The Child Friendly Healthcare Initiative (CFHI)
- an opportunity to improve the experience of health care for children and families everywhere.

"For the last two and a half years, a small team has been developing and piloting a project to improve the physical, psychological and emotional care of children and families. The Child Friendly Healthcare Initiative (CFHI) was designed to build upon the global success of the UNICEF/WHO Baby Friendly Hospital Initiative, and has been developing methods of helping health workers to assess and improve the care they give to children and families (including the breastfeeding promotion of the Baby Friendly Initiative). Standards that cover all aspects of care have been developed and promoted that are applicable to all children anywhere in the world.” 

The experiences, beliefs and expectations of children and their families vary enormously across the world. However, a hope shared by all parents is that their children will be healthy and safe. The anxiety and distress felt by families when their children are ill is the same for a family in Uganda as it is in The Netherlands, the UK or Pakistan. 

Similarly, the people who usually know most about a child are his parents, and they feel miserable when parted from each other, especially when ill.

The importance of involving parents in the care of their child when he or she is ill would seem to be one of the most obvious assumptions possible. It does not seem radical to suggest that a child would want to remain with its parents or that parents might usually know their child better than a health worker who has never met the child before. Parents and carers, it would seem, have an obvious and vital role in the care and treatment their child receives.  

The care that children and their families receive has improved over the years in many places. In some parts of Europe there has been significant changes in the way that the role of parents and carers is now better appreciated by health workers. This has lead to improved partnership between families and health workers, and ultimately better care for the child. 

However, as many readers will also be aware, the improvements made so far have taken many years of hard work to achieve, and will continue to do so. In some countries where parents associations and welfare groups exist, these changes have occurred faster, but this is not the case for the majority – regardless of whether the country is rich or poor. 

Whilst there is no doubt that the situation has improved for some, there are still a great many children and families that do not receive the care they require and that experience unnecessary fear, anxiety and suffering. Even in countries where things have improved, there is still much that could be better.

For the last two and a half years, a small team has been developing and piloting a project designed to improve the physical, psychological and emotional care of children and families. The Child Friendly Healthcare Initiative (CFHI) has been developing methods of helping health workers to assess and improve the care they give to children and families. Standards that cover all aspects of care have been developed and promoted that are applicable to all children anywhere in the world. 

To develop a programme that is equally useful and relevant anywhere in the world is quite a challenge. To do this the CFH Standards have been derived from articles of the UN Convention on the Rights of the Child (1989) as this has been ratified by most of the world’s countries. The contents of the Standards are therefore inevitably similar to those promoted by other organisations such as the EACH. They are all basic statements about the type of health care that children and families everywhere have a right to expect, and even though the interpretation may differ, their principles are valid anywhere.

Numerous Standards and Charters already exist, the difficulty lies in making the changes and improvements that are needed. Therefore an equally important part of the project has been to develop practical, effective and sustainable ways to enable health workers to make needed improvements. As resources are so variable across the world, and so much of the world is poor, the focus of the CFHI has mainly been on improving attitudes, knowledge and practice. There are so many things that cause unnecessary pain anxiety and suffering that do not require money to improve – just a change of attitude and a better use of whatever resources are available.

The project has aimed to help health workers improve the care they give, but as a key way to make this happen it has actively promoted the role and necessary contribution of parents and carers as equal partners. The views and contribution of parents and children are a vital part of every stage of the program that has been developed. In some countries this has been an entirely new concept that has led to some dramatic changes, and in countries where care is already better than most, it has enabled further improvements to be made

Parents, children and health workers in six countries have contributed to the pilot project - Uganda, Kosova, the United Kingdom, Moldova, Pakistan and Bosnia. 

Health workers in these countries have applied the program to many different aspects of care but the following examples illustrate just some of the results so far, with particular relevance to their benefits for parent and carers. 

In Pakistan traditional social hierarchies and the assumption made by some health workers that many parents know nothing or are ‘illiterate and stupid’ made it very difficult for families to get the information they needed to make and participate in decisions about their child’s care. Parents and carers frequently felt afraid to voice their concerns or make complaints as felt the care of their child might suffer if they did.

As the program guaranteed confidentiality to all the people that were consulted, the true opinions of parents, children and families were heard perhaps for the first time. This came as quite a shock to the hospital administration and the health workers, who genuinely felt that they were doing their best for the children, but somehow had never realised that the views of parents might be different.

As a result, a small committee has been created, with representatives from nursing, medical and administration staff – but most importantly, and for the first time, with a parent representative. This meets regularly to discuss how care can be improved and to plan and facilitate simple changes to make things better. To ensure that all views are given equal consideration, the committee has made a rule that all members are treated with equal respect. This is a small but significant step and one that we hope will lead to long lasting benefits for children and their families.

In Kosova as in many parts of Eastern Europe, parents had rarely been allowed to stay with their children in hospital, causing much unnecessary distress for parents and children. Although this is slowly changing, with mothers now often allowed to stay (unfortunately still not fathers), parents were still not given information and were prevented from contributing to decisions about the care of their children. 

A good example of this was the daily ‘ward round’ where doctors and nurses examined each child and made decisions about their treatment. Before the ‘round’ the mothers were usually told to leave the children’s room until the doctors had finished, causing unnecessary distress to both mother and child. It also showed that the mother’s deep knowledge of their child was not valued by the health workers, and prevented her from contributing valuable information about the child’s condition and participating in decisions.

This practice had never been challenged. A few of the doctors and nurses realised that it was unhelpful for the children, mothers and also themselves, but did not feel able to change the ‘system’. 

The program was able to show examples of how ‘ward rounds’ happen in different countries and to represent the true feelings, views and opinions of the parents and families. This caused a change in attitude in the administration and health workers that is benefiting everyone at no financial cost.

Now, when the doctors and nurses examine the children, the mothers stay with the children, reducing distress and giving them a better opportunity to be involved. It is still not perfect as changing long held attitudes takes time, but it is a start.

In Uganda the Initiative was developed in four very different departments of a large hospital. One of these was the Special Care Unit for premature and sick newborn babies. There were over 14000 babies born at the hospital every year and many of these were ill.

The unit was a chaotic place, with a high death rate. There seemed to be so many problems that the doctors and nurses felt overwhelmed and didn’t know how to begin to make it better, even though they wanted to. The staff were demoralised and the parents were very unhappy and unsupported. They were rarely allowed into the unit to be with their babies. When they were allowed in they did not feel welcome and were not helped to care for their baby.  

With the help of the program many changes have been made and the unit feels like a completely different place. The doctors and nurses have been able to plan small, simple but effective ways to improve the care they give. The views of mothers made a huge contribution to this and helped the health workers realise the 

enormous contribution that parents make to care when given the chance and the benefits of working together. 

Now mothers visit whenever they want, are encouraged to stay and say they actually feel welcome. The doctors and nurses are now all taught to treat the mothers with respect and to value them as partners in care – both from a Rights perspective and also because the senior health workers now recognise that the mother is likely to be the best and safest carer for the child. As well as the changing attitudes of the staff, there are signs on the walls of the unit telling the mothers that they are welcome and giving information. 

Because the views of the mothers were listened to, other things have changed that may only appear small but have made a big difference to their experience. Before many mothers were frightened about their babies getting infections because the unit was so dirty and doctors and nurses didn’t wash their hands often. Now the unit is much cleaner, with soap available for washing hands, and parents are encouraged to ask doctors and nurses if they have washed their hands before they touch their baby. 

Another thing that added to the mother’s distress was the lack of privacy on the unit. Some simple screens have made a big improvement.

The unit is a much friendlier place to be and the mothers we spoke to during our return visit felt completely different to how they had before these changes were made. The health workers were also much happier in their work. They were proud of the changes they had made and enjoyed working more closely with the mothers.  They also recognised that the level of care that the babies were receiving was much better because of the new partnership approach.

The changes that have happened did not cost any money, only a change in the way that human and material resources were organised and attitude. The unit has been promoted as a ‘model’ ward by the hospital in the hope that other departments will follow their example.

The examples we have described in this article show just a few of the many ways in which the methods and tools developed by the Child Friendly Healthcare Initiative have improved the care given and reduced unnecessary fear, anxiety and suffering of children and families. 

The Standards and the methods developed can, and have been used to improve many aspects of care, from issues such as prescribing medicines and complicated clinical care, to pain relief, nutrition, and play – the same principles of assessing care, involving everyone in making decisions, problem solving, looking for evidence of good practice and focussing on the real needs of children and their families apply equally to all. 

Although the pilot for the CFHI has now finished we hope the process of change will continue and the changes already made long lasting. In some cases we have already seen the effects of the Initiative spreading to other areas of care, benefiting yet more children and families. 

The methods and guidelines developed by the Initiative are being written into various forms for publication. There has been great interest in the work from many parts of the world, from both rich and poor countries, and we hope that it will continue to be helpful to many more in the future.
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Standards : see next page

	  Health care providers, organisations and individuals, share a responsibility to advocate for children and to reduce the fear, anxiety and suffering of children and families by ensuring that they:

Standard 1

Keep a child in a health care environment only when this is in the child’s ‘best interests*’: UNCRC Articles 9, 24, 25, 3

Standard 2

Support the ‘best possible’ treatment and care: UNCRC Articles 2, 6, 23, 24, 37

Standard 3

Give health care safely, in a secure and clean environment: UNCRC Article 3 

Standard 4

Provide ‘child and family centred’ care: UNCRC Articles 5, 9, 14, 37 

Standard 5

Keep children and their parents/carers consistently and fully informed and involved in all decisions: UNCRC Articles 9, 12, 13, 17
Standard 6 

Give children equal access to, and opportunities for health care, and treat them as individuals without discrimination giving them culturally and developmentally appropriate privacy, dignity, respect and confidentiality:  UNCRC Articles 2, 7, 8, 9, 16, 23, 27, 29, 37. 

Standard 7

Recognise, assess and relieve children’s physical and psychological pain and discomfort: 
 UNCRC Article 19

Standard 8

Give appropriate emergency care: UNCRC Articles 6, 24
      Standard 9

Enable children to play and learn: UNCRC Articles 6, 28, 29, 31

Standard 10

Recognise, protect and support vulnerable and abused children: UNCRC Articles 3, 11, 19, 21, 20, 25, 32, 33, 34, 35, 36, 37, 39

Standard 11

Monitor and promote health: UNCRC Articles 6, 17, 23, 24, 33
Standard 12

Support breastfeeding and the ‘best possible’ nourishment of children: UNCRC Article 3, 24, 26, 27




