenbés hospitals or to childrends wards gener .
for on adult wards; for example theyMeabetter access to play facilities and specialised nursing skills.
Some children I ooked after in a childrends ward al

emergency, ¥ay and some surgical outpatient departments. These departments ralyagstmeet the
needs of the differing age groups of child patients who use their services.

Country and global inequity also exists for investigation and treatments, particularly regarding the
availability and affordability of appropriate essential dragd other clinical equipment. Advocacy to

drug companies to make drugs more affordable in the disadvantaged countries often helps and needs to
continue. Drug donations need regulation to ensure they are needed, appropriate for their purpose, of good
quality and indate. Drugs should not be tested without informed consent in any country and continued
advocacy will be needed to ensure patient safety

Equity is not only about giving the same care to each child, but is also about giving the care necessary to
meet the individual <c¢chil dds health needs.

A child has a right to be recognised and respected as a unique person with individual physical, emotional,

social and spiritual needs. Heal th workers can r e
1 Approach a child in an age and developmentally appropriate way
1T Use the childds preferred name
1 Give a child their own health registration number at birth and ideally also a written birth
certificate when there are the resources to do this
1 Ask about and accomodate when possibénd appropriata chi | dés | i kes and di
1 Allow personal space and personal possessions such as clothes and toys
1 Seek, |l isten to and acknowledge the childds op
1 Ensure that a child feels he or she alwaysensit
T I'nclude any speci al needs i mplandn cenjunctionvithdshe dai |y ¢

child and parents

A child also has the right to have their dignity preserved, their privacy respected and confidentiality
maintained (all appropriatto age and culture). Frequently, these rights are not respected for a child. In
addition to having policies and systems of care, constant vigil is needed by health workers to ensure that
they do not contribute to any unnecessary fear, anxiety or sigffieyi failing to respect these rights.
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Screens used to give visual privacy for
treatment area. Screens do not protec
sound privacy

The inclusion of education/training about the articles of the UNCRC and other human rights topics in the
core training curriculum of students and in the regulasldifey learning for health professals will help
all health workers understand and meet this Standard.
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STANDARD 7: Recognising and relieving pain and discomfort

OHeal th care provider s, o rwprkensjshagetairesporsibildynod i ndi vi d-
advocate for children and to reduce the fear, anxiety and suffering of children and their families by

ensuring that they recognise, assess and relieve the physical and psychological pain and discomfort

of children.6

Supporting criteria

1. A separate pain and other symptom management/palliative care service/s with lead health
professionals and/or multlisciplinary team/s

2. Systems of care, guidelines and job aides (for example toadsdss anatlieve pain) tchelp with
symptom recognition, symptom assessment and restraint for procedures

3. Written guidelines, evidence based wherever possible, used by everyone to help with symptom relief,
that include advice on the relief of different types of pain and alisessing symptom®oth physical

and psychological) and on how to use ngsharmacological and pharmacological pain relieving

strategies in the different ages groups:

4. Material resources including:
1 A safe, secure supply of free or affordable eiakdrugs for symptom relief that includes opiates
and noropiates
9 Distraction toys and other resources to aid-pbarmacological pain and other symptom
management

5. The use of individual pain (and other symptom) plans made with the children anzhtkat/carer

6. Psychosocial support for children, families and health workers

Dressingsof extensive burns
changed without adequate pair
relief and without a parent
present.

Discussion
The pilot project found large numbers of children in the participating countries suffering from
uncontrolled pain and other distressing syonpsé, both physical and psychological.
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