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Abstract

The Think and Action Tank (TAT) on Children’s Rights to Health was established in 2013 as an
international network of child health advocates. The TAT’s mission is, “To develop, implement,
evaluate, and disseminate rights and equity-based strategies, models, and tools to advance
children’s health and well-being by fulfilling their rights.” Toward this end, the TAT has developed
a conceptual and operational framework to support a human and child rights-based approach to
health; and a Platform and Action Cycle (PAC) as a strategy and tool to translate the principles of
human and child rights-based approaches to health into practice. The PAC consists of three action
steps—contextualizing, assessing, and improving. Through a structured process of generating
rights and equity-based statements, indicators, and reports, the PAC establishes a mechanism to
engage multi-disciplinary professionals and children themselves in efforts to realize the vision of
the UN Convention on the Rights of the Child.

Keywords: child rights, health, equity, human rights, CRC

Executive Summary
Introduction

Despite advances in knowledge related to: a) the impact of social and environmental
determinants on health and well-being across the life course, b) the link between health and human
rights, and c) the relevance of the principles and norms of human rights, health equity and social
justice to the mitigation of health disparities, the principles and norms of human rights and health
equity have not been well integrated into the practice of pediatrics, health systems development, and
research. The importance of this integration is underscored by the accrual of decades of knowledge
related to the social epidemiology of health, and new knowledge of the biology and physiology of
social determinism, epigenetics, brain development, and the impact of toxic stress on health across

the life course.

Obijectives

The objective of this TAT initiative was to synthesize existing knowledge and experience with
child rights, health equity and social justice into a conceptual and operational framework and tool to
translate the principles and norms of human and child rights, health equity, and social justice into

child health practice.
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Methods

The Think and Action Tank (TAT) on Children’s Rights to Health was established in 2013 as an
international network of child health advocates. The TAT mission is, “To develop, implement,
evaluate, and disseminate rights and equity-based strategies, models, and tools to advance
children’s health and well-being by fulfilling their rights.” As first endeavour, the TAT convened
an international group of 31 child health professionals' from Europe, the UK, and North and South
America, and used a virtual interactive process to develop a conceptual framework and operational
tool (Platform and Action Cycle) for translating the principles and norms of child rights, social
justice, and health equity into practice. The virtual process was followed by an in-person meeting
to discuss and revise the draft framework and tool, which was distributed for final vetting among

the participants.

Results

A conceptual framework was developed, using the principles of human and child rights and
health equity to support the translation of the principles and norms of human and child rights into
practice. A framework for operationalizing the principles of a child rights-based approach to health
(CRBAH) was then established using the articles of the UN Convention on the Rights of the Child.
An ecological model, based on the work of Bronfenbrenner (1979), integrated to life course and
CRBAMH, was then generated. Finally, an operational tool, the Platform and Action Cycle (PAC),
was synthesized from this work as an educational, clinical, and research tool to train professionals
and support efforts to translate the principles and norms of child rights into practice. The PAC is
derived partially from the Plan-Do-Check-Act (PDCA) innovation cycle developed by Deming
(1976). Case studies were then developed to demonstrate the use of the PAC.

Conclusions

The Platform and Action Cycle (PAC) developed through this initial TAT endeavour provides a
comprehensive and evidence-based approach to translate the principles and norms of child rights
and health equity into practice. The framework and tool can be used to train child serving
professionals and to advance a CRBAH by individuals, organizations, institutions, systems,
networks, agencies, and children themselves. The process of developing an international group
(TAT) and engaging them in a virtual process to develop translational tools for a CRBAH was

highly successful and generalizable to future efforts by the TAT and other child rights advocates.
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Introduction

This article presents a conceptual framework and operational model for translating the
principles and norms of child rights into a child rights based approach (CRBA) to child health
practice. Recent and rapid advances in knowledge related to the social and environmental
determinants of health and life course sciences will increasingly require new approaches to child
health to advance children’s health and well-being, respond to the root causes of contemporary
childhood morbidities, and mitigate health disparities. As such, a CRBAH that translates the
principles and norms of human and child rights and health-equity into practice will be increasingly
relevant to the health and well-being of children and the adults they will become.

The UN Convention on the Rights of the Child (CRC) provides the foundation to advance
this agenda by defining the critical requirements for the health and well-being of all children
(United Nations,1989). The articles in the CRC and related documents address the political, civil,
social, economic, environmental, and cultural prerequisites for the progressive generation and
realization of health as defined by the World Health Organisation (WHO,2014).

However, despite advances in knowledge related to the links between health and human rights
(Mann,1997) and the relevance of the principles of rights, justice, and equity to the mitigation of
health disparities (AAP,2010); as well as the findings of the WHO Commission on Social
Determinants of Health, (WHO,2008) the principles and norms of human rights and health equity
have not permeated medical education, nor have they been well integrated into the practice of
pediatrics and child health (Cotter et al.,2009). The importance of this integration is underscored by
the accrual of decades of knowledge related to the social epidemiology of health (Marmot, Brunner,
2005), and new discoveries in the biology and physiology of social determinism of health
(Galea,Link,2013), epigenetics, brain development, and the impact of toxic stress on health across
the life course (Shalev et al.,2012; Shonkoff,Garner,2012).

The rationale for the need for strategies and tools to translate these principles into child health
practice is further highlighted by the existing gaps between the aspirational principles, standards,
and norms of children’s rights declarations and the global reality of children’s health and well-
being. Many factors contribute to these gaps, including a dearth of effective evidence-based
strategies and tools required to translate these principles, standards, and norms into practice; and the
inadequate education and preparation of professionals to do so. This is despite the requirement of

all states that have ratified the UN Convention on the Rights of the Child to “respect, protect and

202


http://aje.oxfordjournals.org/search?author1=Sandro+Galea&sortspec=date&submit=Submit
http://aje.oxfordjournals.org/search?author1=Bruce+G.+Link&sortspec=date&submit=Submit

2014 » Canadian Journal of Children’s Rights

fulfil each of the rights enshrined in the convention,” and “...to make the principles and provisions
of the Convention widely known....to adults and children alike” (CRC, Article 42). In order to
fulfil these mandates, it is not sufficient to simply ratify the CRC and incorporate it into domestic
legislation. The accomplishment of children’s rights as set forth by the CRC obliges States to take
action to ensure that children realize their rights.

It is also not sufficient for states to prioritize and/or focus on individual rights. The Office of
the High Commissioner for Human Rights explains that “rather than a catalogue of children’s
rights, the Convention in fact constitutes a comprehensive listing of the obligations that States are
prepared to recognize towards the child. (Furthermore), the whole thrust of the Convention is to
emphasize the inter-connected and mutually reinforcing nature of all rights “ (OHCHR, 2001).
Thus, children’s rights cannot be divided, nor can they be fulfilled separately - they are indivisible
and interdependent (Hodgkin, Newell,2007). As such, States must carefully assess the existence and
status of all rights respecting environments that impact children, and move to ensure that
professionals are trained and prepared to establish the structures and mechanisms required to pursue
the best interest of all children. Also, vertical integration of policies and resource allocation across
the spectrum from international bodies to the local level must be systematically applied to ensure
the rights of children are realized. Local communities, even those with limited knowledge of the
principles of child rights, must be supported in their efforts to improve the survival and
development of children.

Development of the Think and Action Tank

In response to this status quo, the Think and Action Tank (TAT) on children’s rights to health
was established in 2013 as an inclusive international network of health professionals, policy
makers, and others committed to the health and well being of children and youth. The TAT vision
is, “To achieve optimal child health by translating the principles and norms of child rights, health
equity, and social justice into child health practice in all of children’s life settings.” Its mission is:
“To develop, implement, evaluate, and disseminate rights, justice, and equity-based strategies,
models, and tools to advance children’s health and well being by fulfilling their rights.” The TAT’s
first endeavour, as presented in this manuscript, has been to convene an international group of
child-serving professionals to develop a conceptual framework and an operational rights and equity-
based tool to advance child health and well-being.
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Methods

The Think and Action Tank (TAT) on Children’s Rights to Health convened an international
group of 31 child health professionals from Europe, the UK, and North and South America, and
used a virtual interactive process to: a) develop a conceptual framework for translating the
principles and norms of child rights and health equity into practice, and b) establish an operational
rights-based tool, the Platform and Action Cycle (PAC), to train health professionals and support
the translation of the principles of child rights and health equity into practice.

Prior to establishing the actual models, the working group was asked to identify the
foundational elements required to establish the conceptual framework and translate its principles
into an operational tool (PAC). Finally, examples of how the operational tool could be used were

generated.

Results

1. Conceptual and Operational Frameworks

The conceptual and operational frameworks for the translation of the principles and
norms of human and child rights into practice are presented in Figure 1. A human rights
based approach to health (HRBAH) reflects a set of rights that relate to both children and
adults. However, the evolving capacities of children, and their unique rights related to
participation, protection, and provision necessitate additional rights that reflect these unique
needs. This is delineated as a child rights based approach to health (CRBAH). The
operational framework engages: a) the necessity to address the complexities of the social
and environmental determinants of health, b) the relation of the child’s right to health with
the inventory of other rights delineated in the CRC, and c) specifics related to the actual

provision of health care services.
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Figure 1: Conceptual and operational frameworks for translating the principles and norms of
child rights and health equity into practice

HUMAN RIGHTS-BASED APPROACH (HRBA) and HUMAN RIGHTS-BASED APPROACH TO HEALTH

- Universality and inalienability, Indivisibility, Inter-dependence and Inter-relatedness of the rights; Equality and Non-discrimination; Participation
and inclusion; Accountability and rule of law.

- Systemic vision of rights: they are universal, indivisible, interdipendent, interrelated and have equal importance;

- Holistic vision of health: including physical, mental, social, and spiritual dimensions;

- Right to health as right to the highest attainable standard of heath and well-being, including the right to health care;

- Right to health as inclusive right encompassing biological preconditions and socio-economic, cultural and environmental determinants;

- Right to health contains freedoms and entittlements.

CHILD RIGHTS-BASED APPROACH (CRBA) and CHILD RIGHTS-BASED APPROACH TO HEALTH

- UN C.R.C, Principles: Right to life, survival and development, Non Discrimination, Best interest of the Child, Right to be heard,
Consideration of evolving capacities

- States obligation to the progressive realization of the Child right to health and to health care: respecting protecting , fulfilling the right;

- Child Right to health contains freedoms and support to make informed choices (in accordance with maturity and rights -based guidance),
entittements for the provision of health care services, protection deriving from health determinants and participation to decisions on health.

Operational framework of the Child Right to Health

ACTION ON UNDERLYING INTER-ACTION WITH OTHER CHILD RIGHTS TO: CHILD
HEALTH DETERMINANTS - birth registration, name, nationality, and to know and be HEALTH CARE
cared by parents;
- preservation of identity; Availabilty
Socio-economic equity - privacy; Accessibility
Information and Education - access to appropriate information; Acceptability
Social support networks - freedom of expression, thought, conscience and religion; Quality
Healthy environment - have respect for her/his views;
Safe drinking water and - be protected from all forms of violence , exploitation, of facilities,
adequate sanitation abduction, sale and trafficking; goods,
Safe food - benefit from social protection; services
Adequate nutrition and housing - have an adequate standard of living; and programmes
Non discrimination - education;
Human resources for health - leisure, play and culture and Participation
Legislation and policy - right to redress when violated of service user
frameworks - right to have accessto a
- complaint mechanism

CRITERIA TO MEASURE THE FULFILLMENT OF THE CHILD RIGHT TO HEALTH !
INSIDE AND OUTSIDE THE HEALTH CARE SYSTEM !

In order to ensure the rights of children to optimal survival and development are
fulfilled, child health services must be available, accessible, acceptable and of high quality.
It is important to provide further insights into these dimensions, as it is not sufficient to only
enact legislation required to advance the rights of children to health, additional measures
must take place in order to ensure that this right can be fulfilled for all children, and that

challenges related to health equity and social justice are addressed.

Availability. Availability encompasses:

e Guaranteeing universal financial availability.

e Ensuring the equitable distribution of services throughout rural and urban communities.

e Establishing functioning primary, secondary, and tertiary healthcare facilities within physical

and geographical reach of marginalized populations of children. This includes provision of
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support for transportation and/or accommodations, including mobile and/or telemedicine

services.

Accessibility. Accessibility to health services requires health literacy among children and their
caregivers. Lack of knowledge of how health systems work and individuals’ rights within these
systems; as well as basic knowledge of how the body functions, disease conditions, and wellness;
can be barriers to accessibility of health care. Barriers to accessibility can be overcome through
rights and health education programs, patients’ education initiatives, interventions for adolescents in

transition to adulthood.

Acceptability. Services need to be provided in ways that are acceptable to children and youth. This
requires that health services pay attention to factors that impact children’s rights to health,
including: a) attitudes and behaviors of staff, b) elimination of discrimination, c) protection of
privacy and dignity, d) ensuring information needs of all children and their families are respected,
and e) respectful for cultures..

Quality. The child’s right to access quality services entails providing healthcare for children that is:
a) founded on evidence based-medicine and clinical protocols; b) delivered by health professionals
trained in providing care for children; c) delivered in child friendly and rights respecting facilities;
and d) in line with children’s needs and expectations. This last criterion considers children’s rights

to participate, as well as patient safety.

2. Child life settings

As previously mentioned, a holistic ecological approach to a child’s right to health, in particular
considering the importance of social and environmental determinants of health, requires addressing
these rights in all life’s settings. Figure 2 reflects the complex environments in which children grow

and develop.
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Figure 2: Main child life settings and range of the platform for translating principles of rights
and equity into practice across the life course

INSTITUTIONS &
ORGANIZATIONS

COMMUNITY

3. The Platform and Action Cycle

The TAT’s proposed Platform and Action Cycle (PAC) is meant to operationalize the child’s right

to health in all the child ‘s life settings. The foundational elements of the PAC are:

e Child. A holder of the rights required to achieve the highest attainable standard of health and
well-being, including the right to full participation in all aspects of life, taking into consideration
her/his evolving capacities emerging across the life course from birth until age 18
(Lansdown,2005).

e Health. A process leading to physical, mental, social, and spiritual well-being influenced
by a wide spectrum of determinants (genetic, biological, social, economic, cultural,
environmental); and a resource for the full realization of the human potential. In its
complexity, health is defined in the multiple dimensions of well being, development,
safety, equity, freedom and peace. As delineated in the UN Convention on the Rights of
the Child, Article 24 recognizes the “right of the child to the enjoyment of the highest
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attainable standard of health and to facilities for the treatment of illness and
rehabilitation of health”. Recently General Comment 15 based on Article 24 of CRC,
reinforces the need to act proactively in order to operationalize the principle of the
Convention (UNCRC,2013).

Rights. Universal, indivisible, interdependent, and interrelated values standards, and
norms without a hierarchical ranking ((Hodgkin, Newell,2007) that, in accordance with
the principles proclaimed in the Charter of the United Nations (1945) and expressed in
the United Nations Convention on the Rights of the Child, recognize the inherent dignity
of children and their inalienable claim to the fundamental guarantees to the rights that
accrue to all human beings, including rights to optimal survival and development, civil
and political rights; economic, social, and cultural rights. The Committee on the Rights
of the Child identifies a core group of four rights as guiding principles of the CRC,
namely Article 2 (Non-discrimination), Article 3 (Best interest of the Child), Article 6

(Life, Survival and Development), and Article 12 (Respect for the views of the child).

States. Sovereign political bodies obliged and responsible for the participation, protection and
provision of children’s right to health, together with other children’s rights. The role of States
and their institutions is to provide the capacity for families to fulfil the rights of their children
and to act directly when families are unable to do so. “In a human rights-based approach,
relationship between individuals and groups with valid claims (rights-holders) and State and
non-State actors with obligations (duty-bearers). A Human Rights-Based Approach identifies
rights-holders (and their entitlements) and corresponding duty-bearers (and their obligations)
and works towards strengthening the capacities of rights-holders to make their claims, and of
duty-bearers to meet their obligations” (UNFPA,2014).

Children’s participation. A Human Rights-Based Approach “is not only about achieving
human rights goals and outcomes, but also about achieving them through a
participatory, inclusive, non-discriminatory, transparent and responsive process”
(OHCHR, 2014). According to their age and maturity, decisions concerning their health
require their full empowerment and participation, with consideration of their evolving
capacities. The realization of children’s rights must consider the context of their

ongoing development, evolving competence, and emerging autonomy.
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e Equity in child health. Policies that establish the conditions required to ensure all children have
the opportunity to fulfil their right to the highest attainable standard of health and well-being,

and to realize their full human potential.

e Social justice. The requirement for assuring impartiality, fairness, and equity in the distribution

of resources.

e Accountability. Obligations brought upon State parties and other duty bearers to fulfil the rights
of children, as explicated in and following ratification of the UN Convention on the Rights of

the Child. Compliance with these obligations is germane to the concept of human rights.

The Action Cycle of the PAC involves three action steps - Contextualizing, Assessing, and
Improving. Figure 3 provides an overview of the Platform and Action Cycle. Children must be
involved in every stage of the PAC process. They should be consulted and their opinions must serve

as catalysts for change.

Figure 3: The rights- and equity-based Platform and Action Cycle

U.N. CONVENTION
ON THE RIGHTS OF THE CHILD

(e)
) 4’7&
0’5 . 4 0y
M 04
FOUNDATIONAL  ELEMENTS ‘9@0. 770
- CHILD as holder of the right to enjoyment the highest attainable standard of //7'96‘/

health and well-being and owner of evolving capacities emergingin the life course
and in life settings.

-HEALTH as state of complete physical, mental, social and spiritual wellbeing
influenced by a wide spectrum of determinants (genetic, biological, social,
economic, cultural, environmental) - and as a resource for the full realization of the
human potential. In its complexity, health is a conceptstrictly related to several
dimensions namely well-being, development, safety, equity, social justice, freedom
and peace.

-RIGHTS as universal, indivisible, interdependent and interrelated values; acting
for Child right to health implies commitment towards the realization of other rights
and vice-versa.

-STATES as Institutional bodies obliged and responsible forthe protection,
provisionand promotion of Children’s Right to Health together with other Children’s
rights, and in collaboration with families.

- CHILDREN’S PARTICIPATION - according with their age and maturity - to the
decisions concerning their health as essential exercise for their developmentand
empowerment.

-EQUITY IN CHILD HEALTH as policy addressed to provide all children for
adequate opportunities to obtain the highest attainable standard of health and well-
being and to realize fully their human potential.

- SOCIAL JUSTICE as requirement for assuring impartiality, fairness and equity in
the distribution of limited resources.

-ACCOUNTABILITY as obligation brought upon the States Parties, and other duty
bearers, upon ratification of CRC. Compliance with obligations is germane to the
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Step 1. Contextualization

In order to remain relevant across the life course of a child, from birth through adolescence,
rights must be contextualized in relation to the developmental stages of childhood, and then applied
to all children in the multiple settings in which they live. These rights can be formulated as
objectives that are: a) consistent, with the principles of the CRC; b) coherent, with the guidelines
and resources of the agencies tasked with implementing these rights; and c) clear, measurable and
accountable, using performance standards and tools that are generally available in the community in

which children live.

Key-questions in this step include:

e “Who would undertake the contextualization?”

e “Does the contextualized statements meaningfully represent the application of the selected
right?”

e “Is the statement clear and understandable; and are the objectives measurable?”

In order to answer these questions, policy makers and practitioners must consider the context of
the program to be developed (school, city, family, health facility) and its general aim. The CRC
should be used as a framework for development of the program in two ways.

1. Align the program aims to the principles of the CRC by: a) taking into account children’s
views about the program and involving them in decision-making processes; b) putting the
child’s best interest at the centre of the program; c) taking into account children’s overall
well being and development; and d) ensuring that all groups of children benefit from the
program.

2. Identify other rights that are relevant to the development of the program. As
aforementioned, children’s rights are indivisible and interrelated. Any program addressing
children’s well being and development should take into account various rights that are

closely related to the right and program area in development.

At its conclusion, this step will deliver a list of statements related to specific child life settings
framed in the context of goals, objectives, standards, and performance criteria required to define the
status of the realization of a child’s right to health. For example, the child’s right, “to be protected
from any form of harm including violence, neglect, and all types of abuse” (CRC, article 19) could
be contextualized in hospital settings where children are experiencing inadequate pain management

during their stay in health services with the following statement: “All children receive
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individualized, culturally, and age appropriate prevention and management of pain and palliative

care.”

Step 2. Assessment

The second step of the PAC is meant to assess the status of the realization of children’s rights in
a particular setting, and identify gaps and potential improvements required to progressively realize
these rights by applying the criteria defined in the first step of the PAC. For this purpose root cause
analysis and other available tools can define the underlying social and environmental factors
responsible for the generation of rights-respecting settings in which the child lives and develops.

The assessment step must routinely and actively involve children and their families.

Key questions in this step of the Platform and Action Cycle are:

e “What are the best indicators to measure the fulfilment of the child’s right to health in a specific
setting?”

e “Who should undertake the assessment? Can it be managed internally within the child’s life
setting, or does it require external facilitation?”

e “What will be the most appropriate methods and tools to make this assessment?”

e “Are the monitoring indicators specific, measurable, available, relevant, and time-bound?”

e “What is the baseline status of the current Situation in relation to each indicator?”

e “If present, what are the deficits and problems emerging from the assessment?”

e “What are the causes of deficits and gaps in fulfilling the child’s rights?”

The assessment should include the identification of services, the performance of those services,
and children’s and family’s views on the extent that services meet their needs and expectations.
Following the example mentioned in the Contextualization step, the assessment of the provision of
“individualized, culturally, and age appropriate prevention and management of pain and palliative
care” in hospitalized children, would entail collecting data to monitor and evaluate the percentage

of children that report:

e Receiving attention when experiencing pain or discomfort.
e Their pain or discomfort was improved completely or partially by actions to alleviate their pain.

e They were asked about their pain today.
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e They are receiving non-pharmaceutical interventions, as well as drugs.
e Child-friendly pain assessment tools are being routinely used.

e Health workers trained in palliative care and pain management cared for them.

The indicators used in the assessment phase should reflect the availability of services (pain
management and prevention services), the quality of care (health professionals with specific
training; and use of non-pharmaceutical techniques), accessibility (hnumber of children who had
access to such services) and the participation of children in the assessment of pain. This example
serves to demonstrate how it is possible to assess different aspects of health care services, in

accordance with a child rights-based approach to health.

This step will use and/or develop indicators that align with the recommendations made by the
Office of High Commissioner on Human Rights (2012) with respect to the components of programs
to advance human rights. These elements include:

e Structure, including existing policies, financial provisions, and organizational environments in
support of the right;

e Process, including programs, interventions, initiatives; and

e Qutcomes, including the impact on young children’s health, development, and well- being.

At its conclusion, this step will collect data comprehensive enough to deliver an intermediate report

on the existing situation, and a set of indicators that can be used to measure the realization of rights

in the following step.

Step 3. Improvement

The third step in the PAC involves ongoing planning, and implementation of interventions and
quality improvement strategies required to realize the rights reflected in the statements and
objectives, and situational and gaps analyses accomplished in the first two steps. Indicators
developed in Step 1 and utilized in Step 2 of the PAC should be used as the framework for
improvement and reporting in Step 3.

Key-questions in this step include:
e “What are the most important gaps that we should try to address? How should we prioritize
them and who should be involved in that decision?”

e “How is it possible to overcome the existing gaps?”
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e “What are the best strategies required for improving the application of the statements and how
can they be implemented?”

e “What support for children (according to their age and maturity), families, tutors and caregivers,
professionals, etc. is required to facilitate each of the steps in the PAC?”

e “What actions shall be taken; who will do these; and by when?”

In addition to these points, it is important to consider two other aspects, namely time frames for
the implementation of improvements and budget allocation. Following the above-mentioned

example, this step entails developing a plan that includes:

e Priorities for interventions emerging from the Assessment step, i.e., professionals training in
pain management and palliative care.

e Objectives to be reached, i.e., number of health professionals to be trained.

e Actions to be implemented (with related responsibilities, resources, timeline), i.e., training
materials and time lines for training.

e Results of the Improvement step, i.e., percentage increase in trained health professionals, new
child-friendly pain assessment tools routinely implemented, specific protocols adopted,
reduction in the percentage of children that report pain or discomfort, etc.

At its conclusion, this step will deliver a final report on the activities carried out in all three PAC

steps, and the planning of new cycles.

Implementation

The implementation of this operational model proposed by the TAT may seem difficult when
considered in its entirety. An incremental approach should facilitate its application, starting from
the Contextualization step. This first step is important because it begins the entire process, and
should engage policy makers, professionals, people caring for children, and children themselves in
an interdisciplinary effort to improve child health and well-being using the rights and equity-based
framework and tool.

The application of the Assessment step should demonstrate that the right to health is not only
stated but also evaluated in a specific setting. This second step needs indicators and should provide
results on the realized assessment in terms of analysis, databases, reports, and evaluations. The
OHCHR (2012) manuscript on rights-based indicators provides a comprehensive approach to

develop such indicators.
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Finally, the Improvement step should demonstrate - trough a final report — the effective progress
realized in children’s rights to health. This third step should formulate action plans, programs, and
monitoring tools able to function as guidance for practitioners and for all stakeholders.

Figure 4 provides an overview of this process for implementation of the PAC

Figure 4: Platform and Action Cycle steps

Child right to health: steps of advancement according to the Action Cycle

/ ______

Reporton progresses realized IMPROVEMENT

Reporton existing situation
ASSESSMENT & set of indicators

Discussion

The UN Convention on the Rights of the Child is an instrument for advocacy and action to
promote children’s health, well-being, and development to their fullest potential. The framework
and PAC presented in this manuscript can be used to advance the rights of children in all settings in

which they live, and by all advocates for children’s rights including children themselves. We invite:

e Multi-sectoral professionals, including but not limited to health, education, social, and justice
system professionals, to implement the PAC in their workplaces, while involving children in the

process.

e Families, caregivers and community workers to use the PAC to support their commitment and

advocacy to advance the health and well-being of children.
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Public health and social systems to use the PAC in the generation of policies to fulfil the rights
of children to optimal health and well-being; health equity; and the availability, accessibility,

acceptability, and quality of their health care services.

Policy makers in all sectors to include the PAC among their strategies for a) ensuring the best
interest of children are considered in all relevant policies, and b) promoting child health and

well-being.

Private health institutions and agencies to adopt the PAC as tool for contributing to children’s

right to health, and for improving the quality of services.

NGOs and associations defending and promoting the child’s right to the highest attainable

standard of health to participate and contribute in the implementation process of the PAC.

Universities and other educational institutions managing courses for health professionals to add
the PAC to their curricula and training modules.

Social networks and organizations working on the child’s right to health to disseminate the

PAC and to contribute to its adaptation and implementation.

National and regional governments to use the PAC to translate the child’s right to health into

practice.

International agencies and organizations to use the PAC in their efforts to fulfil children’s
rights to health.

Media organizations to disseminate information about children’s rights, their right to health,

and the results of applying a rights and equity-based approach to health, including the PAC.

All the above mentioned advocates to apply the PAC with special consideration for children
living in marginalized social, economic, and cultural conditions; growing and developing in
unhealthy environments; and/or living in disadvantaged and/or violent settings, where the

enjoyment of their rights is denied or neglected.
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e Children and adolescents to use the PAC as a tool to reclaim their right to participation, as well

as their right to be heard and considered in issues concerning their health and well-being.

Notes

'The current composition of the TAT is the following: Arbeiter Klaus, University of Vienna (Austria); Bennett Ashley,

University of Florida, (USA); Bennett Sue, University of Ottawa (Canada); Clarke Andrew, Lancashire Care NHS
Foundation Trust (UK); Diaz Huertas José A., Hospital Universitario Nifio Jesus Madrid (Spain); Duran Strauch Ernesto
J., National University of Bogota, (Colombia); Ehrich Jochen, European Paediatric Association (Germany);. Fernandez
Guerreiro Ana |. (Portugal); Filippazzi Giuliana, European Association for Children in Hospital (ltaly); Flatten Kjersti
Akershus Universitetssykehus (Norway); Goldhagen Jeffrey, University of Florida (USA); Harms Erik, (Germany); Kilkelly
Ursula, University College of Cork (Ireland), Kurtz Jessica, Dickinson School of Law, (USA); Lie Sverre O., Norwegian
Directorate of Health (Norway); Maggi Stefania, Carleton University (Canada); Masiello Matt, Winber Research Centre
(USA); Mercer Raul, Latin American School of Social Sciences (FLACSO) (Argentina); Mullen Raquel J., New Mexico
(USA); Nathawad Rita, University of Florida (USA); Nicoli Augusta M., Emilia-Romagna Agency for health and social
care (ltaly); Robinson James E., University of Edinburgh (UK); Santos Leonor, Instituto de Apoio a Crianca (Portugal),
Simonelli Fabrizio, (Italy); Simonelli llaria (Italy); Spronk Sarah, Policy Ministry of Foreign Affairs, (Netherlands); Szabd
Laszlé, University of Semmelweis, (Hungary); Tsitoura Stella, Network of Children’s Rights, (Greece); Vaghri Ziba,
University of British Columbia (Canada); White Les, New South Wales Health (Australia)

References

AAP, American Academy of Pediatrics, (2010). Policy Statement — Health Equity and Chidren’s
Rights. Pediatrics,125(4), 838-849. http://www.pediatrics.org/cgi/doi/10.1542/peds.2010-
0235

Bronfenbrenner U. (1979). The ecology of human development: Experiments by nature and design.

Cambridge: Harvard University Press.
Cotter L. M., Chevrier J., EI-Nachef W. N., Radhakrishna R., Rahangdale L., Weiser S. D.,

lacopino V. (2009). Health and Human Rights Education in U.S. Schools of Medicine and
Public Health: Current Status and Future Challenges. PLoS ONE, 4(3).

216


http://www.pediatrics.org/cgi/doi/10.1542/peds.2010-0235
http://www.pediatrics.org/cgi/doi/10.1542/peds.2010-0235

2014 » Canadian Journal of Children’s Rights

http://www.plosone.org/article/info%3Adoi%2F10.1371%2Fjournal.pone.0004916

Deming W. E. (1986). Out of the Crisis. Cambridge, MA: MIT Press.

Galea S., Link B. (2013). Six Paths for the Future of Social Epidemiology. American Journal of
Epidemiology, 178(6), 843-849

Hodgkin, R., & Newell, P. (2007). Implementation handbook for the UN Convention on the Rights
of the Child. Geneva, Switzerland: UNICEF.

Lansdown, G. (2005). The evolving capacities of the child. Florence, Italy: UNICEF Innocenti

Research Centre.

Mann, J. M. (1997). Health and Human Rights: If Not Now, When? Health Hum Rights, 2(3), 113-
120.

Marmot M., Brunner E. (2005). Cohort Profile: The Whitehall Il study. International Journal of
Epidemiology, 34(2), 251-256.

OHCHR, United Nations Office of the High Commission on Human Rights. (2001).
Training manual on human rights monitoring. (Professional Training Series No. 7). Geneva,

Switzerland: United Nations.

OHCHR, United Nations Office of the High Commissioner on Human Rights. (2012). Human
rights indicators. A guide to measurement and implementation. Retrieved from:

http://www.ohchr.org/Documents/Publications/Human rights indicators en.pdf

OHCHR, United Nations Office of the High Commissioner on Human Rights. (2014).
Technical guidance on the application of a human rights-based approach to the
implementation of policies and programmes to reduce and eliminate preventable mortality
and morbidity of children under 5 years of age. Retrieved from:

http://www.ohchr.org/Documents/Issues/Children/TechnicalGuidance/TechnicalGuidancerep

ort.pdf

217


http://www.plosone.org/article/info%3Adoi%2F10.1371%2Fjournal.pone.0004916
http://aje.oxfordjournals.org/search?author1=Sandro+Galea&sortspec=date&submit=Submit
http://aje.oxfordjournals.org/search?author1=Bruce+G.+Link&sortspec=date&submit=Submit
http://www.ohchr.org/Documents/Publications/Human_rights_indicators_en.pdf
http://www.ohchr.org/Documents/Issues/Children/TechnicalGuidance/TechnicalGuidancereport.pdf
http://www.ohchr.org/Documents/Issues/Children/TechnicalGuidance/TechnicalGuidancereport.pdf

2014 » Canadian Journal of Children’s Rights

Shalev I., Moffitt T. E., Sugden K., Williams B., Houts R. M., Danese A., Mill J., Arseneault L.,
Caspi A. (2012). Exposure to violence during childhood is associated with telomere erosion
from 5 to 10 years of age: a longitudinal study. Molecular Psychiatry, 1-6.

Shonkoff J., Garner S. (2012). The Lifelong Effects of Early Childhood Adversity and Toxic Stress.
Pediatrics, 129(1), 232-246. Retrieved from:
http://pediatrics.aappublications.org/content/129/1/e232.full.html

United Nations. (1945). United Nations Charter (UNC). San Francisco: United Nations. Retrieved
from: http://treaties.un.org/doc/publication/ctc/uncharter.pdf

United Nations. (1989). Convention on the Rights of the Child (UNCRC). New York: United

Nations. Retrieved from: http://www.ohchr.org/en/professionalinterest/pages/crc.aspx

UNCRC, United Nations Committee on the Rights of the Child. (2013). General comment No. 15
on the right of the child to the enjoyment of the highest attainable standard of health (art.24.
Retrieved from:
http://tbinternet.ohchr.org/_layouts/treatybodyexternal/Download.aspx?symbolno=CRC%2fC
%2fGC%2f15&L ang=en

UNFPA, United Nations Population Fund. (2014). Human Rights-Based Approach at the UN.
Retrieved from: http://www.unfpa.org/derechos/prequntas eng.htm

WHO Health Systems Strengthening Glossary. (2014). Retrieved from:

http://www.who.int/healthsystems/hss glossary/en/index5.html

WHO Commission on Social Determinants of Health (2008). Closing the gap in a generation:
Health equity through action on the social determinants of health. Geneva: World Health
Organization. Retrieved from

http://www.who.int/social determinants/thecommission/finalreport/en/

218


http://pediatrics.aappublications.org/content/129/1/e232.full.html
http://treaties.un.org/doc/publication/ctc/uncharter.pdf
http://www.ohchr.org/en/professionalinterest/pages/crc.aspx
http://tbinternet.ohchr.org/_layouts/treatybodyexternal/Download.aspx?symbolno=CRC%2fC%2fGC%2f15&Lang=en
http://tbinternet.ohchr.org/_layouts/treatybodyexternal/Download.aspx?symbolno=CRC%2fC%2fGC%2f15&Lang=en
http://www.unfpa.org/derechos/preguntas_eng.htm
http://www.who.int/healthsystems/hss_glossary/en/index5.html
http://www.who.int/healthsystems/hss_glossary/en/index5.html
http://www.who.int/social_determinants/thecommission/finalreport/en/index.html
http://www.who.int/social_determinants/thecommission/finalreport/en/index.html
http://www.who.int/social_determinants/thecommission/finalreport/en/



