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Purpose

The purpose of this paper is to inform 
professionals working with children and 
their families about the guidelines entitled 
“child friendly health care” that were re-
cently produced by the Council of Europe 
and endorsed by the ministers of 47 Euro-
pean nations attending the 9th Council of 
Europe Conference of Health Ministers in 
Lisbon, 29–30 September 2011.

The intention of the guidelines is to 
embed the values contained within the 
United Nations Convention on the Rights 
of the Child (UNCRC) and other rele-
vant charters in a practical model of ser-
vice delivery that drives learning and im-
provement at all levels—from policy and 
planning, via service organisation to indi-
vidual clinical practice.

This child friendly health care ap-
proach combines the core principles of 
UNCRC with systems thinking and evi-
dence, to produce a practical framework 
that is outcome orientated and require-
ment driven, but based on “journeys” that 
children and families experience in order 
to drive the improvements in safety, expe-
rience and outcomes.

It is intended that the values contained 
within UNCRC will drive value in ser-
vices for children and families. However, 
to achieve this aspiration, all profession-
al groups involved with families will first 
need to understand and then adopt and 
adapt the child friendly health care ap-
proach in their own practices, as well as 
in their approach to improving their ser-
vices.

Council of Europe

The Council of Europe (CoE) was found-
ed in 1949, following the Second World 
War. The CoE was established to defend 
human rights, parliamentary democracy 
and the rule of the law, as well as to pro-
mote a European identity based on shared 
values across different cultures. It started 
as a cooperation between 10 nations, but 
now covers 47 Europen nations, which 
have a collective population of 200 mil-
lion children.

Building a Europe for 
and with Children

Building a Europe for and with Children 
is a CoE strategy that was implemented in 
2005. The program’s main objective is to 
assist the decision makers and stakehold-
ers involved in the design and implemen-
tation of national strategies for the protec-
tion of children’s rights and the prevention 
of violence against children.

The 2009–2011 strategy1 considered 
that vulnerable children should be a pri-
ority issue, particularly focusing on chil-
dren:
F		without parents,
F		with disabilities,
F		in situations of or at risk of poverty 

and social exclusion.

Building a Europe for and with Children 
has several other programs including 
Children in Social Care, Children’s Partic-

1  http://www.coe.int/t/dg3/children/pdf/Stock-
holm_StrategyProgramme_en.pdf

ipation, Child Friendly Justice and Child 
Friendly Health Care.

Change fuels the need 
for a shared approach

All health care systems in Europe are cur-
rently facing similar challenges. The ep-
idemiology of childhood conditions is 
changing; current systems are not achiev-
ing all their expected outcomes and there 
are often unacceptable variations in the 
quality and outcomes of services for chil-
dren and families. Rising costs of health 
care are a constant concern, particularly 
in times of economic austerity. Achieving 
significant “added value” is often difficult 
without a shared approach across all sec-
tors involved in the planning, delivery and 
improvement of services.

The changing epidemiology 
of morbidity in childhood

Across Europe, the epidemiology of child-
hood conditions is changing. Admissions 
to hospital for acute infectious disease are 
declining, but more children are surviv-
ing with significant degrees of disabili-
ty arising from improvements in neona-
tal care and specialist care for conditions 
that would previously have been fatal.
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At a societal level, there are significant 
increases in the prevalence of obesity, 
mental health conditions and health-re-
lated lifestyle problems such as substance 
misuse and sexually transmitted diseas-
es. Not all nations are equally affected by 
these, but increases in health inequalities 
are apparent both within and between na-
tions.

The challenges facing services

Service response has lagged behind this 
changing epidemiology. The “new mor-
bidities” require interventions, care and 
support from a number of different pro-
fessional groups simultaneously; the mul-
tiprofessional team has to come together 
around the family and deliver a service in 
the community setting rather than in hos-
pital.

This transition of service delivery is oc-
curring at different rates in different plac-
es. As a consequence of this, there are un-
acceptable variations in both access to 
and outcomes of services for children and 
families. This is furthermore compound-
ed at times by limited access to some of 
the professional groups required, due to 
poor workforce planning, recruitment or 
retention.

Unlike the situation in clinical re-
search, there are relatively few systematic 
health service research data providing in-
formation on how services should be de-
livered—e.g. quality–cost comparisons for 
different service structures—nor is there a 
robust evidence base concerning how ser-
vices should be measured in order to iden-
tify where improvement is needed.

Child friendly health care

Since publication of the United Nations 
Convention on the Rights of the Child, 
many organisations have adopted and 
adapted the articles for specific use. Ex-
amples include the United Nations Fund 
for Children (UNICEF) and the Interna-
tional Save the Children Alliance, Save the 
Children, European Association for Chil-
dren in Hospital (EACH), Child-Friendly 
Healthcare Initiative (CFHI) and the Baby 
Friendly Hospital Initiative (UNICEF).

Although the rights of children are well 
established, they have not been translated 

into a comprehensive model to guide pol-
icy making, planning and delivery of ser-
vices across different sectors. The “child 
friendly health care approach” is a rights-
based approach that focuses on improving 
the health and health outcomes of all chil-
dren and families.

The UN Convention on the Rights of 
the Child includes the right to both health 
and the right to health care. Specifically, 
article 24 states: “States Parties recognise 
the right of the child to the enjoyment of 
the highest attainable standard of health 
and facilities for the treatment of illness 
and rehabilitation of health. States Parties 
shall strive to ensure that no child is de-
prived of his or her right of access to such 
health care services”.

Therefore, the right to the highest at-
tainable standard of health (the right to 
health) includes the right of access to 
health care (the right to health care) and, 
as such, involves all the systems and ser-
vices (which constitute a wider spectrum 
than health services alone) that contribute 
to both health and health care.

Children have a right to good health in 
their own right, and promoting the health 
and wellbeing of children and young peo-
ple brings benefits to society as a whole: 
because the antecedents of adult ill-
health are often established in childhood 
(life course epidemiology) and because 
healthy, happy adults are both more able 
to care for their own children and provide 
for an increasingly ageing population.

Multiple factors contribute 
to the health of a society

There is more to generating health in so-
ciety than just providing excellent health 
services. Health is promoted over time, 
through a process of increasing exposure 
to positive health determinants through-
out childhood, including nutrition, a lov-
ing family, a safe environment, access to 
education and many other elements. This 
health-promoting approach should be 
complemented by a health-protection ap-
proach aimed at decreasing exposure to 
negative determinants or potential health 
hazards, e.g. illegal drugs, poor air quality 
and exploitation or abuse.

However, access to excellent health ser-
vices is important both for acute illness or 

injury and where a child has a long-term 
condition. Health services for children 
can be extremely complex, ranging from 
neonatal intensive care or sophisticated 
specialist care, such as heart–lung trans-
plantation; to immunisation and screen-
ing programmes (e.g. newborn blood spot 
or hearing screening); through to commu-
nity-based interventions to improve men-
tal health, such as anti-bullying and emo-
tional literacy programmes. Services thus 
need to address the management of a con-
dition, the impact on the child, the con-
sequences for the family and community-
based determinants.

The importance of other, non-health 
agencies contributions to the health of 
children cannot be understated: health-
promoting schools; social care organisa-
tions (supporting vulnerable families and 
investigating child abuse concerns); vol-
untary sector support of families where 
there is a long-term condition (or disabil-
ity); the approach of the criminal justice 
system to crime and social disorder and 
access to housing in safe communities all 
play their essential parts.

The basic premise is that children have 
the right to high-quality healthcare, that 
services should be designed around the 
needs of both children and their families 
and that all parts necessary to achieve a 
good outcome are in place and working 
well together. Services and organisations 
must therefore have the commitment and 
capacity to work together and meet the 
changing needs of future generations; they 
must evolve through a process of learning 
that is based on quality improvement and 
innovation.

This rights-based model of care should 
ensure that the right children receive the 
right care at the right time; delivered in 
the right place by the right people in the 
right way—all at the right cost. The inten-
tion is to achieve the right experience and 
outcomes with the resources available, in 
effect, to achieve values for children driv-
ing value in services.

The child friendly health 
care approach

The child friendly health care approach 
constitutes an integrated conceptual and 
operational framework that fully respects 
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children’s rights and health requirements, 
therefore underpinning all models, strat-
egies and programmes relating to children 
and families. The child friendly health care 
approach is therefore a model relevant to 
the planning, delivery and improvement 
of all services for children and families 
that contribute to their health and wellbe-
ing. It is universally applicable; from the 
policy-making level through to working 
with individual children and their fami-
lies. The model integrates strategies to im-
prove health and wellbeing with strategies 
to tackle problems when they occur.

The aim of the child friendly health 
care approach is to integrate the relevant 
rights of children (with respect to health 
and health care) into a practical frame-
work that drives learning, cultural change 
and consequent improvement in all ser-
vices contributing to the health and well-
being of children. The importance of 
good coordination (at one point in time) 
and continuity (over a period of time) of 
care, based on an integrated and multidis-
ciplinary approach (sometimes referred to 
as a “continuum of care”) should not be 
underestimated. This extends across the 
traditional boundaries of primary, sec-
ondary and tertiary health care organisa-
tions to involve health, education, social 
care and justice systems, whether these be 
in the public, private or voluntary sectors. 
The child friendly health care approach 
should be applicable at the levels of poli-
cy/planning development and service de-
livery, and at the level of individual chil-
dren and families.

The model focuses on service provi-
sion based around the “journeys” that 
children and families take through health 
services, a group of journeys being called 
a “pathway”. The intention is to ensure a 
safe service (with no unintended conse-
quences) that provides a good experience 
and better outcomes than the tradition-
al organisation and workings of services. 
Fundamental to this model are the teams 
of professionals providing the component 
parts of the pathway, who actively collab-
orate to create a network of services that 
are committed to continuous quality im-
provement. Continuous quality improve-
ment requires the active engagement (par-
ticipation) of the users of services, the pro-
viders of services and those who fund ser-

vices to innovate and evaluate the way ser-
vices are provided.

The rights on which the 
child friendly health care 
approach is based

Analysis of the articles contained within 
the UN Convention on the Rights of the 
Child reveals five guiding principles par-
ticularly relevant to child friendly health 
care. These are:

Participation
Meaningful participation is central to hu-
man rights and democracy. Children are 
often denied this right due to the cultural 
belief that they are “immature” and there-
fore “unable” to participate in decision 

making related to their own health. Fur-
thermore, ascertainment of user views is 
an integral part of the process of service 
evaluation and improvement, as well as 
of priority setting at policy-making levels.

Promotion
The promotion of health and resilience 
is essential to the achievement of better 
health, wellbeing and quality of life. The 
alignment of healthy lifestyles and posi-
tive determinants of health with the con-
tribution health services make to restor-
ing health is essential. True synergy be-
tween lifestyles, determinants and servic-
es requires that policy makers and major 
stakeholders create alignments between 
different policies or departments; that the 
private sector promotes healthy choices 
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Abstract
The “child friendly health care” guidelines [1] 
were recently produced by the Council of Eu-
rope (CoE) and endorsed by the ministers of 
47 European nations attending the 9th Coun-
cil of Europe Conference of Health Minis-
ters in Lisbon, 29–30 September 2011. These 
guidelines aim to embed the values con-
tained within the United Nations Conven-
tion on the Rights of the Child (UNCRC) and 
other relevant charters in a practical mod-
el of service delivery that drives learning and 
improvement at all levels—from policy and 
planning, via service organisation and in-

to individual clinical practice. This paper in-
forms professionals working with children 
and their families about the child friendly 
health care approach to producing a practical 
outcome-orientated and requirement-driv-
en framework that is based on the “journeys” 
and“pathways” that children and families ex-
perience in order to drive improvements in 
safety, experience and outcomes.
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Europarat-Leitlinien für kinderfreundliche 
Gesundheitsversorgung

Zusammenfassung
Die Leitlinien zur „kinderfreundlichen Ge-
sundheitsversorgung“ [1] wurden in letz-
ter Zeit vom Europarat aufgestellt und durch 
die Minister von 47 europäischen Ländern 
bestätigt, die an der 9. Europaratskonferenz 
der Gesundheitsminister in Lissabon, 29.–
30. September 2011, teilnahmen. Ziel dieser 
Leitlinien ist es, die Werte, die in der Kinder-
rechtskonvention der Vereinten Nationen 
(UNCRC) und anderen wichtigen Chartas en-
thalten sind, in ein praktisches Dienstleis-
tungsmodell einzubinden, das Lern- und Ver-
besserungsprozesse auf allen Ebenen fördert 
– von Politik und Planung über Dienstorgan-
isation bis zur jeweiligen klinischen Prax-

is. Der Beitrag informiert mit Kindern und 
ihren Familien arbeitende Fachleute über den 
kinderfreundlichen Gesundheitsversorgung-
sansatz, mit dem ein praktikabler, an Bedür-
fnissen wie an Ergebnissen orientierter Rah-
men entwickelt werden soll. Dieser basiert 
auf den „Reisen“, die Kinder und Familien er-
leben, um Sicherheit, Erfahrungen und Out-
come zu optimieren.

Schlüsselwörter
Kindergesundheit · Vereinte Nationen · 
Weltgesundheitsorganisation · 
Lebensqualität · Ergebnis
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and that the health services promote and 
implement programmes based on the best 
available evidence.

Protection
Health protection is essential to avoid 
harm caused by exposure to hazards or to 
determinants that have a negative impact 
on health. Hazards appear in many forms, 
including environmental, social, econom-
ic or political. Children require protection 
from all forms of abuse and maltreatment, 
including a negative emotional environ-
ment, either at home or in their commu-
nities. Protection would also include the 
patient safety agenda, which intends to 
prevent harm from adverse events and er-
rors occurring through contact with ser-
vices.

Prevention
Preventing the development of conditions, 
or their progression, and the resulting dis-
abilities is a central ethos for the provi-
sion of all services. Prevention should be 
combined with promotion and protec-
tion strategies, in order to detect treatable 
conditions early enough to improve long-
term outcomes. Prevention activities are 
performed at different levels:
F		primary level: aims to avoid the de-

velopment of a disease/condition, e.g. 
through vaccination, and to prevent a 
problem before it occurs;

F		secondary level: attempts to diagnose 
and treat an existing disease in its ear-
ly stages before it results in significant 
morbidity, e.g. postnatal metabolic 
screening;

F		tertiary level: aims to reduce the neg-
ative impact of an established disease/
condition by restoring function and 
reducing disease-related complica-
tions such as disability;

F		quaternary level: aims to mitigate or 
avoid the consequences of unintend-
ed harm caused by contact with a 
health system.

Provision
High-quality health care should im-
prove health, reduce inequalities and cre-
ate a sustainable system with the resourc-
es available. To achieve these three ideals, 
health care needs to be well organised, to 
ensure that all the necessary parts are in 

place and working well together for an in-
dividual child and their family. This re-
quires a high level of cooperation and col-
laboration between those planning, pro-
viding and, where appropriate, regulat-
ing services. Creation of competent teams 
working collaboratively within integrat-
ed structures has been shown to improve 
safety, satisfaction with services and out-
comes. Services contributing to the health 
and wellbeing of children should be seen 
as a whole system, which is designed 
around families and ensures they receive 
effective interventions in a timely and 
cost-effective way; which drives learning, 
competence and continuous quality im-
provement. Services that combine these 
five principles and achieve this goal this 
would be considered “child friendly”.

A description of the child 
friendly health care approach

The World Health Organisation (WHO) 
defines a health system as “all organisa-
tions, people and actions whose primary 
intent is to promote, restore or maintain 
health”. Its purpose is to “improve health 
and health equity in ways that are respon-
sive, financially fair and make the best use 
of available resources”. It continues “sys-
tems thinking has huge and untapped po-
tential, first in deciphering the complex-
ity of an entire health system, and then 
in applying this understanding to design 
and evaluate interventions that improve 
health and health equity. It can open pow-
erful pathways to identifying and resolv-
ing health system challenges”.

Systems thinking is therefore the pro-
cess of understanding how the compo-
nents of a system interact and influence 
one another within the system. In nature, 
examples of systems thinking include eco-
systems in which various elements, such 
as air, water, movement, plants and ani-
mals, work together to either survive or 
perish. In organisations, evidence, peo-
ple, information, structures and processes 
work together to achieve their stated pur-
pose, thereby creating a sustainable sys-
tem.

Every system has its “principles” for 
how it operates and makes decisions. 
These principles bind individuals, teams 
and organisations in terms of how they 

work together. Services for children and 
families should have a very clear pur-
pose—to improve health, reduce inequal-
ities and be sustainable within the scope 
of the resources available. Secondly, the 
pathway should be driven by sound prin-
ciples—participation, promotion and 
protection. Thirdly, the services should 
be based on the best possible evidence—
i.e. what should be done, by whom, where 
and when.

Some of the complexity within chil-
dren’s services is due to the necessity of si-
multaneously considering multiple factors 
when assessing and responding to chil-
dren’s needs, including the child’s condi-
tion, the condition’s impact on everyday 
life, the consequences for the family and 
their lifestyles and the determinants with-
in the community. Individual lifestyles, 
determinants of health and health ser-
vices are interdependent, and the added 
value of systems thinking is generation of 
alignment and synergy between these var-
ious elements, to create a system that is ef-
fective, efficient and equitable at all times.

In its simplest form, a pathway con-
sists of four components: prevention, 
recognition and assessment, with subse-
quent access to a range of interventions. 
In .	Fig. 1, the triangle on the left repre-
sents the needs of the child, the family and 
the community; the triangle on the right 
represents outcomes measured by effec-
tiveness, efficiency and equity. Primary 
prevention can be achieved through pro-
motion or protection; recognition may 
be through a process of screening or re-
sponding promptly to concerns; assess-
ment not only focuses on the potential 
condition, but also on the impact on the 
child, the strengths and weaknesses of 
the family and, where appropriate, the re-
sources within their community. These 
resources may include access to health-
related services. Interventions may range 
from medical and surgical to educational 
and social, depending on the assessment 
of needs.

This simple model of a four-compo-
nent pathway can be expanded to more 
complex systems depending on their re-
quirements, for example by expanding 
the model into cyclical review and transi-
tion pathways (.	Fig. 2). Here, the initial 
pathway is identical to the previously de-
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scribed pathway for a short-term condi-
tion, covering prevention through to di-
agnosis and initial treatment. Where the 
condition persists or creates addition-
al permanent morbidities—for example 
hearing impairment following meningo-
coccal septicaemia or cerebral palsy fol-
lowing neonatal intensive care—there is a 
cyclical review process which should of-
fer proactive care, once again preventing, 
recognising, assessing and intervening for 
the conditions which are secondary to the 
primary problem. With reference to the 
aforementioned examples, these problems 
could include language or behavioural dif-
ficulties in a child with a hearing impair-
ment, or contractures and hip dislocation 
in a child with cerebral palsy.

The transition pathway may be back 
to normality for a child following suc-
cessful surgery for a congenital cardiac 
abnormality, or likely cure following che-
motherapy for leukaemia. But for a life-
long condition there will be a transition 
pathway into adult services, for example 

Prevention Recognition InterventionAssesment

FamilyConcernProtection 

Child

Community 

Behavioural 

Educational 

Social

Medical

Surgical

Psychiatric Promotion Screening 

Condition

Child
Family

Community

Needs Outcomes 

E�ectiveness
E�ciency

Equity Fig. 1 9 Illustrating the 
four components parts of a 
pathway of care for a short-
term condition
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pathway
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pathway
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E�ciency
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pathway

Prevention Recognition Assessment Interventions

Needs
Child

Family
Community

Fig. 2 9 Diagram illustrat-
ing the combination of ini-
tial, review and transition 
pathways to meet needs 
and achieve outcomes for a 
long-term condition
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Fig. 3 8 Diagram demonstrating the overlap and interaction between lifestyles, services and determi-
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in the case of diabetes (see example box) 
or attention deficit hyperactivity disorder 
(ADHD). The final transition may be in-
to palliative or end-of-life care, if no more 
therapeutic options are available.

Alongside the management of the con-
dition itself, management of long-term 
conditions often requires lifestyle chang-
es and tackling of determinants of health. 
Creating alignment and synergy between 
lifestyles, services and determinants has 
often received relatively little attention in 
the process of service planning and deliv-
ery, because these aspects are considered 
to be outside the control or responsibili-
ty of the health service. The intention of 
the child friendly approach is therefore to 
promote positive determinants and life-
styles, and protect individuals from harm 
from negative determinants and lifestyles. 
The overlap between positive and negative 
lifestyles and determinants with services is 
illustrated in .	Fig. 3.

The child friendly health care approach 
expects all the component parts of a path-
way to be in place and working well to-
gether, with a simultaneous alignment be-
tween lifestyles, services and determinants 
to promote and protect health during all 
phases of the pathway. This then requires 
all those who contribute to the pathway 
to work together, so that the whole path-
way is experienced as a seamless “contin-
uum of care”. In order for this to be effec-
tive and sustainable, there should be a sys-
tem for regular feedback using measures 

that have meaning, that matter to the rel-
evant stakeholders, that motivate change 
where it is needed and which could po-
tentially be used for monitoring improve-
ment. Strategies for overall improvement 
should be based on identifying the weak-
est link in the pathway, understanding the 
reasons for this and then evaluating inno-
vations to overcome the concerns. This 
then creates learning at an individual, net-
work or whole-system level, which, in the 
long term, contributes to health services’ 
knowledge and evidence.

Evidence

Quantitative evidence, such as cost–ben-
efit analyses, systematic reviews, ran-
domised controlled trials and that avail-
able from peer-reviewed literature should 
be combined with quantitative or qualita-
tive evidence derived from local servic-
es—for example on costs, user experience 
or outcomes—to inform of local priori-
ties. In the absence of relevant evidence, 
decisions should be made based on values 
and principles.

Implementation of child 
friendly approaches

The principles for implementation of 
child friendly approaches are based on 
the WHO corporate strategy, which high-
lights four important aspects in relation-
ship to services for children, young peo-
ple and their families:
F		addressing inequities and facilitating 

the respect, protection and fulfilment 
of human rights;

F		taking a life course approach that 
recognises the continuum from birth, 
through childhood and adolescence, 
and into adulthood;

F		adopting a utilitarian public health 
approach, i.e. one focusing on ma-
jor health issues that challenge popu-
lations as a whole and addressing the 
weakest points in services with effec-
tive, relevant interventions;

F		integrated learning, i.e. the continu-
ous evaluation of services should be 
an integral part of service delivery, 
rather than being considered an “add-
ed extra”.

Fulfilment of human rights

The child friendly health care approach is 
an approach derived from the key princi-
ples contained within the UN Convention 
on the Rights of the Child, which itself is 
derived from fundamental human rights. 
Equitable access to quality health care is 
reinforced in Article 3 of the Oviedo Con-
vention, which states:

“The aim is to ensure equitable access to 
health care in accordance with the person’s 
health needs. ‘Health care’ means the ser-
vices offering diagnostic, preventive, thera-
peutic and rehabilitative interventions, de-
signed to maintain or improve a person’s 
state of health or alleviate a person’s suf-
fering. This care must be of a fitting stan-
dard in the light of scientific progress and 
be subject to a continuous quality assess-
ment. In this context, “equitable” means 
first and foremost the absence of unjusti-
fied discrimination. Although not synony-
mous with absolute equality, equitable ac-
cess implies effectively obtaining a satisfac-
tory degree of care of a reasonable quality.”

Life course approach

The creation of health and wellbeing is a 
complex process that happens over many 
years and has been conceptualised in 
many different models. The terms quali-
ty of life, happiness and success could be 
substituted for health and wellbeing. The 
model adopted by child friendly health 
care is based on the concepts behind life 
course epidemiology, which propose 
that exposure to positive determinants of 
health promote quality and duration of 
life, whereas exposures to negative deter-
minants of health reduce both quality and 
duration of life. Salutogenesis is therefore 
the process of creating health and wellbe-
ing; pathogenesis is process of develop-
ment of disease or medical condition.

Public health approaches 
and intersectoral action

Public health approaches are essentially 
utilitarian, ensuring that the greatest good 
is achieved for the greatest number of in-
dividuals, within the scope of the resourc-
es available. This approach balances pri-

Diabetes—an example of a 
long-term condition

The initial pathway includes prevention of 
obesity, identification of diabetes at an early 
stage, familial assessment and interventions 
based on insulin and family education on 
diabetes. Once diabetes is established, the 
review and transitional pathways are ap-
plicable. The cyclical review pathway consists 
of regular reviews, which intend to prevent 
complications through good diabetic control, 
recognition of early signs of complications, 
full assessment of these and then access of 
appropriate interventions. The transition 
pathway to adult services includes the pre-
vention of handover errors through good 
communication, identification of the neces-
sary local services, assessment of the young 
person’s ability to live with diabetes with ap-
propriate interventions and ongoing support.
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mary prevention—by tackling determi-
nants of health—with secondary and ter-
tiary strategies largely provided within a 
health service. Influencing determinants 
of health that lie outside of the exclusive 
jurisdiction of the health sector requires 
the health sector to engage with other sec-
tors of government and society. Intersec-
toral action refers to health outcome-in-
fluencing actions taken by sectors outside 
the health sector, usually in collaboration 
with the health sector.

Integrated learning

Child friendly health care should be seen 
as an example of an integrated learning 
system. This approach integrates pur-
pose, principles and evidence into a prac-
tical approach based on pathways, which 
continually promotes quality and im-
provement of services. Three component 
parts are essential for creating this virtu-
ous cycle of continuous quality improve-
ment and learning:
I.  clarity of purpose and principles;
II.  a pathway-based delivery framework;
III.  a system which promotes innovation, 

learning and improvement.

Implementation requires adoption and, 
where necessary, adaptation of this ap-
proach by all the agencies, organisations 
and professional groups contributing to 
services for children and families. It is par-
ticularly important to achieve alignment 
and synergy between:
I.  policy makers from different sectors;
II.  commissioners, providers and regula-

tors of services;

III.  health, education and social care or-
ganisations;

IV.  families, communities and local ser-
vices.

It is essential to integrate a culture of learn-
ing and improvement into service deliv-
ery. Each agency should have a similar ap-
proach to the choice of evidence-based in-
terventions, priority setting, maintaining 
staff competence, working in teams and 
continuous quality improvement.

Application and advantages 
of the child friendly 
health care approach

Users 

Service users are primarily concerned 
about easy access, timeliness, good out-
comes and their own experience of servic-
es. By ensuring all parts are in place and 
working well together, the child friendly 
health care approach ensures these expec-
tations are met. The approach recognises 
that health is not distributed equitably, so 
there is an emphasis on improving equity 
for vulnerable groups and reducing varia-
tions in health outcomes, which, in turn, 
leads to reduction of health inequities and 
improves social solidarity.

Professionals/providers

Professionals are primarily concerned that 
their competence is put to best use and is 
maintained through professional develop-
ment, thus ensuring the effectiveness of 
services. The child friendly health care ap-
proach puts evidence and competence of 
practitioners high on the agenda and links 
measurement, feedback and learning into 
a virtuous cycle of continuous quality im-
provement; which should reduce unnec-
essary variations and provide opportuni-
ties for ongoing learning. Innovation and 
improvement should be an integral part 
of service delivery and should enable fi-
nancial flows to follow the evidence-based 
service delivery within a pathway.

Policy makers/planners 

Policy makers are concerned that resourc-
es are used wisely, that financial flows are 

optimal, services are safe and that there 
is no unnecessary wastage in the system. 
The child friendly health care approach 
drives efficient, equitable and effective use 
of resources by examining the whole sys-
tem: patients are put at the centre of ser-
vice design, and integrated learning and 
improvement increases value for money, 
reduces the likelihood of harm and avoids 
waste.

Implementing the child 
friendly health care approach

Intentions and priorities

The intention is to create a synergistic, co-
herent strategy that integrates the relevant 
principles and creates mutually reinforc-
ing virtuous cycles of learning to generate 
continuous improvement. The priorities 
for implementation will vary considerably 
between and within different nations, ser-
vices and teams, as well as between indi-
viduals. Therefore, implementation first 
requires adoption and then, where neces-
sary, adaptation of the approach by all the 
agencies, organisations and professional 
groups contributing to services for chil-
dren and families.

Policy and planning

In order for comprehensive children’s ser-
vices to come together and share the same 
purpose and principles to support the de-
livery of services, government depart-
ments, national organisations and oth-
er stakeholders should be able to develop 
integrated policy and planning tools that 
lead towards locally applicable good prac-
tice models.

Service delivery

Organisations and institutions deliver-
ing services should work collaboratively 
to ensure that there is both coordination 
and continuity between the component 
parts of a pathway. Each service needs to 
understand their specific contribution to 
the care pathway and attempt to optimise 
their component parts based on best evi-
dence and delivery by competent teams in 
the right place, at the right time.

Examples include:

1.  promotion of early interventions (respon-
sibility of one department) to prevent 
later problems (responsibility of another 
department);

2.  integrated commissioning and planning 
arrangements between parts of the 
health service, as well as between other 
agencies and stakeholders contributing 
component parts to pathways and net-
works;

3.  ensuring that resources can be moved 
across organisational boundaries to sup-
port evidence-based care delivery.
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Individual children and families

Children, young people and families 
should be fully involved in decision mak-
ing within health care systems. This in-
volvement depends on their level of un-
derstanding and maturity, but the individ-
uals should feel competent in the relevant 
health issues in their lives.

The promotion of a child friendly 
health care approach would require all 
member states to recognise the impor-
tance of children’s rights—at all times and 
in all settings. Three levels of promotion 
would be required:
I.  promotion of children’s rights;
II.  promotion of the principles applicable 

to children’s health services;
III.  promotion of the child friendly health 

care approach, which integrates the 
principles into a practical model for 
service planning, delivery and im-
provement.

The success of child friendly health care 
will depend on an alignment of motiva-
tion, thinking and action at the three dif-
ferent levels, i.e. policy making, service 
planning and individual care.

In line with the WHO “Health in All 
Policies” approach, government organ-
isations and other relevant stakeholders 
contributing to the health and wellbe-
ing of children should work together and 

strive to continually improve the quality of 
their services—particularly their safety—
the outcomes thereof and the experience/
satisfaction of the users.

Policy makers should endorse the child 
friendly health care approach and adapt it 
into policies, service planning and prac-
tice, in order to drive improved effective-
ness, efficiency, safety and equity within 
health care services. This process should 
be coupled to the development of relevant 
measures to monitor implementation.

Professionals should promote effec-
tive participation of children in improv-
ing their own health, taking part in de-
cision making related to their care, plan-
ning health care activities and evaluating 
the results, according to their age and ma-
turity.

Member states should exchange prac-
tices and experience, and promote inter-
national cooperation in the field of child 
friendly health care.

Synopsis and aide mémoire—
the 5-4-3-2-1 approach

In order to help embed the key concepts of 
the child friendly health care approach in-
to practice, a simple mnemonic has been 
derived based on 5-4-3-2-1: five princi-
ples, four component parts to the path-
ways, three pathway stages, two driving 
forces and one purpose—to improve chil-
dren’s services.

Five principles

1. Participation
a)  individual decision making
b)  service improvement through feed-

back
c)  priority setting

2. Promotion
a)  all children
b)  vulnerable children
c)  children using health services

3. Protection
a)  all children
b)  vulnerable children
c)  children using health services

4. Prevention
a)  primary through promotion/protec-

tion
b)  secondary/tertiary—proactive care 

preventing complications or other 
disabilities

c)  quaternary—preventing services 
harming children

5. Provision
a)  journeys, pathways, networks
b)  evidence-based, competent practitio-

ners, right place, right time
c)  measurement, feedback, action and 

learning

Four pathway components

1. Prevention
a)  primary, secondary and tertiary
b)  promotion, protection and education
c)  lifestyle, physical, socioeconomic

2. Identification
a)  screening
b)  surveillance
c)  awareness

3. Assessment
a)  child, family, community
b)  condition, lifestyles, determinants
c)  evidence

4. Interventions
a)  medical, surgical, psychiatric
b)  education, social care, criminal justice
c)  family, community, society

Three pathway stages

1. Initial
a)  considering the condition
b)  its impact on the child
c)  the consequences for the family and 

community-based interventions to 
tackle lifestyles and determinants of 
health

2. Review
a)  considering the condition
b)  its impact on the child
c)  the consequences for the family and 

community-based interventions to 
tackle lifestyles and determinants of 
health

Examples of good practice are:

1.  development of family health records, 
including relevant information about 
health conditions and services available;

2.  active participation in decision making 
concerning children’s lifestyles and health 
conditions;

3.  active involvement in service evaluation 
and improvement.

Examples of good practice in-
clude:

1.  collaboration across a network to drive 
learning through continuous quality im-
provement;

2.  shared workforce planning, training and 
development strategies;

3.  improved communication at both a 
management and practitioner level, sup-
ported by appropriate communication 
technologies.
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3. Transition
a)  considering the condition
b)  its impact on the child
c)  the consequences for the family and 

community-based interventions to 
tackle lifestyles and determinants of 
health

Two driving forces

1. Alignment
a)  policy makers, service providers, us-

ers
b)  health, education, social care
c)  public, private, community sectors

2. Measures, feedback, action
a)  measures that matter and motivate
b)  analysis, feedback, reflection
c)  action innovation, evaluation and 

learning

One goal—improvement!

1. Improvement in 
outcomes and impact
a)  health
b)  inequalities
c)  sustainability

Practical conclusion

Ultimately, the purpose of implement-
ing children’s rights in health care is to 
drive improvements in outcomes (cre-
ate better health, reduce avoidable con-
ditions) and reduce existing health in-
equities. The child friendly health care 
approach simultaneously improves the 
safety of services and patient satisfac-
tion, as well as ensuring wise use of re-
sources, improvements in value for mon-
ey and sustainability. This is achieved by 
examining the system as a whole, put-
ting patients at the centre of service de-
sign and integrated learning. The inten-
tion is that Government Health Depart-
ments engage with professional organ-
isations and patient groups to consid-
er the child friendly approach and then 
adopt and adapt the framework accord-
ing to local circumstances.
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